[image: ][image: ]
2


[bookmark: _Hlk792159]SmartPA Criteria Proposal

Drug/Drug Class: Prior Authorization Required Fiscal Edit 
First Implementation Date: May 14, 2020
Revised Date: January 20, 2026
Prepared For: MO HealthNet	
Prepared By: MO HealthNet and Conduent	
Criteria Status: Revision of Existing Criteria

Executive Summary 
Purpose: 
Ensure appropriate control and utilization of high cost medications and prior authorization required items.
	
Why Issue Selected:
Initiation of certain drug therapies can be costly to a prescription drug benefit program, especially when comparable agents are available with similar ingredients at a much lower cost.  The use of excessively high cost medications solely for the convenience of either provider or participant is considered not medically necessary.  Agents concluded to continue under prior authorization after the New Drug Review process due to clinical criteria or high cost will also be reviewed in this edit.

Setting & Population 
Drug class for review: Prior Authorization Required Agents
Age range: All appropriate MO HealthNet participants

Approval Criteria
All approval criteria are met for an agent screened by this edit – see Appendix A

Denial Criteria
Therapy will deny with presence of one of the following:
· Any approval criteria are not met.
[bookmark: _Hlk34120952]
Disposition of Edit
Denial: Exception Code “0213” (Prior Authorization Required But Not Found) 
Rule Type: CE
Default Approval Period: 1 month




Appendix A – Agents Requiring Prior Authorization

	Drug Description
	Generic Equivalent
	Approval Criteria
	Review Date

	OPIPZA 2 MG FILM
	ARIPIPRAZOLE
	· Reason of medical necessity why generic oral aripiprazole formulations cannot be utilized (ODT and solution formulations are available)
· Reference also the Antipsychotics - 2nd Generation (Atypical) Oral & Transdermal Agents Resource List Edit 
	January

	OPIPZA 5 MG FILM
	ARIPIPRAZOLE
	· Reason of medical necessity why generic oral aripiprazole formulations cannot be utilized (ODT and solution formulations are available)
· Reference also the Antipsychotics - 2nd Generation (Atypical) Oral & Transdermal Agents Resource List 
	January

	OPIPZA 10 MG FILM
	ARIPIPRAZOLE
	· Reason of medical necessity why generic oral aripiprazole formulations cannot be utilized (ODT and solution formulations are available)
· Reference also the Antipsychotics - 2nd Generation (Atypical) Oral & Transdermal Agents Resource List Edit
	January

	BACLOFEN 15 MG TABLET
	BACLOFEN
	· Reason of medical necessity why 15 mg is needed. If deemed necessary, participant must utilize one and one-half baclofen 10 mg tablets
· Reference also the Skeletal Muscle Relaxants PDL Edit
	January

	BACLOFEN 10 MG/5 ML SOL
OZOBAX 5 MG/5 ML SOLUTION
	BACLOFEN
	· Reason of medical necessity why Lyvispah or baclofen 25 mg/5 mL suspension cannot be utilized. 
· Reference also the Skeletal Muscle Relaxants PDL Edit 
	January 

	BRINSUPRI 10 MG TABLET
	BRENSOCATIB
	Approval Criteria
· Must meet all of the following:
· Participant is aged 12 years of age or older;  
· Prescribed by or in consultation with an appropriate specialist; 
· Documented diagnosis of bronchiectasis confirmed by chest computed tomography (CT); AND
· Must meet one of the following:
· For participants aged 12-17 years: must have a history of one pulmonary exacerbation in the past 12 months that required an antibiotic, urgent care or emergency department visit or hospitalization; OR
· For participants aged 18 years and older: must have a history of two pulmonary exacerbations in the past 12 months that required an antibiotic, urgent care or emergency department visit or hospitalization.

Denial Criteria
· Therapy will deny with presence of one of the following:
· Participant has a documented diagnosis of cystic fibrosis; OR
· Claim exceeds 1 tablet per day.

Initial Approval Period
· 6 months
	January

	BRINSUPRI 25 MG TABLET
	BRENSOCATIB
	Approval Criteria
· Must meet all of the following:
· Participant is aged 12 years of age or older;  
· Prescribed by or in consultation with an appropriate specialist; 
· Documented diagnosis of bronchiectasis confirmed by chest computed tomography (CT); AND
· Must meet one of the following:
· For participants aged 12-17 years: must have a history of one pulmonary exacerbation in the past 12 months that required an antibiotic, urgent care or emergency department visit or hospitalization; OR
· For participants aged 18 years and older: must have a history of two pulmonary exacerbations in the past 12 months that required an antibiotic, urgent care or emergency department visit or hospitalization.

Denial Criteria
· Therapy will deny with presence of one of the following:
· Participant has a documented diagnosis of cystic fibrosis; OR
· Claim exceeds 1 tablet per day.

Initial Approval Period
· 6 months
	January

	BUPAP 50 MG/300 MG TABLET
BUTALBITAL 50 MG/APAP 300 MG CAP
	BUTALBITAL & APAP
	· Reason of medical necessity why butalbital 50 mg/APAP 325 mg cannot be utilized
	January

	ESGIC 50-325-40 MG CAP
	BUTALBITAL, APAP, & CAFFEINE
	· Reason of medical necessity why butalbital 50 mg/APAP 300 mg/caffeine 40 mg cannot be utilized
	January

	FIORICET-COD 50-300-40-30 CAP
	BUTALBITAL, APAP, CAFF, & CODEINE 
	· Reason of medical necessity why butalbital 50 mg/APAP 325 mg/caffeine 40 mg/codeine 30 mg cannot be utilized
	January

	CABENUVA 400 MG-600 MG ER SUSP
	CABOTEGRAVIR/ RILPIVIRINE
	· Reason of medical necessity why the 600 mg/900 mg dose (every 2 months) cannot be utilized
	January

	QUTENZA 8% KIT
	CAPSAICIN/SKIN CLEANSER 8 % KIT TOPICAL
	· Requires therapeutic trial of ALL of the following:
· SNRI (duloxetine or venlafaxine) or TCA;
· Gabapentinoid (gabapentin or pregabalin) ; AND
· Lidocaine patch
· Reference also the Neuropathic Pain Agents PDL Edit
	January

	CARBAMAZEPINE 200 MG TAB CHEW
	CARBAMAZEPINE
	· Reason of medical necessity why two 100 mg tablets cannot be utilized
	January

	DUOPA 4.63 MG-20 MG/ML SUSP
	CARBIDOPA/ LEVODOPA
	· Documented diagnosis of motor fluctuations in advanced Parkinson’s disease; AND
· Clinical consultant review
	January

	ELYXYB 120 MG/4.8 ML SOLUTION
	CELECOXIB
	· Reason of medical necessity why celecoxib capsules cannot be utilized
· Reference also the NSAID Agents PDL Edit 
	January

	SYMPAZAN 10 MG FILM        
SYMPAZAN 20 MG FILM  
SYMPAZAN 5 MG FILM   
	CLOBAZAM
	· Reason of medical necessity why other forms of clobazam cannot be utilized
· Reference also the Benzodiazepines, Select Oral Clinical Edit
	January

	COLY-MYCIN M 150 MG VIAL
	COLISTIMETHATE
	· Clinical consultant review for appropriate utilization
	January

	CRENESSITY 50 MG/ML SOLUTION
	CRINECERFONT
	· Participant is aged < 10 years; OR 
· Reason of medical necessity why capsules cannot be utilized
· Reference also the Enzyme Deficiency, Select Agents Clinical Edit
	January

	TAFINLAR 10 MG TABLET FOR SUSP
	DABRAFENIB MESYLATE
	· Participant aged < 10 years; OR
· Reason of medical necessity why Tafinlar capsules cannot be utilized
· Reference also the Mitogen-activated Extracellular Kinase Inhibitors (MEKi) & B-raf Kinase Inhibitors (BRAFi) PDL Edit
	January 

	JESDUVROQ 1 MG TABLET
JESDUVROQ 2 MG TABLET
JESDUVROQ 4 MG TABLET
JESDUVROQ 6 MG TABLET
JESDUVROQ 8 MG TABLET
	DAPRODUSTAT
	Approval Criteria:
Must meet one of the following:
· Documented compliance to therapy; OR
· Must meet all of the following:
· Participant is aged 18 years or older;
· Documented diagnosis of anemia due to CKD in the past year;
· Participant has been on dialysis for at least 3 months or longer; AND
· Failure to achieve desired therapeutic outcomes with trial on 2 or more ESAs;
· Documented trial period of ESAs; OR
· Documented ADE/ADR to ESAs.

