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Clinical Edits

	Drug Description
	Generic Equivalent
	Indications and Approval Criteria

	AQVESME 100 MG TABLET

	MITAPIVAT SULFATE

	Indicated for anemia in both non-transfusion-dependent (NTDT) and transfusion-dependent (TDT) adults with alpha or beta-thalassemia.
Enzyme Deficiency, Select Agents Clinical Edit 

Approval Criteria, Initial Therapy – must meet all of the following:
· Prescribed by or in consultation with a hematologist or other specialists in the treated disease state;
· Participant age is 18 years or older;
· Documented diagnosis of alpha or beta-thalassemia;
· Must meet one of the following: 
· Baseline hemoglobin of less than 10g/dl; OR 
· Participant is transfusion- dependent (RBC transfusion within the last 6 months); AND
· For transfusion dependent beta-thalassemia: documented therapeutical trial of Reblozyl

Approval Criteria, Continuation of Therapy – must meet all of the following:
· Documented compliance on current therapy; AND
· Documented benefit of therapy as evidence by improvement in anemia or transfusion burden

Denial Criteria – therapy will deny with the presence of one of the following:
· Any approval criteria are not met;
· Previous gene therapy for thalassemia; OR
· Participant is currently pregnant

Dose Optimization Fiscal Edit
· 2 tablets per day 


	DAYBUE STIX 5,000 MG PACKET
DAYBUE STIX 6,000 MG PACKET
DAYBUE STIX 8,000 MG PACKET
*To be discussed today

	TROFINETIDE

	Indicated for the treatment of Rett syndrome in adults and pediatric patients 2 years of age and older.
Daybue Clinical Edit 

	GAMMAGARD LIQUID ERC 10G/100ML

	IMMUN GLOB G(IGG)/GLY/IGA 0-50

	Indicated as replacement therapy for primary humoral immunodeficiency (PI) in adult and pediatric patients two years of age and older. 
Immunoglobulins (IVIG and SCIG) Clinical Edit




	KYGEVVI 4 GM (2GM-2GM) POWDER PAK
*To be discussed today

	DOXECITINE/DOXRIBTIMINE

	Indicated for the treatment of thymidine kinase 2 deficiency (TK2d) in adults and pediatric patients with an age of symptom onset on or before 12 years.
Kygevvi Clinical Edit 
Dose Optimization Fiscal Edit


	MYQORZO 5 MG TABLET
MYQORZO 10 MG TABLET
MYQORZO 15 MG TABLET
MYQORZO 20 MG TABLET

	AFICAMTEN
	Indicated for the treatment of adults with symptomatic obstructive hypertrophic cardiomyopathy (oHCM) to improve functional capacity and symptoms.
Camzyos Clinical Edit – renaming to Hypertrophic Cardiomyopathy Clinical Edit 

Approval Criteria – must meet one of the following:
· Documented compliance with current therapy regimen (90/120 days); OR
· Must meet all of the following:
· Prescribed by or in consultation with cardiologist or other specialist in the treated disease state;
· Participant aged ≥ 18 years old;
· Documented diagnosis of obstructive hypertrophic cardiomyopathy; AND
· Documentation of at least 6 months therapy with a beta blocker or non-DHP CCB.

Dose Optimization Fiscal Edit
· 1 capsule per day


	QIVIGY 10% (5 GRAM/50 ML) VIAL


	IMMUNE GLOBULIN,GAMMA (IGG) KTHM
	Indicated for treatment of adults with primary humoral immunodeficiency. 
Immunoglobulins (IVIG and SCIG) Clinical Edit



	YUVIWEL 1.3 MG VIAL
YUVIWEL 2.8 MG VIAL
YUVIWEL 5.5 MG VIAL

	NAVEPEGRITIDE

	Indicated to increase linear growth in pediatric patients 2 years of age and older with achondroplasia with open epiphyses.
Voxzogo Clinical Edit – renaming to Achondroplasia Clinical Edit

Approval Criteria, Initial Therapy – must meet all of the following: 
· Prescribed by or in consultation with a geneticist, skeletal dysplasia specialist, pediatric endocrinologist, or other specialist in the treated disease state;
· Documented diagnosis of ACH confirmed by genetic testing;
· Documented baseline average growth velocity (AGV) within last 90 days; AND
· Must meet one of the following:
· Male participants aged 15 years or older have recent confirmatory X-ray showing open epiphyses; OR
· Female participants aged 13 years or older have recent confirmatory X-ray showing open epiphyses
· Initial approval period: 1 year

