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PA - Prior Authorization
SP- Specialty Pharmacy
QL- Quantity Limit
AL-Age Limits

ST- Step Therapy

Common use

Formulary

Pharmacy Department

Pending Changes to the
Approved Drug List

Current
Coverage

January 2023

Future
Coverage

Comment

O Priority Health

Preferred covered

alternatives Implementation Date

Traditional T4, PA, QL (Day T4, PA, QL (Days | oo from 14 day il st (can obtain 30 days at a time
Supply) supply)
. - T4, PA, QL (Day [T4, PA, QL (Day . . .
Abiraterone EG-Optimized Supply) Supply) REMOVE from 14 day fill list (can obtain 30 days at a time
g (geq for Zytiga) T4, PA, QL (Da
- , PA, y [T4, PA QL (Day - , '
% Prostate Cancer PPACA-Optimized Supply) Supply) REMOVE from 14 day fill list (can obtain 30 days at a time 3/1/2023
& L Rx: Rx:
Medicaid Medical: Medical:
) Part D: Part D: Part D:
250mg tablet ONLY Medicare Part B: Part B: N Part B:
Traditional
Act v EG-Optimized
clemra PPACA-Optimized
_ (tocilizumab) R R
8 Inflammatory . X: X:
3 conditions Medicaid Medical: Medical: 4172023
o Part D: Part D: Part -
Vial ONLY . :
Medicare Part B: Pref Spec |Part B: Pref Spec ) o o
3262 .
(T7), PA, ST (T7), PA Part B: UPDATE Prior Authorization Criteria
Traditional NPS (T8), PA, NPS (T8), PA, UPDATE Prior Authorization criteria to include duration of approval for initial
SOS SOS and continuation
EG-Ontimized NPS (T8), PA, NPS (T8), PA, UPDATE Prior Authorization criteria to include duration of approval for initial
Adakveo P S0S SOS and continuation
] (crizanlizumab) A NPS (T8), PA, NPS (T8), PA, UPDATE Prior Authorization criteria to include duration of approval for initial
E’ Sickle Cell Anemia |PPACA-Optimized | 5yq S0S and continuation 2112023
. Rx: Rx:
Medicaid Medical: Medical:
) Part D: Part D: Part D:
o7 Medicare Part B: Part B: Part B:
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SP- Specialty Pharmacy
QL- Quantity Limit
AL-Age Limits

ST- Step Therapy

Pharmacy Department
Pending Changes to the
Approved Drug List
January 2023 (continued)
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& urrent Future Preferred covered
o Common use Formular ; Implementation Date
s ormulary o olerage  Coverage Comment atormatives IMP
(&)
Traditional T4 PA QL T4 PA QL UPDATE Prior Authorization criteria to require topical corticosteroid and
Y T calcineurin inhibitor trial.
EG-Optimized T4 PA QL T4 PA QL UPDATE Prior Authorization criteria to require topical corticosteroid and
P Y T calcineurin inhibitor trial.
Adbry
>
3 (tralokinumab) : ot or ; ; - :
% Atopic Dermatitis ~ |PPACA-Optimized ~ |T4, PA, QL T4, PA, QL g:lc)i:;ﬁi:irmggr?rzza“on oriteria to require topical corticosteroid and 2/1/2023
2 .
. Rx: Rx:
Medicaid Medical: Medical:
150mg/mL Solution Medicare Ezrljtt g ﬁ:g g Ei: g
Traditional
Aduhelm EG-OptImIZ(.Edl
= (aducanumab-avwa) PPACA-Optimized - -
5 Alzheimer's Disease icai X. X. 1/1/2023
g Medicaid Medical: Medical
10172 . Part D: Part D: Part D:
sy ™ Medicare ET;NPS (T8). ;a\" B:NPS (T8). | part B: UPDATE Prior Authorization Criteria - Following Medicare NCD
Traditional T1-Pref Geq T2 INCREASE Tier from Tier 1 (preferred generic) to Tier 2
Alend ¢ EG-Optimized T1a T2 INCREASE Tier from Tier 1a to Tier 2
= endronate PPACA-Optimized  |T1a T2 INCREASE Tier from Tier 1a to Tier 2
e (geq for Fosamax) 0 . Rx: Rx: Alendronate
S steoporosis Medicaid X X Tablets 71112023
& Medical: Medical:
Oral Solution ONLY Medicare EZ: [B) Egg [B) EZ; [B)
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ST- Step Therapy

Pharmacy Department
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" NEW DRUG, ADDED to formulary at Tier 4 with Prior Authorization
Tradtional T4 PA. QL requirements and Quantity Limit of 2 syringes/28 days
Rheumatoid arthritis, - NEW DRUG, ADDED to formulary at Tier 4 with Prior Authorization
Amjevita Psoriatic arthritis, ~|EC-OPtmized T4 PA QL requirements and Quantity Limit of 2 syringes/28 days
- (adalimumab-atto) Juvenile Idiopathic
8 Biosimilar for Humira Avrthritis, Ankylosing - NEW DRUG, ADDED to formulary at Tier 4 with Prior Authorization
£ ) - T4, PA, QL
s spondylitis, Crohn's PPACA-Optimized PA.Q requirements and Quantity Limit of 2 syringes/28 days Upon Market Entry
= disease, Ulcerative Ry Rx: Peni
Colitis, and Plaque | Medicaid MX' sical MX' § er|1. 9 Rx: NEW DRUG, Pending MDHHS review
psoriasis edical: edical:
20mg/0.4mL and 40mg/0.8mL Solution Medicare EZE g ﬁ:g g ,ZI/Z Eg: g E/iw DRUG, not added to formulary
Traditional
EG-Optimized
Amvuttra PPACA-Optimized
= (vutrisiran sodium) Zif;?:tfdpe\:vtirtllz Rx: N/A Rx: N/A
'},93 ) . |Medicaid Medical: Covered, [Medical: Covered, |ADD Site of Service requirements 2/1/2023
2 hereditary transthyretin- PA PA SOS
mediated amyloidosis '
10225 ) Part D: Part D: NF Part D:
25mg/0.5ml Prefilled Syringe Medicare Part B: Part B: N/A Part B:
Traditional T5, PA, QL T5,PA, QL UPDATE Prior Authorization continuation criteria for iron defiency anemia
A . EG-Optimized T5, PA, QL T5, PA, QL UPDATE Prior Authorization continuation criteria for iron defiency anemia
uryxia
oy (ferric citrate) Chronic Kidney ~ |PPACA-Optimized ~ |T5, PA, QL T5, PA, QL UPDATE Prior Authorization continuation criteria for iron defiency anemia
£ Disease 2/1/2023
o complications - Rx: Rx:
Medicaid Medical: Medical
) Part D: Part D: Part D:
1gm (210mg FE) tablet Medicare Part B: Part B: Part B:
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(T7), PA (BVD)

(T7), PA (BvD)

Preferred IVIG (i.e. Gammagard Liquid, Gamunex-C, Privigen)