Denial Criteria
· Therapy will deny with presence of one of the following:
· Any approval criteria are not met; OR
· Participant has had a myocardial infarction, cerebrovascular event, or acute coronary syndrome in the past year.
	January

	AUSTEDO XR 6 MG TABLET AUSTEDO XR 12 MG TABLET AUSTEDO XR 18 MG TABLET
AUSTEDO XR 24 MG TABLET
AUSTEDO XR 30 MG TABLET
AUSTEDO XR 36 MG TABLET
AUSTEDO XR 42 MG TABLET
AUSTEDO XR 48 MG TABLET AUSTEDO XR TITRATION KT (6-12-24 MG)
AUSTEDO XR TITRATION KT (12-18-24-30 MG)
	DEUTETRABENAZINE
	· Reason of medical necessity why Austedo IR cannot be utilized
· Reference also the Vesicular Monoamine Transporter 2 (VMAT2) Inhibitors PDL Edit
	January 

	IGALMI 120 MCG SL FILM
IGALMI 180 MCG SL FILM
	DEXMEDETOMIDINE HCL 
	· To be administered under the supervision of a healthcare provider
· Clinical consultant review
	January

	ZIPSOR 25 MG CAPSULE
	DICLOFENAC POTASSIUM
	· Reason of medical necessity why other forms of diclofenac cannot be utilized
· Reference also the NSAIDs PDL Edit
	January

	DICYCLOMINE 40 MG TABLET
	DICYCLOMINE HCL
	· Reason of medical necessity why two-dicyclomine 20 mg tablets cannot be utilized
	January

	DOLOBID 250 MG TABLET
DOLOBID 375 MG TABLET

	DIFLUNISAL
	· Reason of medical necessity why diflunisal 500 mg tablets cannot be utilized
· Reference also the NSAID Agents PDL Edit
	January

	D.H.E.45 1 MG/ML AMPUL
MIGRANAL NASAL SPRAY
TRUDHESA NASAL SPRAY
	DIHYDROERGOTAMINE MESYLATE
	· Documented trial of 2 or more triptans and NSAIDs (trial defined as 6 months per agent)
· Concurrent therapy with a preventative agent 
	January

	BREKIYA 1 MG/ML AUTO INJCT SUBCUT 
	DIHYDROERGOTAMINE MESYLATE 
	· Reason of medical necessity why generic dihydroergotamine injection or nasal spray cannot be utilized.
	January

	ADLARITY 10 MG/DAY PATCH
ADLARITY 5 MG/DAY PATCH
	DONEPEZIL HCL
	· Reason of medical necessity why donepezil tablets cannot be utilized
· Reference also the Alzheimer’s Agents PDL Edit
	January

	MORGIDOX KIT
	DOXYCYCLINE/SKIN CLEANSER NO19
	· Reason of medical necessity why individual components cannot be utilized
· Reference also the Tetracyclines PDL Edit
	January

	ERGOMAR 2 MG TABLET SUBLINGUAL
	ERGOTAMINE TARTRATE
	Approval Criteria: 
·  Must meet all of the following:
· Documented trial of 2 or more triptans and NSAIDs (trial defined as 6 months per agent); AND
· Concurrent therapy with a preventative agent.
	January

	VOWST CAPSULE
	FECAL MICROBIO SPORE,LIVE-BRPK
	· Prescribed by or in consultation with a gastroenterologist, infectious disease specialist, or other specialist in the treated disease state;
· Participant aged ≥ 18 years;
· Diagnosis of at least 1 recurrent episode of Clostridioides difficile infection (≥ 2 total CDI episodes);
· Complete antibacterial treatment for recurrent CDI 2 to 4 days before initiating treatment;
· Symptom resolution, defined as < 3 unformed stools in 24 hours for 2 or more consecutive days prior to treatment;
· Positive stool test for C. difficile within 30 days before prior authorization request; AND
· Quantity limit of 1 treatment course
	January

	REBYOTA RECTAL SUSPENSION
	FECAL MICROBIOTA, LIVE-JSLM
	· Prescribed by or in consultation with a gastroenterologist, infectious disease specialist, or other specialist in the treated disease state;
· Participant aged ≥ 18 years;
· Diagnosis of at least 1 recurrent episode of Clostridioides difficile infection (≥ 2 total CDI episodes);
· Current episode of CDI must be controlled (˂ 3 unformed/loose stools/day for 2 consecutive days);
· Positive stool test for C. difficile within 30 days before prior authorization request; AND
· Quantity limit of 1 treatment course
	January

	FOCINVEZ 150 MG/50 ML VIAL
	FOSAPREPITANT DIMEGLUMINE
	· Reason of medical necessity why generic reconsituted fosaprepitant cannot be utilized
· Reference also the Antiemetics, 5-HT3 and NK1 Injectables PDL Edit
	January

	VYALEV 120 MG-2,400 MG/10ML VL
	FOSCARBIDOPA/FOSLEVODOPA
	· Reason of medical necessity why immediate-release or extended-release carbidopa/levodopa oral formulations cannot be utilized
	January

	FUROSCIX 80 MG/10ML ON-BODY KIT
	FUROSEMIDE
	· Reason of medical necessity why other forms of furosemide cannot be utilized
	January

	GABARONE 100 MG TABLET 
GABARONE 400 MG TABLET
	GABAPENTIN
	· Reason of medical necessity why generic capsules cannot be utilized
· Reference also the Neuropathic Pain Agents PDL Edit
	January

	BLUJEPA 750 MG TABLET
	GEPOTIDACIN MESYLATE
	Approval Criteria
· Must meet all of the following:
· Participant is 12 years of age or older;
· Prescribed by or in consultation with a urologist, OBGYN, or infectious disease specialist; AND
· Documentation of antimicrobial resistance or contraindication to first-line uUTI therapies.
	January

	ISORDIL 40 MG TABLET
	ISOSORBIDE DINITRATE
	· Reason of medical necessity why 2 of the 20 mg tablets cannot be utilized
	January

	NOURIANZ 20 MG TABLET
NOURIANZ 40 MG TABLET
	ISTRADEFYLLINE
	· Participant aged > 18 years;
· Documented diagnosis of Parkinson’s Disease;
· Concurrent use of carbidopa/levodopa;
· Prescribed by or in consultation with a neurologist or other appropriate specialist;
· Step therapy: > 30-day trial of at least 1 different agent while on concurrent carbidopa/levodopa:
· COMT inhibitor 
· Dopamine agonist 
· MAO-B inhibitor; 
· Dose limit:
· 20 mg if presence of moderate hepatic impairment (Child-Pugh B)
· 20 mg if presence of concomitant strong CYP 3A4 inhibitor;
· Absence of severe hepatic impairment (Child-Pugh C); AND
· Quantity Limit: 1 tablet/day
	January

	CORLANOR 5MG/5ML SOLN
	IVABRADINE HCL
	· Participant aged < 3 years; OR
· Reason of medical necessity to why Corlanor tablets cannot be utilized.
	January

	MOTPOLY XR 100 MG CAPSULE
MOTPOLY XR 150 MG CAPSULE
MOTPOLY XR 200 MG CAPSULE
	LACOSAMIDE
	· Reason of medical necessity why generic Vimpat cannot be utilized
	January

	INBRIJA 42 MG INHALATION CAP
	LEVODOPA
	· Documented diagnosis of Parkinson’s Disease;
· Prescribed by or in consultation with a neurologist;
· Documentation of participant experiencing intermittent OFF episodes (number and frequency);
· Current use of oral carbidopa/levodopa;
· Documentation of attempts to adjust dosing or formulation to manage OFF episodes;
· Max Daily Dose = 10 capsules/day (5 doses/day);
· Adequate trial of at least one of the following agents added to carbidopa/levodopa therapy:
· Dopamine agonist
· COMT inhibitor
· MAO-B inhibitor;
· Lack diagnosis of asthma, COPD, or other chronic underlying lung disease;
· Lack diagnosis of a psychotic disorder: schizophrenia, schizoaffective disorder, schizophreniform disorder, brief psychotic disorder, delusional disorder, substance-induced psychotic disorder, psychotic disorder due to a medical condition, paraphrenia; AND
· Discontinuation of any non-selective MAO inhibitors for at least two weeks prior to initiation of therapy.
	January

	LOREEV XR 1 MG CAPSULE
LOREEV XR 1.5 MG CAPSULE
LOREEV XR 2 MG CAPSULE
LOREEV XR 3 MG CAPSULE
	LORAZEPAM
	· Reason of medical necessity why immediate release lorazepam cannot be utilized
· Reference also the Benzodiazepines (Select Oral) Clinical Edit
	January

	BRONCHITOL 40 MG INHALE CAP
	MANNITOL
	· Participant aged ≥18 years;
· Therapeutic trial of Hypertonic Saline; AND
· Therapeutic trial of Dornase alfa
	January

	METAXALONE 640 MG TABLET
	METAXALONE
	· Reason of medical necessity why metaxalone 400 mg or 800 mg tablets cannot be utilized
· Reference also the Skeletal Muscle Relaxants PDL Edit
	January

	TANLOR 1000 MG TABLET
	METHOCARBAMOL
	· Reason of medical necessity why two methocarbamol 500 mg tablets cannot be utilized 
· Reference also the Skeletal Muscle Relaxants PDL Edit
	January

	METRONIDAZOLE 125 MG TABLET
	METRONIDAZOLE
	· Reason of medical necessity why one-half of a metronidazole 250 mg tablet cannot be utilized. 
· Reference also the Antibiotics, Gastrointestinal (GI) Oral PDL Edit
	January