Approval Criteria, Continuation of Therapy – must meet all of the following: 
· Documentation of increase in AGV ≥ 1.0 cm/year from baseline; AND
· Must meet one of the following:
· Male participants aged 15 years or older have recent confirmatory X-ray showing open epiphyses; OR
· Female participants aged 13 years or older have recent confirmatory X-ray showing open epiphyses.
· Continuation approval period: 1 year

Denial Criteria – therapy will deny with the presence of one of the following:
· Any approval criteria are not met; OR
· Participant has documented Chronic Kidney Disease (CKD) Stage 3, 4, or 5 or End-Stage Renal Disease; OR
· Participant is currently pregnant

Dose Optimization Fiscal Edit 
· 1 vial per week 



Fiscal Edits

	Drug Description
	Generic Equivalent
	Indications and Approval Criteria

	DESMODA 0.05 MG/ML ORAL SOLUTION

	DESMOPRESSIN ACETATE

	Indicated for the management of central diabetes insipidus as antidiuretic replacement therapy for adults and pediatric patients.
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Documented diagnosis of diabetes insipidus; AND
· Must show medical reason as to why other formulations of desmopressin cannot be utilized.


	ENBUMYST 0.5 MG SPRAY

	BUMETANIDE

	Indicated for the treatment of congestion due to fluid overload in adults with NYHA Class II/III chronic heart failure.  
Prior Authorization Required Fiscal Edit 

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why bumetanide tablets cannot be utilized 


	LASIX ONYU 80 MG/2.67 ML KIT

	FUROSEMIDE
	Indicated for the treatment of edema in adult patients with chronic heart failure. 
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why furosemide tablets cannot be utilized


	MATRONEX PRENATAL TABLET

	PRENATAL VIT NO.204/IRON/FOLIC

	Indicated to provide vitamins and minerals to women throughout pregnancy and during the postnatal period for both lactating and non-lactating mothers, and throughout the childbearing years.
Prior Authorization Required Fiscal Edit
Manufacturers Requiring Prior Authorization Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why alternative prenatal vitamins cannot be utilized


	PIVYA 185 MG TABLET



	PIVMECILLINAM HCL

	Indicated for the treatment of female patients 18 years of age and older with uncomplicated urinary tract infections (uUTI) caused by susceptible isolates of Escherichia coli, Proteus mirabilis and Staphylococcus saprophyticus.
Prior Authorization Required Fiscal Edit

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 uUTI

Dose Optimization Fiscal Edit
· 21 tablets per 7 days


	POKONZA 5% (10 MEQ/15 ML) SOLUTION

	POTASSIUM CHLORIDE

	Indicated for the treatment and prophylaxis of hypokalemia with or without metabolic alkalosis, in patient for whom dietary management with potassium-rich foods or diuretic dose reduction is insufficient. 
Prior Authorization Required Fiscal Edit
Manufacturers Requiring Prior Authorization Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why other formulations of potassium chloride cannot be utilized


	YARTEMLEA 370 MG/2 ML VIAL
*To be discussed today

	NARSOPLIMAB-WUUG

	Indicated for the treatment of adult and pediatric patients 2 years of age and older with hematopoietic stem cell transplant-associated thrombotic microangiopathy (TA-TMA)
Prior Authorization Required Fiscal Edit 


	ZYCUBO 2.9 MG VIAL
*To be discussed today

	COPPER HISTIDINATE

	Indicated for the treatment of Menkes disease in pediatric patients.
Prior Authorization Required Fiscal Edit





Resource List Edits

	Drug Description
	Generic Equivalent
	Indications and Approval Criteria

	VRAYLAR 0.5 MG CAPSULE
VRAYLAR 0.75 MG CAPSULE


	CARIPRAZINE HCL

	Indicated for:
· treatment of schizophrenia in adults and pediatric patients 13 years of age and older
· acute treatment of manic or mixed episodes associated with bipolar I disorder in adults and pediatric patients 10 years of age and older
· treatment of depressive episodes associated with bipolar in adults 
· adjunctive therapy to antidepressants for the treatment of major depressive disorder in adults
Antipsychotics – 2nd Generation (Atypical) Oral & Transdermal Agents Resource List Edit – Resource List
Psychotropic Medications Polypharmacy Clinical Edit

Dose Optimization Fiscal Edit
· 1 capsule per day 



Preferred Drug List Edits

	Drug Description
	Generic Equivalent
	Indications and Approval Criteria

	ARYNTA 10 MG/ML ORAL SOLUTION

	LISDEXAMFETAMINE DIMESYLATE

	Indicated for the treatment of:
· attention Deficit Hyperactivity Disorder (ADHD) in adults and pediatric patients 6 years and older
· moderate to severe binge eating disorder (BED) in adults
ADHD, Amphetamines Long Acting PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why lisdexamfetamine chewable tablets cannot be utilized.