Traditional l;lzn-spemalty (T6). gzn-speC|alty (T6), UPDATE Prior Authorization criteria for gender dysphoria
Aveed EG-Optimized l;lzn-spemalty (T6). gzn-speC|alty (T6), UPDATE Prior Authorization criteria for gender dysphoria
= testosterone undecanoate - i - ]
._g ( ) Hormone PPACA-Optimized l;lzn specialty (T6), s/(-)\n specialty (T6), UPDATE Prior Authorization criteria for gender dysphoria Commercial - 2/1/2023
2 Replacement R R Medicare - 4/1/2023
Medicaid Medical: Medical:
Part D: T4, PA Part D: T4, PA
) ' ' Part D: No Change
J3145 Medicare Part B:Non-spec  |Part B: Non-spec ; . - -
(T6), PA, ST (T6), PA Part B: UPDATE Prior Authorization Criteria
Traditional NF NEW FORMULATION, not added to formulary
EG-Optimized NF NEW FORMULATION, not added to formulary
 Basaglar PPACA-Optimized NF NEW FORMULATION, not added to formulary
g (insulin glargine) i i - Commercial - 11/21/2022
g Diabetes Medicaid Rx: . Rx: (?overed, PA NEW FORIV!ULATION, ADDED to the formulary as PDL Non-Preferred with Lantus Medicaid - 11/21/2022
2 Medical: Medical: Prior Authorization requirements Medicare - 3/1/2023
) . Part D: Part D: NF Part D: NEW FORMULATION, not added to the formulary
Tempo Pen - 100 unitiml ONLY Medicare Part B: Part B: N/A Part B: N/A
Traditional
EG-Optimized
Benlysta IV
) v PPACA-Optimized
_ (belimumab) B B
8 Lupus and Lupus  |ptedicaid X X
é Nephritis Medical: Medical: 4172023
o450 Part D: Part D: Part D:
) Medicare Part B:Pref spec  |Part B: Pref Spec ) ) - o
100mg and 400mg sd vial :
mg and 400mg sd vial (T7), PA, ST (T7), PA Part B: UPDATE Prior Authorization Criteria
Traditional
L EG-Optimized
Bivigam —
(VIG) PPACA-Optimized
T - Rx: Rx: Gammagard Liquid,
5 Immune globulin | Medicaid Medical: Medical: Gamunex-C, 41112023
= Privigen
Part D: NF Part D: NF Part D: Non-formulary, no change
J1556 Medicare Part B:Pref Spec  |Part B: Pref Spec |Part B: UPDATE Prior Authorization Criteria with Step Therapy through 2
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REMOVE Prior Authorization required for additional ICD-10 codes
- Pref Sped (T7), PA[{C83.10-C83.19 (mantle cell ymphoma) and E85.81 (light chain amyloidosis)
Traitionsl Pref Spec (T7), PA (Certain DX) [C90.00-C90.32 (multiple myeloma) is already no Prior Authorization
required]
REMOVE Prior Authorization required for additional ICD-10 codes
. - Pref Sped (T7), PA|C83.10-C83.19 (mantle cell lymphoma) and E85.81 (light chain amyloidosis)
Bortezomib LU Pref Spec (T7), PA| CertainDX)  [[C90.00-C90.32 (multiple myeloma) is already no Prior Authorization
3 (Not therapeuically equivalent to required]
£ Velcade) Chemotherapy REMOVE Prior Authorization required for additional ICD-10 codes 2112023
= - Pref Sped (T7), PA[{C83.10-C83.19 (mantle cell lymphoma) and E85.81 (light chain amyloidosis)
PPRACR-OE PSR, 44 (Certain DX) [C90.00-C90.32 (multiple myeloma) is already no Prior Authorization
required]
. Rx: Rx:
Medicaid Medical: Medical
10046, 19045, J9049 Medi Part D: Part D: Part D: N/A
» 5085, edicare Part B: Part B: Part B: No PA Required
Traditional T4, PA, QL T4, PA, QL UPDATE Prior Authorization continuation criteria and duration of approval
. . EG-Optimized T3, PA QL T3, PA, QL UPDATE Prior Authorization continuation criteria and duration of approval
Carglumic acid o
§ (geq for Carbaglu) Chronic K|dney
g Disease PPACA-Optimized ~ [T4, PA, QL T4, PA, QL UPDATE Prior Authorization continuation criteria and duration of approval 2/1/2023
@ complications
. Rx: Rx:
Medicaid Medical: Medical:
200mg tablet Medicare EZE g ﬁ:g g Eg: g
Traditional T5, PA. QL 75, PA, QL UPD.ATE. Plrior. Aluthorization criteria to require topical corticosteroid and
calcineurin inhibitor trial.
N EG-Optimized T5, PA. QL 75, PA. QL UPD.ATE. Plnor. Aluthorlzatlon criteria to require topical corticosteroid and
- Cibinqo calcineurin inhibitor trial.
3 (abrocitinib) ) y . o . . ) .
g Atopic Dermatitis PPACA-Optimized T5, PA. QL 75, PA. QL UPD_ATE_ P!’IOI’. Authorlzatlon criteria to require topical corticosteroid and 2/1/2023
£ calcineurin inhibitor trial.
o Rx: Rx:
Medicaid Medical: Medical:
) Part D: Part D: Part D:
50mg, 100mg, and 200mg tablet Medicare Part B: Part B: Part B:




PA - Prior Authorization
SP- Specialty Pharmacy
QL- Quantity Limit
AL-Age Limits

ST- Step Therapy

Pharmacy Department
Pending Changes to the
Approved Drug List
January 2023 (continued)

(]
& C
& urrent Future Preferred covered
] Common use Formular ; Implementation Date
é y Coverage Coverage Comment alternatives P
Traditional
L. EG-Optimized
Cimzia PPACA-Optimized
_ (certolizumab pegol) Rx R
8 Inflammatory | Medicaid * <
3 Conditions Medical: Medical: 4112023
Part D:
Jo717 . Part D: ; Part D:
Iyophiized powder kit Medicare Part B NPS (8), PA ;a\“ B:NPS ®):  |part B: UPDATE Prior Authorization Crieria
Traditional
oo
5 (reslizumab) -Optimize m =
5 Asth icai : . 4/1/2023
g sihma Medicaid Medical: Medical:
Part D: Part D: Part D:
J2786 Medicare Part B: NPS (T8), |Part B: NPS (T8), X ) - .
PA, ST PA, ST Part B: UPDATE Prior Authorization Criteria
Traditional
Darzalex EG-OptImIZ?d .
(daratumumab) PPACA-Optimized - -
— o X: X:
% Chemotherapy Medicaid Medical: Medical: 4/1/2023
=
Part D: Part D: gagg:ADDP' thorization requirements (Part B Oncology criteria) if
J9145 Medicare Part B: Medicare  |Part B: Medicare | o > X ”,0 r'au orization requiremen s(, d ey izl ',
ICD 10 diagnosis is not C90.00 - C90.32 (Multiple Myeloma) or E85.81 Light
Chemo Chemo, PA : o
chain (AL) amyloidosis.
Traditional NF NEW FORMULATION, not added to formulary
Dexl le DR EG-Optimized NF NEW FORMULATION, not added to formulary
ex anSOpraz.o € PPACA-Optimized NF NEW FORMULATION, not added to formulary
) (geq for Dexilant) - Commercial - 12/1/2022
g Gastroesophageal e Rx: Rx: Covered, PA |NEW FORMULATION, ADDED to the formulary as PDL Non-Preferred with e
s reflux disease (GERD) |1eicald Medical: Medical: Prior Authorization requirements Medicaid - 12/21/2022
£ : : ol iofzationliequl Medicare - 12/1/2022
) Part D: Part D: NF Part D: NEW FORMULATION, not added to formulary
60mg Delayed Release capsule Medicare Part B: Part B: Part B: N/A
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ADD PA Criteria for indication of Prurigo Nodularis