	LIKMEZ 500 MG/5 ML SUSPENSION
	METRONIDAZOLE
	· Participant is aged < 10 years; OR
· Reason of medical necessity why metronidazole 250 mg or 500 mg tablets cannot be utilized 
· Reference also the Antibiotics, Gastrointestinal (GI) Oral PDL Edit
	January 

	NITROFURANTOIN 50 MG/5 ML SUSP
	NITROFURANTOIN 
	· Reason of medical necessity why nitrofurantoin 25 mg/5 ml suspension cannot be utilized
	January

	GONITRO 0.4 MG SUBLINGUAL PWD
	NITROGLYCERIN
	· Reason of medical necessity why other formulations of sublingual nitroglycerin cannot be utilized 
	January

	ONDANSETRON ODT 16 MG TABLET
	ONDANSETRON
	· Reason of medical necessity why 8 mg ODT tablets cannot be utilized
· Reference also the Antiemetics, 5-HT3, NK1 and Other Select Non-Injectables PDL Edit
	January

	NALOCET 2.5-300 MG TABLET
PROLATE 10 MG-300 MG/5 ML SOLN
PROLATE 10-300 MG TABLET
PROLATE 5-300 MG TABLET
PROLATE 7.5-300 MG TABLET
	OXYCODONE HCL/ACETAMINOPHEN
	· Reason of medical necessity why formulations with 325 mg of APAP cannot be utilized
· Reference also the Opioids –Short-Acting Clinical Edit
	January

	XEPI 1% CREAM
	OZENOXACIN
	· Documented diagnosis of impetigo;
· Participant aged 2 months or older;
· Treatment duration of 5 days; AND
· Therapeutic trial of mupirocin
	January

	POKONZA 10 MEQ PACKET
	POTASSIUM CHLORIDE
	· Reason of medical necessity why other formulations of potassium chloride cannot be utilized
	January

	PRIMIDONE 125 MG TABLET       
	PRIMIDONE
	· Reason of medical necessity why one-half of a primidone 250mg tablet cannot be utilized.  
	January

	QUETIAPINE 150 MG TABLET
	QUETIAPINE FUMARATE
	· Reason of medical necessity why other strengths of quetiapine cannot be utilized
· Reference also the Antipsychotics -2nd Generation (Atypical) Oral & Transdermal Agents Resource List
	January

	EDURANT PED 2.5MG TAB FOR SUSP
	RILPIVIRINE HCL
	· Participant is aged < 10 years; OR 
· Reason of medical necessity why Edurant 25 mg tablets cannot be utilized
· Reference also the Antiretroviral Therapy (ART) PDL Edit
	January

	SYMBRAVO 20-10 MG TABLET
	RIZATRIPTAN BENZOATE/ MELOXICAM
	· Reason of medical necessity why other acute anti-migraine agents cannot be utilized
· Reference also the Anti-Migraine, Serotonin (5-HT1) Receptor Agonists PDL Edit
	January

	HYFTOR 0.2% GEL
	SIROLIMUS
	· Documented diagnosis of facial angiofibroma associated with tuberous sclerosis patients ≥ 6 years
	January

	SOFDRA 12.45% GEL
	SOFPIRONIUM BROMIDE
	Initial Approval Criteria
· Must meet all of the following:
· Participant aged ≥ 9 years;
· Documented diagnosis of primary axillary hyperhidrosis; AND
· Documentation that diagnosis negatively impacts activities of daily living.
· Initial approval period: 3 months

Continuation of Therapy Criteria:
· Must meet all of the following:
· Documentation of continued clinical benefit from therapy.
· Continuation approval period: 1 year
	January

	
	
	· 
	

	STREPTOMYCIN SULF 1 GM VIAL
	STREPTOMYCIN SULFATE
	· Clinical consultant review for appropriate utilization for susceptible organisms
	January

	ORLYNVAH 500-500 MG TABLET
	SULOPENEM ETZADROXL/PROBENECID
	Approval Criteria
· Must meet all of the following:
· Participant is 18 years of age or older;
· Prescribed by or in consultation with a urologist, OBGYN, or infectious disease specialist; AND
· Documentation of antimicrobial resistance or contraindication to first-line UTI therapies.
	January

	TETRACYCLINE 250 MG TABLET
TETRACYCLINE 500 MG TABLET
	TETRACYCLINE
	· Reason of medical necessity why tetracycline capsules cannot be utilized
· Reference also the Tetracyclines PDL Edit
	January

	ZANAFLEX 8 MG CAPSULE
	TIZANIDINE HCL
	· Reason of medical necessity why other strengths of tizanidine cannot be utilized
· Reference also the Skeletal Muscle Relaxants PDL Edit
	January

	EPRONTIA 25 MG/ML SOLUTION
	TOPIRAMATE
	· Participant aged < 10 years; OR
· Reason of medical necessity why other forms of topiramate cannot be utilized
	January

	TOPIRAMATE 50 MG SPRINKLE CAP
	TOPIRAMATE
	· Reason of medical necessity why two of the 25 mg sprinkle capsules cannot be utilized
	January

	TRAMADOL HCL 25 MG TABLET
	TRAMADOL HCL
	· Reason of medical necessity why 25 mg is needed. If deemed necessary, participant must utilize one-half of a tramadol 50 mg tablet
· Reference also the Tramadol-Like Agents PDL Edit
	January

	TRAMADOL HCL 75 MG TABLET
	TRAMADOL HCL
	· Reason of medical necessity why 75 mg is needed. If deemed necessary, participant must utilize one and one-half of a tramadol 50 mg tablet
· Reference also the Tramadol-Like Agents PDL Edit
	January

	SEGLENTIS 56 MG-44 MG TABLET
	TRAMADOL HCL/CELECOXIB
	· Reason of medical necessity why individual components cannot be utilized
· Reference also the Tramadol-Like Agents PDL Edit
	January

	MEKINIST 0.05 MG/ML SOLUTION
	TRAMETINIB DIMETHYL SULFOXIDE
	· Participant aged < 10 years; OR
· Reason of medical necessity why Mekinist tablets cannot be utilized
· Reference also the Mitogen-activated Extracellular Kinase Inhibitors (MEKi) & B-raf Kinase Inhibitors (BRAFi) PDL Edit
	January 

	VAFSEO 150 MG TABLET
VAFSEO 300 MG TABLET
	VADADUSTAT
	Approval Criteria:
· Must meet one of the following:
· Documented compliance to therapy; OR
· Must meet all of the following:
· Participant is aged 18 years or older;
· Documented diagnosis of anemia due to CKD in the past year;
· Participant has been on dialysis for at least 3 months or longer;
· Failure to achieve desired therapeutic outcomes with trial on 2 or more ESAs;
· Documented trial period of ESAs; OR
· Documented ADE/ADR to ESAs; AND
· Participant has baseline liver function tests (LFTs) within normal limits.

Denial Criteria
· Therapy will deny with presence of one of the following:
· Any approval criteria are not met; 
· Participant has had a myocardial infarction, cerebrovascular event, or acute coronary syndrome in the past year; OR
· Participant has cirrhosis or active, acute liver disease.
	January

	INGREZZA 40 MG SPRINKLE CAP
INGREZZA 60 MG SPRINKLE CAP
INGREZZA 80 MG SPRINKLE CAP
	VALBENAZINE TOSYLATE
	· Reason of medical necessity why non-sprinkle oral capsules cannot be utilized
· Reference also the Vesicular Monoamine Transporter 2 (VMAT2) Inhibitors PDL Edit
	January

	VIGAFYDE 100 MG/ML ORAL SOLN
	VIGABATRIN
	· Reason of medical necessity why generic vigabatrin packets for oral solution cannot be utilized
	January

	ZOLPIDEM TARTRATE 7.5 MG CAP
	ZOLPIDEM TARTRATE
	· Reason of medical necessity why 7.5 mg per day is needed. If deemed necessary, participant must utilize one and one-half zolpidem 5 mg tablets
· Reference also the Sedative Hypnotics PDL Edit
	January 

	ZONISADE 100 MG/5 ML SUSP
	ZONISAMIDE
	· Participant aged < 10 years; OR
· Reason of medical necessity why other forms of zonisamide cannot be utilized
	January

	SCENESSE 16 MG IMPLANT
	AFAMELANOTIDE ACETATE
	Approval Criteria:
· Prescribed by or in consultation with an appropriate specialist for the treated disease state;
· Participant is aged ≥ 18 years; 
· Documented recent baseline whole body skin exam (within last 3 months);
· Dermatologic evidence of EPP (i.e., edema, sun-induced erythema, acute painful photodermatitis, urticaria); AND
· Documented diagnosis of EPP confirmed by all of the following:
· Metal-free protoporphyrin in hemolyzed anticoagulated whole blood (PEE/Porphyrins Evaluation, Whole Blood); AND
· Genetic testing demonstrating pathogenic or likely pathogenic variant in FECH gene
· Subsequent treatments may be approved with documentation of all of the following:
· Full body skin examination twice yearly to monitor pre-existing and new skin pigmentary lesions; AND
· Annual documentation of improvement or stability in disease state based on assessment of decrease in phototoxic reactions and increase in sun exposure time without phototoxic reaction based on lack of new lesion development with skin exams.