Dose Optimization Fiscal Edit 
· 7 mL per day


	ATMEKSI 750 MG/5 ML SUSPENSION

	METHOCARBAMOL

	Indicated an adjunct to rest, physical therapy, and other measures for the relief of discomfort associated with acute, painful musculoskeletal conditions in patients 16 and older.
Skeletal Muscle Relaxants PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why preferred methocarbamol tablets cannot be utilized


	CARDAMYST 70 MG NASAL SPRAY

	ETRIPAMIL
	Indicated for the conversion of acute symptomatic episodes of paroxysmal supraventricular tachycardia (PSVT) to sinus rhythm in adults.
Calcium Channel Blockers, Non-Dihydropyridine PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Age ≥ 18 years;
· Documented diagnosis of sustained paroxysmal supraventricular tachycardia (PSVT);
· Prescribed by or in consultation with a cardiologist, electrophysiologist, other specialist in the treated disease state; 
· Documented therapeutic trial of an oral calcium channel blocker or beta-blocker for PSVT; AND
· Participant is not a candidate for or has failed cardiac catheter ablation procedure

Dose Optimization Fiscal Edit
· 6 cartons every 365 days


	ICOTYDE 200 MG TABLET
*To be discussed today

	ICOTROKINRA HCL

	Indicated for the treatment of moderate-to-severe plaque psoriasis in adults and pediatric patients 12 years of age and older who weigh at least 40 kg who are candidates for systemic therapy or phototherapy.
Targeted Immune Modulators, IL-23 Inhibitors and IL-23/IL-12 Inhibitors PDL Edit – Non-Preferred
Dose Optimization Fiscal Edit


	JUXTAPID 2 MG CAPSULE


	LOMITAPIDE MESYLATE

	Indicated as an adjunct to a low-fat diet and exercise and other low-density lipoprotein cholesterol (LDL-C) therapies, to reduce LDL-C in adult and pediatric patients aged 2 years and older with HoFH.
Homozygous Familial Hypercholesterolemia (HoFH) Agents PDL Edit – Non-Preferred

Approval Criteria – must meet all of the following: 
· Participant aged 2-15 years of age 

Dose Optimization Fiscal Edit
· 1 capsule per day 


	LOARGYS 2 MG/0.4 ML VIAL

	PEGZILARGINASE-NBLN

	Indicated for the treatment of hyperargininemia in adult and pediatric patients 2 years of age and older with Arginase 1 Deficiency (ARG1-D), in conjunction with dietary protein restriction. 
Urea Cycle Disorder Agents PDL Edit – Non-Preferred

Approval Criteria, Initial Therapy – must meet all of the following: 
· Documented diagnosis of ARG1-D, confirmed by one of the following: 
· Biochemical evidence of the disease with persistently elevated pArg levels ≥ 250 µmol/L;
· Genetically confirmed pathogenic variants in ARG1; OR 
· Diminished erythrocyte ARG1 activity; AND
· Participant aged ≥ 2 years;
· Initial approval period: 6 months

Approval Criteria, Continuation of Therapy – must meet all of the following:
· Documented compliance to current therapy; AND
· Meaningful reduction or sustained control of pArg levels relative to baseline (levels between 40-115 micromol/L)


	METOPROLOL TARTRATE 12.5 MG TABLET

	METOPROLOL TARTRATE

	Indicated in the treatment of hemodynamically stable adult patients with myocardial infarction to reduce the risk of cardiovascular mortality.
Beta Adrenergic Blockers and Beta Adrenergic Blockers/Diuretic Combinations PDL Edit – Non-Preferred 
Prior Authorization Required Fiscal Edit 

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why one-half of a metoprolol 25mg tablet cannot be utilized 