Preferred covered
alternatives

Implementation Date

EG-Optimized T4,PA,QL, AL  |T4,PA QL AL  |ADD PA Criteria for indication of Prurigo Nodularis
- Dupixent PPACA-Optimized ~ |T4,PA,QL,AL  |T4,PA, QL, AL  |ADD PA Criteria for indication of Prurigo Nodularis
g (dupilumab) , )
E prurigo nodularis Medicaid Rx: Rx: R 20112023
@ eaical Medical: Medical: *:
pre-filled syringe and pen-injector Medicare EZ: g ﬁzz g Ez: g
Pref Spec (T7) NEW DRUG, ADDED to coverage under the Medical Benefit as a Preferred
Traditional " |Specialty (T7), with Prior Authotization (Oncology Policy) and Site of Service
PA, AL, SOS ; -
requirements, and Age Limit (over 18 years old)
Pref Spec (T7) NEW DRUG, ADDED to coverage under the Medical Benefit as a Preferred
Elahere EG-Optimized PA AIE) S0S " |Specialty (T7), with Prior Authotization (Oncology Policy) and Site of Service
(mirvetuximab T requirements, and Age Limit (over 18 years old)
soravtansine-gynx NEW DRUG, ADDED to coverage under the Medical Benefit as a Preferred
= IV infusion) - Pref Spec (T7), - = i : - :
8 PPACA-Optimized Specialty (T7), with Prior Authotization (Oncology Policy) and Site of Service
3 Chemotherapy PA, AL, SOS . o 2/1/2023
2 requirements, and Age Limit (over 18 years old)
Medicaid R RX NEW DRUG, ADDED t der the Medical Benefit
edicai Medical: Medical: Covered , o coverage under the Medical Benefi
. Part D: Excluded Part D:INEW !Z)RUG, EXCLUDED - If eligibility changes and drug added to
IV Solution 5mg/1mL Medicare Part D: Part B: Medicare FRF: Tier 5 with BvD PA
3590, J9999, C9399 Part B: ) Part B: NEW DRUG, ADDED to coverage under the Medical Benefit (Part B)
Chemo, PA , o M .
as Medicare Chemo, with Prior authorization requirements
Traditional
EG-Optimized
Enjaymo PPACA-Optimized
E (sutimlimab-jome) Cold Agglutinin Disease Rx: Carve-Out  |Rx: Carve-Out , o . .
S (CAD) Medicaid Medical: Covered. |Medical: Covered, UPDATE U_pdate Prior Auth Criteria, preferred Site of Service changed to 2/1/2023
= home infusion
PA, SOS PA, SOS
11302 . Part D: Part D: NF Part D:
Medicare Part B: Part B: NIA Part B:
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Traditional
Entyvio EG-Optimized
(vedolizumab) PPACA-Optimized
8 Inflammato i Rx: Rx:
é Conditionsry Medicaid Medical: Medical: 4112023
Part D: Part D:
, . . Part D: No Change
%0 Medicare Part B: NPS (T8). |Part B:NPS (T8). |21t B: UPDATE Prior Authorization Crteria
PA, ST PA
Traditional NF NEW FORMULATION, not added to formulary
EG-Optimized NF NEW FORMULATION, not added to formulary
Ermeza
& (levothyroxine sodium) PPACA-Optimized NF NEW FORMULATION, not added to formulary Commercial - 11/23/2022
g y Hypothyroidism o Rx: Rx: NF ) ) Medicaid - 11/23/2022
& Medicaid Medical: Medical: NEW FORMULATION, Pending MDHHS review Medicare - 3/1/2023
! ) Part D: Part D: NF Part D: NEW FORMULATION, not added to formulary
150meg/5mL Solution Medicare Part B: Part B: Part B:
Traditional
Evenity EG-Optimized
5 (romosozumab-aqqg) PPACA-Optimized - -
S - . X: X:
E’ Bone modifying agent |Medicaid Medical: Medical- 4/1/2023
Part D: Part D: Part D-
J3111 . :
) Medicare Part B:Pref Spec  |Part B: Pref Spec ) o .
105mg/1.17ml prefilled .
mg/1.17mi prefilled syringe (T7), PA (T7), PA Part B: UPDATE Prior Authorization Criteria
Traditional
Fasenra EG-Optimized
(benralizumab) PPACA-Optimized
g Medicaid R Rx.
E Respiratory agent Medical: Medical: 4/1/2023
Part D: T5, PA, QL |Part D: T5, PA, QL )
Jo517 Medicare Part B: Pref Spec  |Part B: Pref Spec Part D: No Change