Denial Criteria:
· Participant is currently pregnant;
· Documented history of Bowen’s disease, basal cell carcinoma, squamous cell carcinoma, other malignant or premalignant skin lesions, melanoma or dysplastic nevus syndrome, and any other photodermatosis such as polymorphic light eruption, discoid lupus erythematosus or solar urticaria; OR
· Claim exceeds 1 implant per 2 month period or 3 implants per year
	April

	PROSTIN VR PEDI 500 MCG/ML
ALPROSTADIL 500 MCG/ML VIAL
	ALPROSTADIL
	· Documented diagnosis of ductus arteriosus maintenance to maintain patency in neonates with patent ductus-dependent congenital heart defects until palliative or corrective surgery can be performed
	April

	ARTESUNATE 110 MG VIAL
	ARTESUNATE
	· Documented diagnosis of severe malaria
	April

	DURYSTA 10 MCG IMPLANT
	BIMATOPROST 
	· Reason of medical necessity why prostaglandin ophthalmic drops cannot be utilized 
· Reference also the Glaucoma Agents PDL Edit 
	April 

	YCANTH 0.7% SOLUTION 
	CANTHARIDIN 
	· Participant aged ≥ 2 years; 
· Prescribed by or in consultation with dermatologist; 
· Documented diagnosis of molluscum contagiosum; AND
· Documented symptoms for ≥ 6 months OR Attestation of severity that requires earlier treatment
	April

	CABLIVI 11 MG KIT
CABLIVI 11 MG VIAL
	CAPLACIZUMAB-YHDP 
	· Documented diagnosis of acquired thrombotic thrombocytopenic purpura (aTTP); AND
· Clinical consultant review
	April

	KARBINAL ER 4 MG/ 5 ML SUSP
RYVENT 6 MG TABLET
	CARBINOXAMINE MALEATE
	· Reason of medical necessity why other forms of carbinoxamine cannot be utilized
	April

	PROCYSBI DR 25 MG CAPSULE
PROCYSBI DR 75 MG CAPSULE
	CYSTEAMINE BITARTRATE
	· Documented diagnosis of nephropathic cystinosis; AND
· Documented trial of Cystagon immediate release 50 mg or 150 mg
	April

	PROCYSBI DR 75 MG GRANULE 
PROCYSBI DR 300 MG GRANULE
	CYSTEAMINE BITARTRATE
	· Reason of medical necessity why other Procysbi capsules cannot be utilized
	April

	NOCDURNA 27.7 MCG TABLET SL   
NOCDURNA 55.3 MCG TABLET SL   
	DESMOPRESSIN ACETATE
	· Participant aged ≥ 18 years; 
· Documented diagnosis of nocturnal polyuria; AND
· For the first claim: documented trial of generic desmopressin
· Denial Criteria: 
· Documented diagnosis of polydipsia in the past 12 months;
· Documented diagnosis of heart failure;
· Claim for any loop diuretic in the past 45 days; OR
· Claim for any oral or inhaled corticosteroid in the past 45 days
	April

	HEMADY 20 MG TABLET
	DEXAMETHASONE
	· Reason of medical necessity why other strengths of dexamethasone cannot be utilized
	April

	NEFFY 2 MG/0.1 ML NASAL SPRAY
	EPINEPHRINE
	· Reason of medical necessity why injectable formulation cannot be utilized
· Reference also the Epinephrine Self-Administered Agents PDL Edit
	April

	ESTROGEL 0.06% GEL
	ESTRADIOL
	· Documented trial of other topical forms of estradiol (cream, vaginal tablet, or patch)
	April

	FEMRING 0.05MG/DAY VAG RING 
FEMRING 0.10 MG/DAY VAG RING
	ESTRADIOL ACETATE
	· Documented trial of other topical forms of estradiol (cream, vaginal tablet, or patch)
	April

	OMEGAVEN 10 GM/100 ML EMULSION
	FATTY ACID/FISH OIL/GLY/P-LIP
	· Therapy is for a source of calories and fatty acids in pediatric patients with parenteral nutrition-associated cholestasis (PNAC).
	April

	VEOZAH 45 MG TABLET
	FEZOLINETANT
	· Documentation of moderate to severe vasomotor symptoms due to menopause;
· Documentation of bloodwork at baseline before starting Veozah to evaluate for hepatic function and injury. Veozah therapy should not be started if concentration of ALT or AST is equal to or exceeds two times the ULN or if the total bilirubin is elevated (for example, equal to or exceeds two times the ULN) for the evaluating laboratory;
· Reason of medical necessity why participant is not a reasonable candidate for hormonal therapy. Contraindications to hormonal therapy may include: history of estrogen-sensitive cancer, coronary heart disease, myocardial infarction, stroke, venous thromboembolism. Cardiovascular disease risk factors are not contraindications to hormonal therapy; CVD risk factors instead need to be optimally managed; AND
· Documented therapeutic trial (at least 60 days of therapy) of at least one alternate guideline supported optimally dosed non-hormonal therapy for vasomotor symptoms.  Options include:
· Paroxetine at least 7.5 mg daily
· Citalopram at least 10 mg daily
· Escitalopram at least 10 mg daily
· Desvenlafaxine at least 100 mg daily
· Venlafaxine at least 37.5 mg daily
· Gabapentin at least 900 mg daily
· Oxybutynin at least 5 mg daily
· Continuation of therapy requires documentation of all of the following:
· Blood work at 3, 6, and 9 months after initiation of therapy to evaluate for hepatic function and injury; AND
· Documentation of clinical benefit of therapy (i.e. reduction in frequency or severity of vasomotor symptoms)
	April

	ANCOBON 500 MG CAPSULE
	FLUCYTOSINE
	· Documented diagnosis of serious infection caused by susceptible strains of Candida and/or Cryptococcus
· Clinical consultant review required
	April

	XHANCE 93 MCG NASAL SPRAY
	FLUTICASONE PROPIONATE
	· Reason of medical necessity why other intranasal corticosteroids cannot be utilized
· Reference also the Corticosteroids, Intranasal PDL Edit
	April

	PANHEMATIN 350 MG VIAL
	HEMIN
	· Documented diagnosis of recurrent attacks of acute intermittent porphyria temporally related to the menstrual cycle in susceptible women, after initial carbohydrate therapy is known or suspected to be inadequate.
	April

	ZYPRAM CREAM
	HYDROCORT/PRAMOXN/SKN CLNSR#16
	· Documented therapeutic trial of generic hydrocortisone/pramoxine agents 
	April

	ALKINDI SPRINKLE 0.5 MG CAP
ALKINDI SPRINKLE 1 MG CAP
ALKINDI SPRINKLE 2 MG CAP
ALKINDI SPRINKLE 5 MG CAP
	HYDROCORTISONE
	· Reason of medical necessity why oral hydrocortisone tablets cannot be utilized
	April

	AQUA GLYCOLIC HC 2% KIT
	HYDROCORTISONE/SKIN CLNSR #25 2% COMBO
	· Reason of medical necessity why individual components cannot be utilized
· Reference also the Corticosteroids, Topical PDL Edit
	April

	CRESEMBA 74.5 MG CAPSULE
	ISAVUCONAZONIUM SULFATE
	· Participant aged < 10 years or weighs < 32 kg; OR
· Reason of medical necessity why 186 mg capsules cannot be utilized 
· Reference also the Antifungal, Systemic Clinical Edit  
	April 

	ABSORICA 25 MG CAPSULE
ABSORICA 35 MG CAPSULE
	ISOTRETINOIN
	· Documented 3 month trial of generic isotretinoin 10mg, 20mg, 30mg or 40mg
	April

	ABSORICA LD 16 MG CAPSULE
ABSORICA LD 24 MG CAPSULE
ABSORICA LD 32 MG CAPSULE
ABSORICA LD 8 MG CAPSULE
	ISOTRETINOIN, MICRONIZED
	· Documented 3 month trial of generic isotretinoin 10mg, 20mg, 30mg or 40mg
	April

	RECORLEV 150 MG TABLET
	LEVOKETOCONAZOLE
	· Participant aged ≥ 18 years; 
· Prescribed by or in consultation with an endocrinologist or other appropriate specialist for the treated disease state;
· Documented diagnosis of Cushing’s syndrome;
· Documentation of failed pituitary surgery or reason pituitary surgery is not an option;
· Trial and documented reason why participant is unable to continue ketoconazole; AND 
· Max dosage of 600 mg twice daily
	April

	KHAPZORY 175 MG VIAL
KHAPZORY 300 MG VIAL
	LEVOLEUCOVORIN
	· Reason of medical necessity why generic Fusilev cannot be utilized
	April

	ERMEZA 150 MCG/5 ML SOLUTION
	LEVOTHYROXINE
	· Participant aged < 3 years; OR
· Documented therapeutic trial of Synthroid or generic Synthroid for 90 out of 120 days, or documented evidence of adverse drug reaction to Synthroid or generic Synthroid
	April