	NEULASTA 4 MG/0.4 ML VIAL


	PEGFILGRASTIM

	Indicated to:
· decrease the incidence of infection, as manifested by febrile neutropenia, in patients with non-myeloid malignancies receiving myelosuppressive anti- cancer drugs associated with a clinically significant incidence of febrile neutropenia
· increase survival in patients acutely exposed to myelosuppressive doses of radiation
Colony Stimulating Factors PDL Edit – Preferred
Biosimilar vs Reference Products Fiscal Edit – Preferred 


	ONTRALFY 2 MG/5 ML SOLUTION

	TIZANIDINE HCL

	Indicated for the treatment of spasticity in adults.
Skeletal Muscle Relaxants PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why tizanidine tablets cannot be utilized 


	ORLADEYO 72 MG PELLET PACKET
ORLADEYO 96 MG PELLET PACKET
ORLADEYO 108 MG PELLET PACKET
ORLADEYO 132 MG PELLET PACKET

	BEROTRALSTAT HYDROCHLORIDE

	Indicated for prophylaxis to prevent attacks of hereditary angioedema (HAE) in adults and pediatric patients 2 years and older. 
Hereditary Angioedema Agents PDL Edit – Non-Preferred

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why Takhzyro cannot be utilized; AND
· For participants aged 13 and older: must show medical reason as to why Orladeyo capsule cannot be utilized 

Dose Optimization Fiscal Edit
· 1 packet per day 


	SDAMLO 2.5 MG POWDER FOR SOLUTION
SDAMLO 5 MG POWDER FOR SOLUTION
SDAMLO 10 MG POWDER FOR SOLUTION

	AMLODIPINE BESYLATE

	Indicated for hypertension and coronary artery disease in adults. 
Calcium Channel Blockers, Dihydropyridines PDL Edit – Non-Preferred
Manufacturers Requiring Prior Authorization Fiscal Edit
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why both Norliqva and Katerzia cannot be utilized 


	ZEPBOUND KWIKPEN 2.5MG/DOSE 
ZEPBOUND KWIKPEN 5MG/DOSE 
ZEPBOUND KWIKPEN 7.5MG/DOSE 
ZEPBOUND KWIKPEN 10MG/DOSE 
ZEPBOUND KWIKPEN 12.5MG/DOSE 
ZEPBOUND KWIKPEN 15MG/DOSE 

	TIRZEPATIDE

	Indicated in combination with a reduced calorie diet and increased physical activity to reduce excess body weight and maintain weight reduction long term in adults and to treat moderate to severe obstructive sleep apnea (OSA) in adults with obesity.
Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists Indicated for Obesity PDL Edit – Preferred

Dose Optimization Fiscal Edit
· 2.4mL per 28 days 






Open Access

	Drug Description
	Generic Equivalent
	Indications

	CONTEPO 6 GRAM VIAL

	FOSFOMYCIN DISODIUM

	Indicated for the treatment of patients 18 years of age and older with complicated urinary tract infections (cUTI) including acute pyelonephritis caused by susceptible isolates of Escherichia coli and Klebsiella pneumoniae.


	OPDIVO QVANTIG 300 MG-5,000

	NIVOLUMAB-HYALURONIDASE-NVHY

	Indicated for the treatment of: 
· renal cell carcinoma
· melanoma
· non-small cell lung cancer
· squamous cell carcinoma of the head and neck 
· urothelial carcinoma 
· colorectal cancer
· hepatocellular carcinoma
· esophageal cancer
· gastric cancer, gastroesophageal junction cancer and esophageal adenocarcinoma


	RYBREVANT FASPRO 2,400 MG VIAL
RYBREVANT FASPRO 3,520 MG VIAL
	AMIVANTAMAB-HYALURONIDASE-LPUJ

	Indicated:
· in combination with Lazcluze® (lazertinib) for the first-line treatment of adult patients with locally advanced or metastatic NSCLC with EGFR exon 19 deletions or exon 21 L858R substitution mutations, as detected by an FDA-approved test
· in combination with carboplatin and pemetrexed for the treatment of adult patients with locally advanced or metastatic NSCLC with EGFR exon 19 deletions or exon 21 L858R substitution mutations, whose disease has progressed on or after treatment with an EGFR tyrosine kinase inhibitor
· in combination with carboplatin and pemetrexed for the first-line treatment of adult patients with locally advanced or metastatic NSCLC with EGFR exon 20 insertion mutations, as detected by an FDA-approved test
· as a single agent for the treatment of adult patients with locally advanced or metastatic NSCLC with EGFR exon 20 insertion mutations, as detected by an FDA approved test, whose disease has progressed on or after platinum-based chemotherapy
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