(T7), PA, ST

(T7) PA

Part B: UPDATED Prior Authorization Criteria
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NEW GENERIC, ADDED to formulary at Tier 4 with Step Therapy through
Traditional T4, ST, QL Glatopa, Glatiramer, or Dimethyl fumarate with Quantity Limit of 30
capsules/30 days
NEW GENERIC, ADDED to formulary at Tier 4 with Step Therapy through
EG-Optimized T4, ST, QL Glatopa, Glatiramer, or Dimethyl fumarate with Quantity Limit of 30
Fingolimod capsules/30 days
- (geq for Gilenya) NEW GENERIC, ADDED to formulary at Tier 4 with Step Therapy through .
S I . ! : TR Commercial - 9/29/2022
< ) ) PPACA-Optimized T4, ST, QL Glatopa, Glatiramer, or Dimethyl fumarate with Quantity Limit of 30 e
£ Multiple Sclerosis cansules/30 davs Medicaid - 9/29/2022
& P y Medicare - 12/1/2022
Rx: Rx: Covered. PA Rx: NEW GENERIC, ADDED to formulary as PDL non-preferrred with Prior
Medicaid Medical: Medical: Authpnzatlon requirements
Medical:
Part D: Part D: T5. PA. QL Part D: NEW GENERIC, ADDED to formulary at Tier 5 with Prior
0.5mg Capsule Medicare Part B'l Part B: "7 7 |Authorization Requirements
’ ' Part B: NA
Traditional T2 T2, QL ADD Quantity Limit of 1 per 365 days
Freestyle Libre EG-Optimized T2 T2, QL ADD Quantity Limit of 1 per 365 days
g ! . PPACA-Optimized ~ [T2 T2, QL ADD Quantity Limit of 1 per 365 days
E (Continuous Glucose Monitor) Diabetes — . B 3112023
o ecical Medical: Medical:
READER ONLY Medicare EZ; [B> Ezg [B) EZ: g
Traditional NF NEW FORMULATION, not added to formulary
. EG-Optimized NF NEW FORMULATION, not added to formulary
Furoscix PPACA-Optimized NF NEW FORMULATION, not added to formulary
g (furosermide) Rx: Rx: Pendin
% Chronic heart failure  |Medicaid Médical: Médical: 9 Rx: NEW FORMULATION, Pending MDHHS review 3/1/2023
@
s0majomi nfction Medicare Part D: Part D: NF Part D: NEW FORMULATION, not added to formulary
Orebody iger Part B: Part B: NIA Part B: N/A
Traditional T5 NEW FORMULATION, ADDED to formulary at Tier 5
Fragmin EG-Optimized T5 NEW FORMULATION, ADDED to formulary at Tier 5
- (dalreparign sodium) Venous PPACA-Optimized T5 NEW FORMULATION, ADDED to formulary at Tier 5 Commercial - 11/18/2022
2 : . Rx: Rx: Covered, PA [NEW FORMULATION, ADDED to formulary as PDL non-preferrred with Medicaid - 9/29/2022
5 Thromboembolism/ | Medicaid Medical: - : ot : Medicare - 211/2023
g Pulmonary Embolism edical: Medical: Prior Authorization requirements :
o (pending CMS approval)
10,000 UNIT/AmL Vil Medicare g:g g E:;tt [B) T4 g:g g s/liw FORMULATION, ADDED to formulary at Tier 4
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Re: NF NEW DRUG, not added o the formul der the medical
Traditional Medical: Not N , not added to the formulary or coverage under the medica
Covered enef
Rxc NF NEW DRUG, not added to the formulary or coverage under the medical
EG-Optimized Medical: Not bt & 9
Fylnetra Covered !
g e o R NF NEW DRUG, not added to the formu der the medical
£ Biosimilar for Neulasta PPACA-Optimized Medical: Not N , not added to the formulary or coverage under the medica
& Neutropenia Covered enetl 20112023
8
E=l . .
2 Vedicaid Rx: ;’; dlpczrl‘d'h;‘gt Rx: NEW DRUG, Pending MDHHS review
Medical: . Medical: NEW DRUG, not covered under the medical benefit
Covered
o Part D: Part D: NF Part D: NEW DRUG, not added to the formulary
om0 ecton Medicare A=, Part B: NPS (T8), |Part B: NEW DRUG, ADDED to coverage under Part B with Step Therapy
' PA, ST through Neulasta, Fulphila, AND Nyvepria
Traditional
Gil EG-Optimized
ilenya —
PPACA-Optimized
5 (fingolimod) pimize _ _
E Multiple Sclerosis | Medicaid Rx: Rx: Rx: 2/112023
g edical Medical: Medical: Medical:
) Part D: T5, PA, QL (Part D: NF Part D: REMOVE from formulary (Generic available)
0.5mg Capsule Medicare Part B: Part B: Part B: NJA
Traditional 3 75, PA :::)(ﬁ;l?ASE Tier from Tier 3 to Tier 5 and ADD Prior Authorization (Oncology
. EC-Opfimizad 3 T5. PA INQREASE Tier from Tier 3 to Tier 5 and ADD Prior Authorization (Oncology
- Gleostine Policy)
o . . . . . .
% (geq for Ceenu) Brain Tumor PPACA-Optimized  |T5 75, PA :::)(ﬁ;l?ASE Tier from Tier 3 to Tier 5 and ADD Prior Authorization (Oncology 7112023
=
o
. Rx: Rx:
Medicaid Medical: Medical:
. Part D: Part D: Part D:
10mg, 40mg, and 100mg capsules Medicare Part B: Part B: Part B:
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Traditional NF NEW FORMULATION, not added to formulary
H | EG-Optimized NF NEW FORMULATION, not added to formulary
5 (insﬂms‘;?o) PPACA-Optimized NF NEW FORMULATION, not added to formulary Humalog vial, | Commercial - 111232022
£ Diabetes Medeid Rx: Rx: Covered, PA |NEW FORMULATION, ADDED to the formulary as PDL Non-Preferred with | Kwikpen (Under 21 | Medicaid - 11/23/2022
@ ical Medical: Medical: Prior Authorization requirements years) Medicare - 3/1/2023
) ) Part D: Part D: NF Part D: NEW FORMULATION, not added to the formulary
Tempo Pen - 100 unit/ml ONLY Medicare Part B: Part B: N/A Part B: N/A
Traditional T5.PA QL AL |T4 PA QL AL DECREASE Tier from Tier 5 to Tier 4, UPDATE PA Criteria from non-
preferred to preferred agent
- DECREASE Tier from Tier 5 to Tier 4, UPDATE PA Criteria from non-
: - T5, PA, QL, AL T4, PA, QL, AL ’
> Icatibant Acetate el 5 PA QL PAQL, preferred to preferred agent
IS (geq for Firazyr) Hereditary : : " tort )
£ Angioedema PPACA-Optimized  |T5,PA, QL AL |T4, PA, QL, AL DECREASE Tier from Tier 5 to Tier 4, UPDATE PA Criteria from non 31112023
£ preferred to preferred agent
. Rx: Rx:
Medicaid Medical: Medical
30mg/3ml Subcutaneous Injection Medicare Part D Part D Part D:
Part B: Part B: Part B:
Traditional
llumya EG-Optimized
_ (tildrakizumab) PPACA-Optimized = =
8 Inflammatory i X X
g conditions. | edieald Medical: Medical: 4112023
L5 Part D: Part D: Part -
100mg SD vil Medicare Ef\” B: NPS (T8), Ezn B:NPS (T8). | art B: UPDATE Prior Authorization Crteria
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Pref Spec (T7) NEW DRUG, ADDED to coverage under the Medical Benefit as a Preferred
Traditional PA SOS " |Specialty (T7), with Prior Authotization (Oncology Policy) and Site of Service
' requirements
Pref Spec (T7) NEW DRUG, ADDED to coverage under the Medical Benefit as a Preferred
EG-Optimized PA SOS " |Specialty (T7), with Prior Authotization (Oncology Policy) and Site of Service
Imjudo ' requirements
(tremelimumab-actl)
Pref Spec (T7) NEW DRUG, ADDED to coverage under the Medical Benefit as a Preferred
El PPACA-Optimized PA SgS " |Specialty (T7), with Prior Authotization (Oncology Policy) and Site of Service
E Chemotherapy ) requirements 2/1/2023
Medicaid Rx: Rx: Covered RX: NEW DRUG, ADDED to the formulary
Medical: Medical: Covered |Medical: NEW DRUG, ADDED to coverage under the Medical Benefit
Part D: NEW DRUG, Non-Formulary until added to FRF*. If added to FRF,
13490, 3590, 1995, G330 Part D: Part D: NF ADDED to formulary at Tier 5 with Part B vs Part D Prior Authorization
25mg/1.25ml & 300mg/15ml solution Medicare Part B: Part B: Medicare | Criteria .
Chemo, PA Part B: NEW DRUG, ADDED to coverage under Part B as Medicare Chemo
with Prior Authorization requirements (Oncology criteria)
Traditional NEW FORMULATION, not added to formulary
o ok STMATON i o
5 (geq for Indocin) -Optimize — — , not added to formulary domethach
=i . : . . .
g Pain/Inflammation | Medicaid Medical: Medical: NEW FORMULATION, not added to formulary capsulee 10/31/2022
Part D: Part D: Part D: NEW FORMULATION, EXCLUDED. If eligibility changes, then Non-
100mg suppository Medicare formulary
Part B: Part B: Part B: N/A
” UPDATE Prior Authorization criteria to require Eastern Cooperative
Traditional 75, PA, QL 75, PA, QL Oncology Group (EGOG) score between 0 and 2.
. - UPDATE Prior Authorization criteria to require Eastern Cooperative
- T5, PA, QL T5, PA, QL
- (dle'(]:i(tle::t.)‘ilr:e/ EG-Optimized PAQ PAQ Oncology Group (EGOG) score between 0 and 2.
< - myelodysplastic - UPDATE Prior Authorization criteria to require Eastern Cooperative
£ - T5, PA, QL T5, PA, QL
= cedazuridine) syndrome PPACA-Optimized q Q Oncology Group (EGOG) score between 0 and 2. 2112023
o
. Rx: Rx:
Medicaid Medical: Medical:
. Part D: Part D: Part D:
35-100mg tablet Medicare Part B: Part B: Part B:
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Current
Coverage

Future
Coverage

Comment

UPDATE Prior Authorization criteria to require Eastern Cooperative

Preferred covered

alternatives Implementation Date

Chemo

Medicare Chemo

iti NPS (T8), PA NPS (T8), PA
Traditional (T8). (T8). Oncology Group (EGOG) score between 0 and 2.
- UPDATE Prior Authorization criteria to require Eastern Cooperative
- NPS (T8), PA NPS (T8), PA
_ (ﬁtl;ln{,tc% EG-Optimized (T8). (T8), Oncology Group (EGOG) score between 0 and 2.
g UPDATE Prior Authorization criteria to require Eastern Cooperative
S ureteral gel Chemotheraj -Optimi NPS (T8). PA NPS (T8). PA q p 2/1/2023
= g P PPACA-Optimized (T8). (T8). Oncology Group (EGOG) score between 0 and 2.
. Rx: Rx:
Medicaid Medical: Medical:
. Part D: Part D: Part D:
J9281 Medicare Part B: Part B: Part B:
Traditional T3 PA NEW DRUG, ADDED to the formulary at Tier 3 with Prior Authorization
' Requirements
EG-Optimized T3 PA NEW DRUG, ADDED to the formulary at Tier 3 with Prior Authorization
2 ' Requirements
Kyzatrex ' o o
- NEW DRUG, ADDED to the formulary at Tier 3 with Prior Authorization
(testosterone undecanoate) PPACA-Optimized Ugh [ Requirements g
>
é Androgen replacement Ry Ry: 312023
g therapy Medicaid Médical' Médical' Rx: NEW DRUG, Not added to the formulary.
Part D: NEW DRUG, EXCLUDED from coverage. If eligibility changes,
100me A50ma 200ma cansule Medicare Part D: Part D: Excluded [ADDED to formulary at Tier 4 with Prior Authorization requirements and
0,157mg. Mg cap Part B: Part B: N/A Quantity Limit of 2 per day for 100mg and 150mg, and 4 per day for 200mg.
Part B:
Traditional NEW FORMULATION, not added to coverage under the Medical Benefit
EG-Optimized NEW FORMULATION, not added to coverage under the Medical Benefit
z Leuprolide Acetate
£ (Lutrate-Cipla Brand) PPACA-Optimized NEW FORMULATION, not added to coverage under the Medical Benefit Commercial - 1/1/2023
8 - Medicaid - 11/21/2022
% Prostate Cancer - Rx: Rx:Covered Rx: NEW FORMULATION, ADDED to formulary . Part B - 1/1/2023
= Medicaid Medical: Medical: Covered Medical: NEW FORMULATION, ADDED to coverage under the Medical Part D - 311/2023
= ) ) Benefit
Part D: Part D: T5 Part D: NEW FORMULATION, ADDED to formulary at Tier 5
2oV Medicare A=, Part B: Medicare | Part B: NEW FORMULATION, ADDED to coverage under Part B as