	THYQUIDITY 100 MCG/5 ML SOLN
	LEVOTHYROXINE
	· Reason of medical necessity why Ermeza solution cannot be utilized
· Participant aged < 3 years; OR
· Documented therapeutic trial of Synthroid or generic Synthroid for 90 out of 120 days, or documented evidence of adverse drug reaction to Synthroid or generic Synthroid
	April

	LEVOTHYROXINE 100 MCG CAPSULE 
LEVOTHYROXINE 112 MCG CAPSULE 
LEVOTHYROXINE 125 MCG CAPSULE 
LEVOTHYROXINE 13 MCG CAPSULE 
LEVOTHYROXINE 137 MCG CAPSULE 
LEVOTHYROXINE 150 MCG CAPSULE 
LEVOTHYROXINE 175 MCG CAPSULE
LEVOTHYROXINE 200 MCG CAPSULE
LEVOTHYROXINE 25 MCG CAPSULE 
LEVOTHYROXINE 37.5 MCG CAPSULE
LEVOTHYROXINE 44 MCG CAPSULE
LEVOTHYROXINE 50 MCG CAPSULE 
LEVOTHYROXINE 62.5 MCG CAPSULE
LEVOTHYROXINE 75 MCG CAPSULE 
LEVOTHYROXINE 88 MCG CAPSULE 
	LEVOTHYROXINE SODIUM

	· Documented therapeutic trial of Synthroid or generic Synthroid for 90 out of 120 days, or documented evidence of adverse drug reaction to Synthroid or generic Synthroid
	April

	XDEMVY 0.25% DROP
	LOTILANER
	· Participant aged ≥ 18 years;
· Prescribed by or in consultation with an optometrist or ophthalmologist; AND
· Documented diagnosis of Demodex blepharitis evidenced by:
· Presence of at least mild erythema of the upper eyelid margin; AND
· Presence of mites upon examination of eyelashes by light microscopy or presence of collarettes on slit lamp examination
	April

	LIVTENCITY 200 MG TABLET
	MARIBAVIR
	· Must be used post-transplant for treatment that is refractory to treatment with ganciclovir, valganciclovir, cidofovir or foscarnet;
· Participant aged ≥ 12 years and weighs ≥ 35 kg; AND
· Participants (female of appropriate age) require a negative pregnancy test prior to treatment and use of effective contraception during therapy.
	April

	SINUVA 1,350 MCG SINUS IMPLANT
	MOMETASONE FUROATE
	· Reason of medical necessity why other intranasal corticosteroids cannot be utilized
· Reference also the Corticosteroids, Intranasal PDL Edit
	April

	MYHIBBIN 200 MG/ML SUSPENSION
	MYCOPHENOLATE MOFETIL
	· Reason of medical necessity why generic reconstituted mycophenolate mofetil cannot be utilized
	April

	OFEV 100 MG CAPSULE
OFEV 150 MG CAPSULE
	NINTEDANIB ESYLATE
	· Documented diagnosis of idiopathic pulmonary fibrosis
	April

	OGSIVEO 50 MG TABLET
OGSIVEO 100 MG TABLET
OGSIVEO 150 MG TABLET
	NIROGACESTAT HYDROBROMIDE
	· Participant aged ≥18 years;
· Documented diagnosis of desmoid tumor(s); AND
· Documentation of tumor progression within the past 12 months, supported by imaging taken at least 3 months apart
	April

	OMISIRGE INFUSION KIT
	OMIDUBICEL-ONLV
	Approval Criteria:
· Participant aged ≥ 12 years;
· Documented diagnosis of a hematologic malignancy planned for umbilical cord blood transplantation (UCBT) following myeloablative conditioning;
· Participant is a candidate for myeloablative allo-hematopoietic stem cell transplantation (HSCT); AND
· Per prescriber attestation, the participant does not have a readily available matched related donor, matched unrelated donor, mismatched unrelated donor, or haploidentical donor
· Therapy is a one-time infusion

Denial Criteria:
· Documentation of prior allo-HSCT;
· Active or uncontrolled infection;
· Active or symptoms of central nervous system disease; OR
· Participant is currently pregnant
	April

	[bookmark: _Hlk106180255]VIVJOA 150 MG CAPSULE
	OTESECONAZOLE
	· Documented diagnosis of recurrent vulvovaginal candidiasis (RVVC) defined as at least 3 VVC episodes within previous 12 months;
· Participant is not of reproductive potential defined as:
· Participant is postmenopausal; OR
· Participant is aged at least 12 years and postmenarchal, but not of reproductive potential (i.e., history of tubal ligation, salpingo-ophorectomy, or hysterectomy); AND
· Documented therapeutic six-month trial of oral fluconazole maintenance treatment
· Quantity limit of 1 package (18 tablets) per year
	April

	VUITY 1.25% EYE DROP
	PILOCARPINE HCL
	· Prescribed by or in consultation with an optometrist, ophthalmologist, or other specialist in the treated disease state;
· Participant aged ≥ 40 years; AND
· Participant has documented contraindication to the use of corrective lenses 
· Quantity limit of 2.5mL (one bottle) every month
	April

	ESBRIET 267 MG TABLET
	PIRFENIDONE
	· Documented diagnosis of idiopathic pulmonary fibrosis
	April

	ESBRIET 267 MG CAPSULE
ESBRIET 801 MG TABLET
PIRFENIDONE 534 MG TABLET
	PIRFENIDONE
	· Reason of medical necessity why generic pirfenidone 267 mg tablets cannot be utilized
	April

	ORAPRED ODT 10 MG TABLET
ORAPRED ODT 15 MG TABLET
ORAPRED ODT 30 MG TABLET
	PREDNISOLONE SOD PHOSPHATE
	· Reason of medical necessity why other formulations of prednisolone cannot be utilized
	April

	RAYOS DR 1 MG TABLET
RAYOS DR 2 MG TABLET
RAYOS DR 5 MG TABLET
	PREDNISONE
	· Reason of medical necessity why generic prednisone tablets cannot be utilized
	April

	CITRANATAL
C-NATE DHA SOFTGEL
ENBRACE HR SOFTGEL
FOLATEXCEL PRENATAL TABLET
NATAL PNV TABLET
NEOMATERNA PRENATAL TABLET
OB COMPLETE ONE SOFTGEL
OB COMPLETE PETITE SOFTGEL
PNV OB+DHA COMBO PACK         
PRENATE DHA SOFTGEL
PRENATE MINI SOFTGEL
PRENATE PIXIE SOFTGEL
PROVIDA OB CAPSULE  
PUREFE OB PLUS CAPSULE  
PUREFE PLUS CAPSULE   
SELECT-OB+DHA PACK
SE-NATAL 19 CHEWABLE TABLET
SE-NATAL 19 TABLET
TRICARE PRENATAL TABLET
VITAFOL GUMMIES
VITAFOL ULTRA SOFTGEL
VITAFOL-OB+DHA COMBO PACK
VITAFOL-ONE CAPSULE
	PRENATAL VITAMIN 
	· Reason of medical necessity why alternative prenatal vitamins cannot be utilized
	April

	EXSERVAN 50 MG FILM
	RILUZOLE
	· Reason of medical necessity why 50 mg tablets cannot be utilized
	April

	TIGLUTIK 50 MG/10 ML SUSP
	RILUZOLE
	· Documented diagnosis of amyotrophic lateral sclerosis (ALS)
	April

	SUTAB 1.479-0.225-0.188 GM TAB
	SOD SULF/POT CHLORIDE/MAG SULF
	· Reason of medical necessity why alternative therapies such as bisacodyl and Miralax cannot be utilized
	April

	PEDMARK 12.5 GRAM/100 ML VIAL
	SODIUM THIOSULFATE
	· Documented treatment is to reduce the risk of ototoxicity associated with cisplatin in pediatric patients 1 month of age and older with localized, non-metastatic solid tumor. 
	April

	OVACE PLUS 9.8% LOTION
	SULFACETAMIDE SODIUM
	· Reason of medical necessity why other formulations of sodium sulfacetamide agents cannot be utilized
	April

	AZMIRO 200 MG/ML SYRINGE
	TESTOSTERONE CYPIONATE
	· Reason of medical necessity why generic testosterone cypionate vials cannot be utilized
· Reference also the Androgenic Agents PDL Edit
	April

	THIOLA EC 100 MG TABLET
THIOLA EC 300 MG TABLET
	TIOPRONIN
	· Reason of medical necessity why Thiola 100 mg cannot be utilized
	April

	IDOSE TR 75 MCG IMPLANT
	TRAVOPROST 
	· Reason of medical necessity why travoprost ophthalmic drops cannot be utilized 
· Reference also the Glaucoma Agents PDL Edit
	April

	ZILRETTA 32 MG VIAL
	TRIAMCINOLONE ACETONIDE
	· Documented therapeutic trial of at least one generic triamcinolone injection
· Quantity limit of 1 injection per lifetime
	April

	CUVRIOR 300 MG TABLET
TRIENTINE HCL 500 MG CAPSULE
	TRIENTINE
	· Reason of medical necessity why trientine 250 mg capsules cannot be utilized
	April

	PRIALT 100 MCG/ML VIAL
PRIALT 25 MCG/ML VIAL
	ZICONOTIDE ACETATE
	· Documented therapeutic trial of intrathecal morphine (Infumorph)
	April

	OTEZLA 10-20 MG STARTER 28 DAY
OTEZLA 20 MG TABLET
	APREMILAST
	· Reason of medical necessity why 30 mg tablets cannot be utilized (20 mg tablets are intended for pediatric participants < 50 kg)
· Reference also the Targeted Immune Modulators, Select Agents PDL Edit
	July

	NIKTIMVO 9 MG/0.18 ML VIAL
NIKTIMVO 22 MG/0.44 ML VIAL
	AXATILIMAB-CSFR
	Approval Criteria
· Must meet all of the following
· Documented diagnosis of chronic GVHD;
· Documentation that participant is steroid-refractory, defined by one or more of the following:
· Chronic GVHD progression while on prednisone at ≥ 1 mg/kg/day for 1-2 weeks;
· Stable GVHD disease while on ≥ 0.5 mg/kg/day (or 1 mg/kg every other day) of prednisone for 1-2 months; OR
· Documented ADE/ADR to oral corticosteroids; AND
· Documentation of receiving prior systemic therapy with one of the following medications in the past 2 years: Imbruvica, Jakafi, or Rezurock.
· Additional approval criteria for participants of reproductive potential:
· Appropriate forms of contraception should be implemented during treatment and for 30 days following the last dose of Niktimvo.

Denial Criteria
· Participant is pregnant.
	July

	AZASAN 100 MG TABLET   
AZASAN 75 MG TABLET   
	AZATHIOPRINE
	· Reason of medical necessity why azathioprine 50 mg tablets cannot be utilized
	July

	EOHILIA 2 MG/10 ML STICK PACK
	BUDESONIDE
	· Prescribed by or in consultation with a gastroenterologist, immunologist, or allergist;
· Participant aged 11 years or older;
· Diagnosis of eosinophilic esophagitis by endoscopic esophageal biopsy showing the presence of eosinophils (e.g., ≥ 15 eosinophils per high-powered field);
· Signs and current symptoms of esophageal dysfunction present; AND
· Inadequate response, intolerable adverse effects, or contraindications to all of the following treatments: 
· High-dose proton pump inhibitor for at least 8 weeks;
· Swallowed topical corticosteroid (e.g., fluticasone, budesonide inhalation suspension); AND
· Dietary therapy (i.e., avoidance of food allergen triggers)
	July

	TARPEYO DR 4 MG CAPSULE
	BUDESONIDE
	· Documented diagnosis of primary immunoglobulin A nephropathy (IgAN); 
· Documented 90 day trial of generic budesonide (Entocort) at 15-18mg daily dose; AND
· Participant is receiving stable dose of an RAS inhibitor (ACE Inhibitor or ARB) at a maximum tolerated dose.
	July

	SORILUX 0.005% FOAM
	CALCIPOTRIENE
	· Reason of medical necessity why other forms of calcipotriene cannot be utilized
· Reference also the Psoriasis Agents, Topical PDL Edit
	July

	PRUDOXIN 5% CREAM  
	DOXEPIN HCL
	· Therapy is for the short-term (up to 8 days) management of moderate pruritus in adult patients with atopic dermatitis or lichen simplex chronicus; 
· Documented trial of steroid (oral or topical) and trial of antihistamine (oral or topical) in the past 60 days; AND
· May be approved for no more than an 8-day supply and no more frequently than every 6 months.
	July

	PROMACTA 12.5 MG SUSPEN PCKT 
PROMACTA 25 MG SUSPENSION PCKT
	ELTROMBOPAG
	· Participant aged < 10 years; OR
· Reason of medical necessity why Promacta tablets cannot be utilized
· Reference also the Thrombocytopenia Agents PDL Edit
	July

	ALVAIZ 9 MG TABLET
ALVAIZ 18 MG TABLET
ALVAIZ 36 MG TABLET
ALVAIZ 54 MG TABLET
	ELTROMBOPAG CHOLINE
	· Reason of medical necessity why Promacta cannot be utilized
· Reference also the Thrombocytopenia Agents PDL Edit
	July

	ACCRUFER 30 MG CAPSULE
	FERRIC MALTOL
	· Reason of medical necessity why OTC oral iron products cannot be utilized
	July

	GLIMEPIRIDE 3 MG TABLET
	GLIMEPIRIDE
	· Reason of medical necessity why other strengths of generic glimepiride (1 mg and 2 mg tablets) cannot be utilized
· Reference also the Sulfonylurea Agents, Second Generation PDL Edit
	July

	GLIPIZIDE 2.5 MG TABLET      
	GLIPIZIDE
	· Reason of medical necessity why one-half of a glipizide 5mg tablet cannot be utilized.
· Reference also the Sulfonylurea Agents, Second Generation PDL Edit
	July

	ZYMFENTRA 120 MG/ML SYRINGE KT
ZYMFENTRA 120 MG/ML PEN KIT
	INFLIXIMAB-DYYB
	· Reason of medical necessity why intravenous infliximab cannot be utilized
· Reference also the Targeted Immune Modulators, Tumor Necrosis Factor (TNF) Inhibitors PDL Edit
	July

	LYUMJEV 100 UNIT/ML VIAL
LYUMJEV TEMPO PEN 100 UNIT/ML 
LYUMJEV 100 UNIT/ML KWIKPEN
LYUMJEV 200 UNIT/ML KWIKPEN
	INSULIN LISPRO-AABC
	· Reason of medical necessity why insulin lispro 100 units/mL or Humalog 200 units/mL cannot be utilized 
· Reference also the Insulin, Rapid Acting PDL Edit
	July

	METFORMIN HCL 625 MG TABLET
METFORMIN HCL 750 MG TABLET
	METFORMIN HCL
	· Reason of medical necessity why other strengths of generic metformin cannot be utilized
· Reference also the Biguanide and Combination Agents PDL Edit
	July

	RIOMET 500 MG/5 ML SOLUTION 
	METFORMIN HCL 
	· Participant aged < 10 years; OR
· Reason of medical necessity why preferred metformin tablets cannot be utilized
· Reference also the Biguanide and Combination Agents PDL Edit
	July

	PYRIDOSTIGMINE BR 30 MG TABLET
	PYRIDOSTIGMINE BROMIDE
	· Clinical consultant review required – this strength is indicated for military combat use only
	July

	ZITUVIO 25 MG TABLET
ZITUVIO 50 MG TABLET
ZITUVIO 100 MG TABLET
	SITAGLIPTIN
	· Reason of medical necessity why Januvia cannot be utilized
· Reference also the DPP-IV Inhibitors & Combination Agents PDL Edit  
	July

	ZITUVIMET 50-500 MG TABLET
ZITUVIMET 50-1000 MG TABLET
ZITUVIMET XR 50-500 MG TABLET
ZITUVIMET XR 50-1000 MG TABLET
ZITUVIMET XR 100-1,000 MG TAB
	SITAGLIPTIN/METFORMIN HCL
	· Reason of medical necessity why Janumet or Janumet XR cannot be utilized
· Reference also the DPP-IV Inhibitors & Combination Agents PDL Edit  
	July

	SEROSTIM 4 MG VIAL
SEROSTIM 5 MG VIAL
SEROSTIM 6 MG VIAL
	SOMATROPIN
	· Reason of medical necessity why a preferred somatropin agent cannot be utilized
· Reference also the Growth Hormone Agents, Somatropin PDL Edit
	July

	XELJANZ 1 MG/ML SOLUTION
	TOFACITINIB CITRATE
	· Participant aged < 10 years; OR
· Reason of medical necessity why Xeljanz tablets cannot be utilized
· Reference also the Targeted Immune Modulators, Janus Kinase (JAK) Inhibitors PDL Edit
	July

	XELJANZ XR 22 MG TABLET
	TOFACITINIB CITRATE
	· Reason of medical necessity why Xeljanz IR or Xeljanz XR 11 mg tablets cannot be utilized
· Reference also the Targeted Immune Modulators, Janus Kinase (JAK) Inhibitors PDL Edit
	July

	RINVOQ LQ 1 MG/ML SOLUTION
	UPADACITINIB
	· Participant aged < 10 years; OR
· Reason of medical necessity why Rinvoq tablets cannot be utilized
· Reference also the Targeted Immune Modulators, Janus Kinase (JAK) Inhibitors PDL Edit
	July

	LUPKYNIS 7.9 MG CAPSULE
	VOCLOSPORIN
	· Documented diagnosis of Lupus Nephritis
· Documentation of baseline eGFR
	July

	ALLOPURINOL 200 MG TABLET
	ALLOPURINOL
	· Reason of medical necessity why two allopurinol 100 mg tablets cannot be utilized
· Reference also the Antihyperuricemic Agents PDL Edit
	October