PA - Prior Authorization Pharmacy Department

SP- Speciglty I'j’hgrmacy Pending Changes to the
SLL:AC;:aL"i::inS“m“ Approved Drug List
ST- Step Therapy January 2023 (Continued)

Current Future

Preferred covered

Commonuse  Formulary Comment lormatives . IMPlementation Date

Coverage

Coverage Coverage

Traditional T3 NF REMOVE from formulary
. EG-Optimized T3 NF REMOVE from formulary
- Levothyroxine —
g (geq for Synthroid) PPACA-Optimized ~ [T3 NF REMOVE from formulary
g Myxedema coma o Rx: Rx: Levothyroxine tablets 3/1/2023
& Medicaid Medical: Medical:
100mea IV soluton Medicare Part D: Part D: Part D: NEW FORMULATION, Not added to formulary
9 Part B: Part B: Part B: NEW FORMULATION, Covered - not managed by Pharmacy
Traditional T5 NF REMOVE from formulary
Levothvroxine EG-Optimized T5 NF REMOVE from formulary
g (geq for Sy nthroid) PPACA-Optimized ~ [T5 NF REMOVE from formulary
g 9eq y Myxedema coma o Rx: Rx: Levothyroxine tablets 3/1/12023
£ Medicaid Medical: Medical
500meg IV solution Medicare Part D: Part D: Part D:
Part B: Part B: Part B:
Traditional Pref Spec (T7), PA |Pref Spec (T7) REMOVE Prior Authorization
EG-Optimized Pref Spec (T7), PA |Pref Spec (T7) REMOVE Prior Authorization
Linezolid IV
8 (geq for zyvox) PPACA-Optimized  [Pref Spec (T7), PA |Pref Spec (T7) REMOVE Prior Authorization
5 Antimicrobial P ’ 21112023
- R Rx: RX:
- Medical: i :
Medicaid P:d'ca Covered, | tedical: Covered [ Medical: REMOVE Prior Authorization
Part D: Part D: Part -
J2020 and J2021 Medicare Part B: Pref Spec, |Part B: Pref Spec, X . o
(T7), PA ™) Part B: REMOVE Prior Authorization
s NEW DRUG: ADDED to coverage at Tier 4, with Prior Authorization
T4, PA, QL '
Traitionl PA.Q requirements, and Quantity Limit of 70 tablets/14 days
" NEW DRUG: ADDED to coverage at Tier 4, with Prior Authorization
g T4, PA, QL ’
Lytgobi EG-Optimized PA,Q requirements, and Quantity Limit of 70 tablets/14 days
oy (futibatinib) - NEW DRUG: ADDED to coverage at Tier 4, with Prior Authorization
- T4, PA, QL ) S
% Chemotherapy PPACA-Optimized a requirements, and Quantity Limit of 70 tablets/14 days 2/1/2023
& - Rx: Rx: Carve-Out
Medicaid Medical: Medical: NEW DRUG, Carve-Out
. . Part D: NEW DRUG, ADDED to coverge at Tier 5, with Prior Authorization
) Part D: Part D: ) P
4mg tablet Medicare Part B: Part B: requirements and Quantity Limit of 140 tablets/28 days
’ ' Part B: N/A
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Lyumjev EG-Optimized NF NEW FORMULATION, not added to formulary
-Optimi NF
§ (insulin lispro) PPACA-Optimized NEW FORMULATION, not added to formulary Lyumjev vil, Commercial - 11/23/2022
cgﬂ Diabetes Medicaid Rx: Rx: Covered, PA [NEW FORMULATION, ADDED to the formulary as PDL Non-Preferred with Kwikpen (Under21 | Medicaid - 11/23/2022
£ Medical: Medical: Prior Authorization requirements years) Medicare - 3/1/2023
) . Part D: Part D: NF Part D: NEW FORMULATION, not added to the formulary
Tempo Pen - 100 unitiml ONLY Medicare Part B: Part B: N/A Part B: N/A
Traditional ™ T3 INCREASE tier from Tier 2 to Tier 3 (Employer plan rider determines
infertility coverage)
et INCREASE tier from Tier 2 to Tier 3 (Employer plan rider determines
- Menopur et ke 12 1 infertility coverage)
o .
I menotropins .
E ( pins) Infertility PPACA-Optimized T2 T3 INCREASE tier from Tier 2 to Tier 3 Gonal-F 7112023
=
o
. Rx: Rx:
Medicaid Medical: Medical
75 unit injection Medicare Part D: Part D: Part D:
Part B: Part B: Part B:
Traditional T2(PV), QL NEW VACCINE, ADDED to the formulary as Tier 2/Preventative with a
' Quantity Limit of 1 dose per lifetime
EG-Optimized T2(PV), QL NEW VACCINE, ADDED to the formulary as Tier 2/Preventative with a
- Menveo P ' Quantity Limit of 1 dose per lifetime
s (MENVEO 1 NEW VACCINE, ADDED to the formulary as Tier 2/Preventative with a
) -Optimi T2(PV), QL e o
S| ViACY-W-135DIP) , it (P¥). Q Quantity Limit of 1 dose per lifetime Commercial - 1111712022
o Meningococcal disease Medicare - 1212022
._g Medicaid Rx: Rx: NF Rx: NEW VACCINE, not added to the formulary
2 Medical: Medical: Covered |Medical: NEW VACCINE, ADDED to coverage under the Medical Benefit
Moninaococcal disease vaceine Medicare Part D: Part D: T3 Part D: NEW VACCINE, ADDED to the formulary as Tier 3
9 : Part B: Part B N/A Part B: N/A
Traditional NF NEW FORMULATION, not added to the formulary
Methylphenidate ER EG-Optimized NF NEW FORMULATION, not added to the formulary
= (geq Relexxii) PPACA-Optimized NF NEW FORMULATION, not added to the formulary
e ADHD . Rx: Rx: Carve-out Commercial - 11/21/2023
g Medicaid Medical: Medical: NEW FORMULAT|ON, carve-out Medicare - 3/1/2023
45mg and 63 mg Med Part D: Part D: NF Part D: NEW FORMULATION, not added to the formulary
extended-release tablet edicare Part B: Part B: N/A Part B: N/A
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§ 0 ula y Coverage Coverage Comment alternatives p
- Rx: NF Rx: T1 )
Traditional Medical: Covered |Medical: Covered ADD to formulary at Tier 1
- Rx: NF Rx: T1b )
S Mifepristone EG-Optimized Medical: Covered | Medical: Covered ADD to formulary at Tier 1b
E (geq for Mifeprex)
e Termination of Rx: NF Rx: T1b
o ) ) _Ontimi - : i 2/1/2023
3 intrauterine pregnancy (PPACA-OPtImIzed |y icoy. Govered |Medical: Covered |/ACP 10 formutary at Tier b
8
= . .
. Rx: Rx:
Medicaid Medical: Medical:
) Part D: Part D: Part D:
200 mg tablet Medicare Part B: Part B: Part B:
Traditional T5, PA T5, PA ADD Prior Authorization continuation criteria and duration of approval
. EG-Optimized T5, PA T5, PA ADD Prior Authorization continuation criteria and duration of approval
Miglustat
g (geq for Zavesca) PPACA-Optimized  [T5, PA T5, PA ADD Prior Authorization continuation criteria and duration of approval
£ Gaucher Disease 2/1/2023
o . Rx: Rx:
Medicaid Medical: Medical
) Part D: Part D: Part D:
100mg capsule Medicare Part B: Part B: Part B:
Traditional Non-spec (T6) NEW FORMULATION, ADDED to coverage under the Medical Benefit as
non-specialty (T6)
- NEW FORMULATION, ADDED to coverage under the Medical Benefit as
Morphine/NaCl EG-Optimized Non-spec (T6) non-specialy (T6) g
(morphine sulfate/sodium - -
_ chloride) PPACA-Optimized Non-spec (T6) Efn\{\égilizll\tﬂyu(l}l-(\a';'ION, ADDED to coverage under the Medical Benefit as
3 Pain Re Re NF Rx: NEW FORMULATION, ot added to formulary 1115/2022
Medicaid Medical: Medical: Covered Medlc‘ell: NEW FORMULATION, ADDED to coverage under the Medical
Benefit
. . Part D: NEW FORMULATION, EXCLUDED
150mg/30m.-0.9% pre-filed syringe Medicare :2 g_' ﬁ:g [B)_' Eiﬁ:izd Part B: NEW FORMULATION, ADDED to coverage under the Medical
’ ' Benefit
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Traditional Pref Spec (T7), PA |Pref Spec (T7), PA|ADD Prior Authorization continuation criteria
EG-Optimized Pref Spec (T7), PA |Pref Spec (T7), PA [ADD Prior Authorization continuation criteria
Naglazyme
s (galsulfasel) N
E Enzyme deficiency | PPACA-Optimized | Pref Spec (T7), PA |Pref Spec (T7), PA|ADD Prior Authorization continuation criteria 21112023
. Rx: Rx:
Medicaid Medical: Medical
1458 Medi Part D: Part D: Part D:
edicare Part B: Part B: Part B:
Traditional NF NEW FORMULATION, not added to the formulary
EG-Optimized NF NEW FORMULATION, not added to the formulary
> ( e"?g':ﬁ*‘:gan) PPACA-Optimized NF NEW FORMULATION, not added to the formulary Commercial - 11/3/2022
@©
E 9 P Pain/Inflammation | - Rx: Rx:Covered, PA |NEW FORMULATION, ADDED to the formulary as PDL Non-Preferred with Medicaid - 11/3/2022
£ edical Medical: Medical: N/A Prior Authorization requirements Medicare - 3/1/2023
750mg Extended-Release tablet Medicare EZ: g ﬁzz g :::/'; Ez: g E/iw FORMULATION, not added to the formulary
NEW DRUG, ADDED to formulary at Tier 5, with Prior Authorization
Traditional T5 PA,QL, AL [requirements and Quantity Limit of 4 boxes/32 days and Age limit of 2-9
years
NEW DRUG, ADDED to formulary at Tier 5, with Prior Authorization
Noxafil EG-Optimized T5,PA, QL, AL |requirements and Quantity Limit of 4 boxes/32 days and Age limit of 2-9
> years
g (posaconazole) Antifungal NEW DRUG, ADDED to formulary at Tier 5, with Prior Authorization 3112023
§ PPACA-Optimized T5,PA, QL, AL |requirements and Quantity Limit of 4 boxes/32 days and Age limit of 2-9
years
- Rx: Rx: Covered, PA  [NEW DRUG, ADDED to the formulary as PDL Non-Preferred with prior
Medicaid o o o :
Medical: Medical: authorization requirements
) ) Part D: Part D: T5 Part D: NEW DRUG, ADDED to formulary at Tier 5
300mg suspension packet Medicare Part B: Part B: N/A Part B: N/A
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Traditional
Nucal EG-Optimized
Uf:a a PPACA-Optimized
_ (mepolizumab) R R
. X: X:
% Respiratory agent | Medicaid Medical: Medical: 41112023
=
12182 Part D: Part D: Part D:
i i : : 8 :
Vel ONLY Medicare gf\” BNPS (T8). Ezn B:NPS (T8). |part B: UPDATE Prior Authorization Crieria
Traditional T5, QL ADDED to formulary at Tier 5 with Quantity Limit of 1 per 720 days
. EG-Optimized T5, QL ADDED to formulary at Tier 5 with Quantity Limit of 1 per 720 days
OmniPod DASH PPACA-Optimized T5, QL ADDED to formulary at Tier 5 with Quantity Limit of 1 per 720 days
p
g (tubeless insulin pump) R R
- - X: X:
g Diabetes Medicaid Medical: Medical 112023
] ) Part D: Part D: Part D:
Intro Kit Medicare Part B: Part B: Part B:
Traditional T5, QL ADDED to formulary at Tier 5 with Quantity Limit of 1 per 720 days
EG-Optimized T5, QL ADDED to formulary at Tier 5 with Quantity Limit of 1 per 720 days
OmniPod 5 (G6 :
o mniPod 5 (G6) PPACA-Optimized T5, QL ADDED to formulary at Tier 5 with Quantity Limit of 1 per 720 days
3 (tubeless insulin pump)
E Diabetes Medicaid Rx: Rx: 3/1/2023
o Medical: Medical:
) ) Part D: Part D: Part D:
Intro Kit Medicare Part B: Part B: Part B:
” UPDATE Prior Authorization criteria to require Eastern Cooperative
Traditional T, PA, QL T5,PA. QL Oncology Group (EGOG) score between 0 and 2.
- UPDATE Prior Authorization criteria to require Eastern Cooperative
Onureg EG-Optimized T, PA, QL TS, PA, QL Oncology Group (EGOG) score between 0 and 2.
<y (azacitidinel)
E Chemotherapy - UPDATE Prior Authorization criteria to require Eastern Cooperative 2/1/2023
£ PPACA-Optimized |5, PA, QL TS, PA. QL Oncology Group (EGOG) score between 0 and 2.
o Rx: Rx:
Medicaid Medical: Medical:
. Part D: Part D: Part D:
200mg and 300mg tablet Medicare Part B: Part B: Part B:
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Traditional
. EG-Optimized
Orencia V PPACA-Optimized
g (abatacep) Inflammatory R R
S X: X:
- icai 4/1/2023
é conditions Medicaid Medical: Medical:
12 Part D: Part D: Part -
Medicare Part B: NPS (T8), |Part B: NPS (T8), ) ) o .
250mg IV ONLY .
mg PA, ST PA, ST Part B: UPDATE Prior Authorization Criteria
Traditional T5, PA. QL 75, PA, QL UPDATE IPnor Authorization criteria to exclude combination use with
sapropterin
EG-Optimized T5, PA. QL 75, PA. QL UPDATE anor Authorization criteria to exclude combination use with
Palynziq sapropterin
g (pegvaliase)
E Phenylketonuria i izati iteri inati i 2/1/2023
5 Y PPACA-Optimized T5, PA. QL 75, PA. QL UPDATE IPnor Authorization criteria to exclude combination use with
o sapropterin
. Rx: Rx:
Medicaid Medical: Medical:
2.5mg/0.5mL, 10mg/0.5mL, and 20mg/mL ) Part D: Part D: Part D:
Solution Medicare Part B: Part B: Part B:
Traditional
EG-Optimized
Panzyga PPACA-Optimized
E (Vi) o Rx: Rx: Gammagard Liquid,
2 Immune globulin  {Medicaid Medical: Medical: Gamunex-C, 41112023
= Privigen
Part D: NF Part D: NF Part D: Non-Formulary, no change
1599 Medicare Part B:Pref Spec  |Part B: Pref Spec |Part B: UPDATE Prior Authorization Criteria with Step Therapy through 2
(T7), PA (BvD) (T7), PA (BvD) Preferred IVIG (i.e. Gammagard Liquid, Gamunex-C, Privigen)
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Implementation Date