	NORLIQVA 1 MG/ML SOLUTION
	AMLODIPINE
	· Participant is aged < 10 years; OR
· Reason of medical necessity why amlodipine tablets cannot be utilized
· Reference also the Calcium Channel Blockers, Dihydropyridine PDL Edit
	October

	DYANAVEL XR 10 MG TABLET
DYANAVEL XR 15 MG TABLET
DYANAVEL XR 20 MG TABLET
DYANAVEL XR 5 MG TABLET
	AMPHETAMINE
	· Participants changing from Dyanavel Suspension to Dyanavel tablets must first have a therapeutic trial of 2 preferred long acting products in the ADHD, Amphetamine Like, Long Acting PDL Edit
	October

	TRYVIO 12.5 MG TABLET
	APROCITENTAN
	Approval Criteria:
· Participant is aged ≥ 18 years; AND
· Documentation of concurrent therapy with at least 3 other antihypertensive drug classes in the past 3 months (e.g., ACE/ARB, CCB, diuretic, MRA)

Denial Criteria:
· Participant is currently pregnant;
· Concurrent therapy with any other endothelin receptor antagonists (i.e. bosentan, macritentan and ambrisentan) in past 45 days; OR
· Claim exceeds 1 tablet per day
	October

	XOFLUZA 20 MG TABLET
XOFLUZA 40 MG TABLET
XOFLUZA 80 MG TABLET
	BALOXAVIR MARBOXIL
	Reason of medical necessity why generic or brand Tamiflu cannot be utilized
	October

	BISOPROLOL FUMARATE 2.5 MG TAB
	BISOPROLOL FUMARATE
	· Reason of medical necessity why one-half of a bisoprolol 5mg tablet cannot be utilized.  
Reference also the Beta Adrenergic Blockers and Beta Adrenergic Blockers/Diuretic Combinations PDL Edit
	October

	BOSULIF 50 MG CAPSULE
BOSULIF 100 MG CAPSULE
	BOSUTINIB
	· Participant is aged < 10 years; OR
· Reason of medical necessity why Bosulif tablets cannot be utilized
	October

	RAYALDEE ER 30 MCG CAPSULE
	CALCIFEDIOL
	· Documented diagnosis of secondary hyperparathyroidism with Stage 3 or 4 chronic kidney disease and serum total 25-hydroxyvitamin D levels less than 30 ng/mL
· Continuation of therapy requires recent (within the past 6 months) documentation of serum total 25-hydroxyvitamin D levels between 30 and 100 ng/mL
	October

	CITALOPRAM HBR 30 MG CAPSULE
	CITALOPRAM HBR
	· Reason of medical necessity why citalopram tablets cannot be utilized
· Reference also the SSRI Clinical Edit
	October

	HEMICLOR 12.5 MG TABLET
	CHLORTHALIDONE
	· Reason why one-half of a chlorthalidone 25 mg tablet cannot be utilized.
	October

	THALITONE 15 MG TABLET
	CHLORTHALIDONE
	· Reason why one-half of a chlorthalidone 25 mg tablet cannot be utilized.
	October

	NEXICLON XR 0.17 MG TABLET
	CLONIDINE HCL
	· Reason of medical necessity why other formulations of clonidine cannot be utilized
· Reference also the Sympatholytics PDL Edit
	October 

	ONYDA XR 0.1 MG/ML SUSPENSION
	CLONIDINE HCL
	· Reason of medical necessity why generic clonidine extended-release tablets cannot be utilized
· Reference also the ADHD, Non-Stimulants PDL Edit
	October

	LODOCO 0.5 MG TABLET
	COLCHICINE
	· Reason of medical necessity why generic colchicine 0.6 mg tablets cannot be utilized
· Reference also the Antihyperuricemic Agents PDL Edit
	October

	DRIZALMA SPRINKLE 20 MG CAP
DRIZALMA SPRINKLE 30 MG CAP
DRIZALMA SPRINKLE 40 MG CAP
DRIZALMA SPRINKLE 60 MG CAP
DULOXETINE HCL DR 40 MG CAP
	DULOXETINE
	· Reason of medical necessity why generic Cymbalta cannot be utilized
· Reference also the SNRI Clinical Edit
	October

	BREVIBLOC 2,000 MG/100 ML BAG
	ESMOLOL HCL/NACL ISO OSM
	· Documented trial of esmolol 10 mg/ml
	October

	INZIRQO 10 MG/ML ORAL SUSP
	HYDROCHLOROTHIAZIDE
	Approval Criteria
• Must meet one of the following: 
  ◦ Participant aged < 10 years; OR
  ◦ Reason of medical necessity why 
    hydrochlorothiazide solid dosage forms cannot be utilized
	October

	IMKELDI 80 MG/ML SOLUTION
	IMATINIB MESYLATE
	· Participant is aged < 10 years; OR 
Reason of medical necessity why imatinib tablets cannot be utilized
	October

	XULTOPHY 100 UNIT-3.6 MG PEN
	INSULIN DEGLUDEC/LIRAGLUTIDE
	· Reason of medical necessity why a preferred GLP-1 receptor agonist plus a preferred long-acting insulin cannot be utilized 
· Reference also the Glucagon-Like Peptide -1 (GLP-1) Receptor Agonists & Combination Agents PDL Edit
	October

	SOLIQUA 100 UNIT-33 MCG PEN
	INSULIN GLARGINE/LIXISENATIDE
	· Reason of medical necessity why a preferred GLP-1 receptor agonist plus a preferred long-acting insulin cannot be utilized 
· Reference also the Glucagon-Like Peptide -1 (GLP-1) Receptor Agonists & Combination Agents PDL Edit
	October

	LABETALOL HCL 400 MG TABLET
	LABETALOL HCL
	· Reason of medical necessity why labetalol 200 mg tablets cannot be utilized
· Reference also the Beta Adrenergic Blockers and Beta Adrenergic Blockers/Diuretic Combinations PDL Edit
	October

	PREVPAC PATIENT PACK
	LANSOPRAZOLE/AMOXICILN/CLARITH
	· Reason of medical necessity why individual components cannot be utilized
	October

	LIDOCAINE HCL 2% JELLY
	LIDOCAINE HCL
	· Reason of medical necessity why Glydo 2% Jelly or generic lidocaine 2% jelly (GCN 09614) cannot be utilized
	October

	OPSYNVI 10-20 MG TABLET
OPSYNVI 10-40 MG TABLET
	MACITENTAN/TADALAFIL
	· Reason of medical necessity why individual components cannot be utilized
· Reference also the Pulmonary Arterial Hypertension (PAH) Agents, Endothelin Receptor Antagonists (ETRAs) PDL Edit
	October

	IVRA 90 MG/ML VIAL
	MELPHALAN HCL
	· Reason of medical necessity why melphalan 50 mg vials cannot be utilized
	October

	KAPSPARGO SPRINKLE 25 MG CAP
KAPSPARGO SPRINKLE 50 MG CAP
KAPSPARGO SPRINKLE 100 MG CAP
KAPSPARGO SPRINKLE 200 MG CAP
	METOPROLOL SUCCINATE
	· Participant aged < 10 years; OR
· Reason of medical necessity why metoprolol succinate tablets cannot be utilized
· Reference also the Beta Adrenergic Blockers and Beta Adrenergic Blockers/Diuretic Combinations PDL Edit
	October

	ZUSDURI SINGLE-DOSE KT(40MGX2)
	MITOMYCIN
	Approval Criteria:
• Must meet all of the following:
  ◦ Prescribed by or in consultation with a    
    urologist, oncologist, or specialist in the 
    treated disease state;
  ◦ Recurrent LG-IR-NMIBC confirmed by 
    cystoscopy and pathology; AND
   ◦ Documented recurrence after prior 
    transurethral resection of bladder tumor 
    (TURBT) procedure, or clinical justification 
    for TURBT ineligibility (e.g. high 
    anesthesia risk, complex anatomy, 
    surgical refusal, or prior complications    
    with resection).

Denial Criteria:
• Therapy will deny with presence of the 
   following:
    ◦ Low-risk or high-grade NMBIC; OR
·     ◦ Any approval criteria are not met
	October

	DANZITEN 71 MG TABLET
DANZITEN 95 MG TABLET
	NILOTINIB TARTRATE
	Reason of medical necessity why Tasigna cannot be utilized
	October

	NILOTINIB TARTRATE 50 MG CAP
NILOTINIB TARTRATE 150 MG CAP
NILOTINIB TARTRATE 200 MG CAP
	NILOTINIB TARTRATE

	Reason of medical necessity why Tasigna cannot be utilized
	October

	NYMALIZE 30 MG/5 ML ORAL SYRINGE                          
NYMALIZE 60 MG/10 ML ORAL SYRINGE
NYMALIZE 60 MG/10 ML SOLUTION
NYMALIZE 60 MG/ 20 ML SOLUTION
	NIMODIPINE 

	· Documented diagnosis of subarachnoid hemorrhage (SAH) from ruptured intracranial berry aneurysm; OR
· Reason of medical necessity why nimodipine capsules or other liquid calcium channel blockers cannot be utilized
Reference also the Calcium Channel Blockers, Dihydropyridine PDL Edit
	October

	TALICIA DR 10-250-12.5 MG CAP
	OMEPRAZOLE/AMOXICILL/RIFABUTIN
	· Reason of medical necessity why individual components cannot be utilized
	October

	OMECLAMOX-PAK COMBO PACK
	OMEPRAZOLE/CLARITH/AMOXICILLIN
	· Reason of medical necessity why individual components cannot be utilized
	October

	PALFORZIA INITIAL (1-3 YRS)
PALFORZIA INITIAL DOSE PACK
PALFORZIA 1 MG (LEVEL 0)
PALFORZIA 3 MG (LEVEL 1)
PALFORZIA 6 MG (LEVEL 2)
PALFORZIA 200 MG (LEVEL 9)
PALFORZIA 240 MG (LEVEL 10)
PALFORZIA 300 MG (LEVEL 11)
PALFORZIA 12 MG (LEVEL 3)
PALFORZIA 20 MG (LEVEL 4)
PALFORZIA 40 MG (LEVEL 5)
PALFORZIA 80 MG (LEVEL 6)
PALFORZIA 120 MG (LEVEL 7)
PALFORZIA 160 MG (LEVEL 8)
	PEANUT ALLERGEN POWDER-DNFP
	· In September 2023, Nestlé sold Palforzia to Stallergenes Greer.  Stallergenes Greer has opted to not join the Medicaid Drug Rebate Program (MDRP), and as a result MO HealthNet will not be able to pay for Palforzia dosage forms manufactured by Stallergenes Greer.  Participants currently utilizing Palforzia therapy may continue treatment through MO HealthNet as long as supply manufactured by Nestlé remains.
	October

	PEMFEXY 500 MG/20 ML VIAL
PEMRYDI RTU 10 MG/ML VIAL
	PEMETREXED
	· Reason of medical necessity why generic reconstituted pemetrexed cannot be utilized
	October 

	AXTLE 100 MG VIAL
AXTLE 500 MG VIAL
	PEMETREXED DIPOTASSIUM

	· Reason of medical necessity why generic reconstituted pemetrexed disodium cannot be utilized
	October

	ASPRUZYO SPRINKLE ER 1000MG
ASPRUZYO SPRINKLE ER 500MG
	RANOLAZINE
	· Reason of medical necessity why generic ranolazine tablets cannot be utilized
· Reference also the Ranolazine Clinical Edit
	October

	VEKLURY 100 MG VIAL
REMDESIVIR 100 MG/20 ML VIAL
	REMDESIVIR
	· Claim is for an outpatient service for no more than a 3 day supply; OR 
· Claim is from an emergency department as a 1-time dose for those waiting for an inpatient bed.
· Remdesivir administered inpatient is not carved out of the inpatient per diem. MO HealthNet does not reimburse for remdesivir separately from the inpatient per diem.
	October

	ENTRESTO SPRINKLE 15-16 MG PLT
ENTRESTO SPRINKLE 6-6MG PELLET
	SACUBITRIL/VALSARTAN


	· Participant is aged < 10 years; OR
· Reason of medical necessity why Entresto tablets cannot be utilized
· Reference also the Entresto Clinical Edit
	October

	WEGOVY 0.25 MG/0.5 ML PEN
WEGOVY 0.5 MG/0.5 ML PEN
WEGOVY 1 MG/0.5 ML PEN
	SEMAGLUTIDE
	· Approval is required for each dose during the titration process.  
· All approvals will be for only 4 weeks to allow for proper dose escalation until maintenance therapy dosing is achieved (at least 1.7 mg/dose). 
· An additional 4 weeks for each dose in the titration process may be approved one time with documentation of intolerable adverse effects during dose escalation.
· Reference also the Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists Indicated for Obesity PDL Edit
	October

	WEGOVY 1.7 MG/0.75 ML PEN
	SEMAGLUTIDE
	· Documented compliance of Wegovy dose titration to 1.7 mg/dose within 6 months of beginning therapy.
· Reference also the Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists Indicated for Obesity PDL Edit
	October

	WEGOVY 2.4 MG/0.75 ML PEN
	SEMAGLUTIDE
	· Documented compliance of Wegovy dose titration to 2.4 mg/dose within 8 months of beginning therapy.
· Reference also the Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists Indicated for Obesity PDL Edit
	October

	SERTRALINE 150 MG CAPSULE
SERTRALINE 200 MG CAPSULE
	SERTRALINE HCL
	· Reason of medical necessity why sertraline tablets cannot be utilized
· Reference also the SSRI Clinical Edit
	October

	REVATIO 10 MG/ML ORAL SUSP
	SILDENAFIL
	· Participant is aged < 10 years; OR
· Reason of medical necessity why generic sildenafil tablets cannot be utilized
· Reference also the PAH Agents, PDE5 and SGC Stimulators PDL Edit
	October

	LIQREV 10 MG/ML ORAL SUSP
	SILDENAFIL CITRATE
	· Reason of medical necessity why Revatio suspension cannot be utilized
· Reference also the PAH Agents, PDE5 and SGC Stimulators PDL Edit
	October

	SOTYLIZE 5 MG/ML ORAL SOLUTION
	SOTALOL
	· Participant is aged < 10 years; OR
· Reason of medical necessity why generic sotalol tablets cannot be utilized
· Reference also the Beta Adrenergic Blockers and Beta Adrenergic Blockers/Diuretic Combinations PDL Edit
	October

	CAROSPIR 25 MG/5 ML SUSPENSION 
	SPIRONOLACTONE
	· Participant aged < 10 years; OR
· Reason of medical necessity why participant cannot utilize spironolactone tablets
· Reference also the Mineralocorticoid Receptor Antagonists (MRA) PDL Edit
	October

	TADLIQ 20 MG/5 ML SUSPENSION
	TADALAFIL
	· Participant is aged < 10 years; OR
· Reason of medical necessity why generic tadalafil tablets cannot be utilized
· Reference also the PAH Agents, PDE5 and SGC Stimulators PDL Edit
	October

	HELIDAC THERAPY
	TETRACYC HCL/BIS SS/METRONID COMBO. PKG
	· Reason of medical necessity why individual components cannot be utilized
	October

	TEZRULY 1 MG/ML SOLUTION
	TERAZOSIN HCL
	· Reason of medical necessity why capsules cannot be utilized
· Reference also the Benign Prostatic Hyperplasia (BPH) Agents PDL Edit
	October

	MOUNJARO 2.5 MG/0.5 ML PEN
MOUNJARO 5 MG/0.5 ML PEN
MOUNJARO 7.5 MG/0.5 ML PEN MOUNJARO 10 MG/0.5 ML PEN
MOUNJARO 12.5 MG/0.5 ML PEN
MOUNJARO 15 MG/0.5 ML PEN
	TIRZEPATIDE
	· Reason of medical necessity why Zepbound cannot be utilized
· Reference also the Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists & Combination Agents Indicated for Diabetes PDL Edit
	October

	RALDESY 10 MG/ML SOLUTION
	TRAZODONE HCL
	· Reason of medical necessity why trazodone tablets cannot be utilized
	October

	VALSARTAN 4 MG/ML SOLUTION  
	VALSARTAN
	· Reason of medical necessity why liquid ACE inhibitors cannot be utilized
· Reference also the Angiotensin Receptor Blockers and Angiotensin Receptor Blocker/Diuretic Combinations PDL Edit
	October

	VENLAFAXINE BES ER 112.5 MG TB
	VENLAFAXINE BESYLATE
	· Reason of medical necessity why generic Effexor XR capsules cannot be utilized
· Reference also the SNRI Clinical Edit
	October

	VENLAFAXINE HCL ER 37.5 MG TAB
VENLAFAXINE HCL ER 75 MG TAB
VENLAFAXINE HCL ER 150 MG TAB
VENLAFAXINE HCL ER 225 MG TAB
	VENLAFAXINE HCL OSM 24
	· Reason of medical necessity why generic Effexor XR capsules cannot be utilized
· Reference also the SNRI Clinical Edit
	October

	GOHIBIC 200 MG/20 ML VL (EUA)
	VILOBELIMAB
	· Claim is from an emergency department as a 1-time dose for those waiting for an inpatient bed.
· Vilobelimab administered inpatient is not carved out of the inpatient per diem. MO HealthNet does not reimburse for Vilobelimab separately from the inpatient per diem.
	October

	VOQUEZNA 10 MG TABLET
VOQUEZNA 20 MG TABLET
	VONOPRAZAN FUMARATE
	· Participant aged ≥ 18 years
· Therapeutic trial of 4 or more PPIs with optimized dosing (i.e., twice daily) 
	October 

	VOQUEZNA DUAL PAK
	VONOPRAZAN/AMOXICILLIN
	· Reason of medical necessity why other H. pylori treatment packs cannot be utilized 
	October 

	VOQUEZNA TRIPLE PAK
	VONOPRAZAN/AMOXICILLIN/CLARITH
	· Reason of medical necessity why other H. pylori treatment packs cannot be utilized
	October 
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