Chemo

Medicare Chemo

EG-Optimized NF through acyclovir ointment and Quantity Limit of 5gm/6 months
Penciclovir
g (geq for Denavir) PPACA-Optimized NF NEW FORMULATIQN, ADDED to forrnulgry_as Tier 5 with Step Therapy Commerial - 1/1/2023
£ Herpes labialis through acyclovir ointment and Quantity Limit of 5gm/6 months Medicaid - 11/12/2022
2 Medicare - 12/1/2022
Medicaid Rx: Rx: Covered, PA |NEW FORMULATION, ADDED to the formulary as PDL Non-Preferred with
Medical: Medical: N/A Prior Authorization requirements
% Cream Medicare Part D: Part D: NF Part D: NEW FORMULATION, not added to the formulary
0 Part B: Part B: N/A Part B: N/A
Pref. Spec (T7) NEW FORMULATION, ADDED to coverage under the Medical Benefit as
Traditional PA =P " |Preferred Specialty (T7), with Prior Authorization Requirements (Oncology
Policy)
Pref. Spec (T7) NEW FORMULATION, ADDED to coverage under the Medical Benefit as
EG-Optimized PA -op " |Preferred Specialty (T7), with Prior Authorization Requirements (Oncology
Pralatrexate Policy)
. (geq for Folotyn) . Pref. Spec (T7), NEW FORMUL.ATION, ADF)ED .to coverage ulnder the IMedicaI Benefit as Commercial - 11/22/2022
E] Peripheral T-cell PPACA-Optimized PA Preferred Specialty (T7), with Prior Authorization Requirements (Oncology Medicaid - 11/22/2022
g Lymphoma Policy) Part B - 2/1/2023
B R Covereg | R NEW FORMULATION, ADDED to the formulary Part D - 3/1/2023
Medicaid Medical: Medical:Covered Iéﬂ::;(f:istil: NEW FORMULATION, ADDED to coverage under the Medical
. Part D: Part D: Excluded |Part D: NEW FORMULATION, EXCLUDED
20mgimL Solution Medicare Part B: Part B: Medicare  |Part B: NEW FORMULATION, ADDED to coverage under Part B as
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Traditional T1.QL T1.QL LI:SSEASE Quantity Limit from 90 capsules/30 days to 120 capsules/30
] EG-Optimized Tib, QL T1b, QL INCREASE Quantity Limit from 90 capsules/30 days to 120 capsules/30
Pregabalin days
oy (geq for Lyrica)
@© . )
L_E“ Multiple Uses PPACA-Optimized T1b, QL T1b, QL LI:SSEASE Quantity Limit from 90 capsules/30 days to 120 capsules/30 3/1/2023
o
. Rx: Rx:
Medicaid Medical: Medical:
25mg, 50mg, 75mg, 100mg, 150mg ) Part D: Part D: Part D:
Capsules ONLY Medicare Part B: Part B: Part B:
Traditional
. EG-Optimized
= Prolia PPACA-Optimized
E (denosumab) B R
< L X: X:
& Bone modifying agent | Medicaid Medical: Medical: 41112023
8
é Part D: T4, PA, QL |Part D: T4, PA, QL Part D: No Change
Jo897 . . . :
Somgimi refiled syringe Medicare ?7"; E;iresff pec (PTa;; BF; ; "6 SPEC | part B: UPDATE Prior Authorization Criteia
Traditional T3,ST,QL, AL |T3,ST,QL, AL  |ADD Age Limit maximum of 9 years
ADD to formulary at Tier 3, with Step Therapy through dexmethylphenidate
EG-Optimized NF T3,ST,QL, AL [HCL ER, methylphenidate HCL ER or methylphendiate HCL CD; Quantity
Limit of 30 tablets/30 days and Age Limit of 4 to 9 years
Quillichew
g (Methylphenidate Extended- Attention Deficit ADD to formulary at Tier 3, with Step Therapy through dexmethylphenidate
£ Release) ’ eract:vit Dis'o'r 4o; [PPACA-Optimized  |NF T3,ST,QL, AL |HCL ER, methylphenidate HCL ER or methylphendiate HCL CD; Quantity 31112023
£ v y Limit of 30 tablets/30 days and Age Limit of 4 to 9 years
. Rx: Rx:
Medicaid Medical: Medical:
20mg ER, 30mg ER, and 40mg ER ) Part D: Part D: Part D:
Chewable Tablet Medicare Part B: Part B: Part B:
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(&)
Traditional T3,ST,QL,AL  [T3,ST,QL,AL  |ADD Age Limit maximum of 9 years
ADD to formulary at Tier 3, with Step Therapy through dexmethylphenidate
EG-Optimized NF T3,ST,QL, AL [HCL ER, methylphenidate HCL ER or methylphendiate HCL CD; Quantity
Quillivant XR Limit of 12 ml/day and Age Limit of 4 to 9 years
= | (Methylphenidate Extended- ) N
£ Release) Altention Deficit ADD to formulary at Tier 3, with Step Therapy through dexmethylphenidate 31/2023
2 Hyperactivity Disorder (ppACA-Optimized ~ |NF T3,ST,QL, AL |HCL ER, methylphenidate HCL ER or methylphendiate HCL CD: Quantity
Limit of 12 ml/day and Age Limit of 4 to 9 years
- Rx: Rx:
Medicaid Medical: Medical
, ) Part D: Part D: Part D:
25mg/5ml ER Oral suspension Medicare Part B: Part B: Part B:
Traditional T4, PA, QL T4, PA, QL UPDATE Prior Authorization continuation criteria and duration of approval
EG-Optimized T4, PA, QL T4, PA, QL UPDATE Prior Authorization continuation criteria and duration of approval
Ravicti
g (glycerol phenylbutyrate) PPACA-Optimized ~ |T4, PA, QL T4, PA, QL UPDATE Prior Authorization continuation criteria and duration of approval
g Urea cycle disorders 2/1/2023
o . Rx: Rx:
Medicaid Medical: Medical
. Part D: Part D: Part D:
1gmimL Medicare Part B: Part B: Part B:
Traditional Pref Spec (T7), PA|Pref Spec (T7), PA|ADD Prior Authorization continuation criteria and duration of approval
EG-Optimized Pref Spec (T7), PA|Pref Spec (T7), PA|ADD Prior Authorization continuation criteria and duration of approval
Reblozyl
_ luspat t A ) - A )
é (luspatercept) anemia due to Beta PPACA-Optimized Pref Spec (T7), PA|Pref Spec (T7), PA|ADD Prior Authorization continuation criteria and duration of approval o12023
2 Thalassemia ] ]
Medicaid R R
Medical: Medical:
10896 Medi Part D: Part D: Part D:
edicare Part B: Part B; Part B:




Coverage

PA - Prior Authorization
SP- Specialty Pharmacy

QL- Quantity Limit
AL-Age Limits
ST- Step Therapy

Common use

Formulary

Traditional

Pharmacy Department
Pending Changes to the
Approved Drug List
January 2023 (continued)

Current

Coverage

Future
Coverage

NF

Comment

NEW FORMULATION, not added to the formulary

Preferred covered
alternatives

Implementation Date

PA

PA

Relexxii EG-Optimized NF NEW FORMULATION, not added to the formulary
> : PPACA-Optimized NF NEW FORMULATION, not added to the formulary
g (Methylphenidate ER) ADHD — X R Carveout Commercial - 11/23/2022
Eﬂ Medicaid Medical: Medical: N/A NEW FORMULAT|ON, carve-out Medicare - 3/1/2023
o
45mgand 63 mg Medi Part D: Part D: NF Part D: NEW FORMULATION, not added to the formulary
extended - release tablet edicare Part B: Part B: N/A Part B: N/A
NEW DRUG, ADDED to coverage at Tier 5, with Prior Authorization
Traditional T5, PA,QL, AL [requirements, and Quantity Limit of 60 packets/30 days with an Age Limit of
18 to 80 years
NEW DRUG, ADDED to coverage at Tier 5, with Prior Authorization
Relyvrio EG-Optimized T5,PA, QL, AL |requirements, and Quantity Limit of 60 packets/30 days with an Age Limit of
(sodium phenylbutyrate and 18 to 80 years
= taurursodiol) NEW DRUG, ADDED to coverage at Tier 5, with Prior Authorization
g AdUlt ALS PPACA-Optimized T5,PA, QL, AL |requirements, and Quantity Limit of 60 packets/30 days with an Age Limit of riluzole 3112023
g 18 to 80 years
. Rx: Rx: Pending ) .
Medicaid Medical: Medical: NEW DRUG, Pending MDHHS review
. Part D: NEW DRUG, ADDED to coverage at Tier 5, with Prior Authorization
Part D: T5, PA, ) o ) S
) Part D: requirements, and Quantity Limit of 56 packets/28 days with an Age Limit of
3gm/1gm oral powder Medicare . QL, AL
Part B: Part B: 18 years
‘ Part B: N/A
Traditional
. EG-Optimized
Remicade —
_ (infiiximab) PPACA-Optimized - _
° Inflammatory I X: X:
é conditions Medicaid Medical: Medical: 4/1/2023
Tt Part D: Part D: Part D:
) i Part B: NPS (T8), |Part B: NPS (T8), : ) . .
100mg SD vial Medicare 2 (T8). |Pa (T8) Part B: UPDATE Prior Authorization Criteria




Pharmacy Department
Pending Changes to the
Approved Drug List
January 2023 (continued)

PA - Prior Authorization
SP- Specialty Pharmacy
QL- Quantity Limit
AL-Age Limits

ST- Step Therapy

Current Future Preferred covered

alternatives Implementation Date

Commonuse  Formulary Comment
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Coverage

Coverage

Traditional T4,PA,QL, AL  |T4,PA QL,AL  |ADD PA Criteria for indication of Non-radiographic axial spondyloarthritis
EG-Optimized T4,PA,QL, AL  |T4,PA QL,AL  |ADD PA Criteria for indication of Non-radiographic axial spondyloarthritis
Rinvoq ER
) (upadacitinib) _ |PPACA-Optimized  |T4,PA,QL,AL  [T4,PA,QL,AL  |ADD PA Criteria for indication of Non-radiographic axial spondyloarthritis
g Inflammatory skin 2112023
8 conditions Rx: Rx:
o H H " " .
Medicaid Medical: Medical: Rx:
15mg, 30mg, and 45mg extended-release Medicare Part D: Part D: Part D: Updated PA for new indications
tablet Part B: Part B: Part B:
Traditional NF NEW DRUG, not added to the formulary or coverage under the medical
benefit
EG-Optimized NF NEW DRUG, not added to the formulary or coverage under the medical
P benefit
— Rolvedon NEW DRUG ;
] - , not added to the formulary or coverage under the medical
% (eflapegrastim-xnst) PPACA-Optimized NF benefit
§ Neutropenia Ry: Pend Neulasta, Fulphila, Part B - 2/1/2023
= Vedicaid R Modiod: N [RX:NEW DRUG, Pending MDHHS review and Nyvepria Part D - 31112023
= Medical: . Medical: NEW DRUG, not added to coverage under the medical benefit
o Covered
Part D:
Part D: NEW DRUG, EXCLUDED
Part D: EXCLUDED ’
| SJ;;%' 43590, C9399 Medicare 2 . C U Part B: ADDED to coverage under Part B as Non-Preferred Specialty (T8),
-2mg/0.6ml SQ injection Part B: Part B: NPS (T8), | ) )
PA ST with Step Therapy through Neulasta, Fulphila, AND Nyvepria
- UPDATE Prior Authorization criteria to require Eastern Cooperative
Traditional T4 PA, QL T4 PA, QL Oncology Group (EGOG) score between 0 and 2.
- UPDATE Prior Authorization criteria to require Eastern Cooperative
Rydapt EG-Optimized T4 PA QL T4,PA QL Oncology Group (EGOG) score between 0 and 2.
g (midostaurin) UPDATE Prior Authorization criteria to require Eastern Cooperati
£ Chemotherapy At rior Authorization criteria to require Eastern Cooperative 2/1/2023
£ PPACA-Optimized T4, PA, QL T4 PA, QL Oncology Group (EGOG) score between 0 and 2.
o Rx: Rx:
Medicaid Medical: Medical:
25 | Medi Part D: Part D: Part D:
g capsule edicare Part B: Part B: Part B:




PA - Prior Authorization Pharmacy Department

SP- Specialty Pharmacy Pending Changes to the
QL- Quantity Limit .
AL-Age Limits Approved Drug List

ST- Step Therapy

January 2023 (continued)

Coverage

Common use

Formulary

Current

Coverage

Future
Coverage

Comment

Preferred covered
alternatives

Implementation Date

Traditional T5, PA, QL, AL REMOVE from formulary (generic available)
Saiazi EG-Optimized T5,PA,QL, AL |NF REMOVE from formulary (generic available)
z __ Sajaziv . PPACA-Optimized  |T5, PA, QL, AL |NF REMOVE from formulary (generic available)
IS (icatibant acetate) Heredit
£ Aneirje(":r;ya Vedicad Rx Rx: icatibant acetate 31112023
£ 9 edica Medical: Medical:
30mg/3ml Subcutaneous Injection Medicare Part D: Part D: Part D:
Part B: Part B: Part B:
Traditional
) o EG-Optimized
Simponi Aria PPACA-Optimized
©
(golimumab)
‘;ﬁ Inflammatory Medicaid Rx: . Rx: . 4/1/2023
= conditions Medical: Medical:
1602 Part D: Part D: Part D:
50mg/4mL IV Medicare Eirt B:NPS (T8), ﬁiﬁ B:NPS (T8), Part B: UPDATE Prior Authorization Criteria
Traditional
Skyrizi IV EG-Optlmlztledl
3 (risankizumab-rzaa) Inflammatory PPACA-Optimized Rx Rx
9 " icai ’ ’ 4/1/2023
8 conditions Medicaid Medical: Medical:
12307 Part D: Part D: Part -
600 mg/10 mL vial ONLY Medicare Part B:Pref Spec  |Part B: Pref Spec X ) - .
(T7), PA (T7), PA Part B: UPDATE Prior Authorization Criteria
Gene Therapy, NEW DRUG, ADDED to coverage under the Medical Benefit as Gene
Traditional PA AL ' Therapy, with Prior Authorization Requirements and Age Limit of 4 to 17
' years
Gene Therapy, NEW DRUG, ADDED to coverage under the Medical Benefit as Gene
EG-Optimized PA AL ' Therapy, with Prior Authorization Requirements and Age Limit of 4 to 17
Skysona ' years
(elivaldogene autotemcel) CALD Gene Therap NEW DRUG, ADDED to coverage under the Medical Benefit as Gene
B PPACA-Optimized Y. Therapy, with Prior Authorization Requirements and Age Limit of 4 to 17
5 (cerebral PA, AL - 21112023
= adrenoleukodystrophy)
Medicaid Rx: Rx: Rx: NEW DRUG, EXCLUDED
Medical: Medical: Medical: NEW DRUG, not covered (Potential carve-out - MDHHS to review)
Part D:
Part D: NEW DRUG, EXCLUDED
J3490, J3590, C9399 . Part D: EXCLUDED : ’ )
Suspension for ntravenous infusion Medicare Part B: Part B: Gene Pgrt B: NEW DRUG, ADDED to coverage under Part B (Gene Therapy), with
Therapy, PA prior authorization requirements
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PA - Prior Authorization
SP- Specialty Pharmacy
QL- Quantity Limit
AL-Age Limits

ST- Step Therapy

Common use

Formulary

Pharmacy Department
Pending Changes to the
Approved Drug List
January 2023 (continued)

Current
Coverage

Future
Coverage

Comment

Preferred covered
alternatives

Implementation Date

Traditional T4, PA T4, PA ADD Prior Authorization continuation criteria and duration of approval
EG-Optimized T4, PA T4, PA ADD Prior Authorization continuation criteria and duration of approval
Sodium phenylbutyrate
g (geq for Buphenyl) i PPACA-Optimized ~ |T4, PA T4, PA ADD Prior Authorization continuation criteria and duration of approval
E Urea cycle disorders 2112023
& R R
o - X: X:
Medicaid Medical: Medical:
3gmitsp powder and 500mg tablet Medicare Ez: g ﬁzz g Ez: g
Traditional
- EG-Optimized
Soliris IV P IZ. ,
. PPACA-Optimized
= (belimumab) B B
° . - X: X:
é Multiple Uses Medicaid Medical: Medical: 4/1/2023
11300 Part D: Part D: Part -
) Medicare Part B:Pref spec  |Part B: Pref Spec ) . - -
300mg/30ml sd vial .
mg/30ml sd vial (T7), PA, ST (T7), PA Part B: UPDATE Prior Authorization Criteria
Traditional
EG-Optimized
Stelara IV PPACA-Optimized
_ (ustekinumab) B R
8 Inflammatory . X: X:
E’ conditions Medicaid Medical: Medical: 4/1/2023
Part D: Part D: Part -
3358 ' :
i Medicare Part B:Pref Spec  |Part B: Pref Spec ) o .
30 mg/26 ml vial ONLY .
mg/26 mi vial (T7), PA (T7), PA Part B: UPDATE Prior Authorization Criteria




Pharmacy Department

PA - Prior Authorization

SP- Specialty Pharmacy Pending Changes to the
QL- Quantity Limit :
ALAg Limis Approved Drug I_.|st
ST- Step Therapy January 2023 (continued)
- Current
o urren Future Preferred covered
o Common use Formular ; Implementation Date
é y Cove rage Coverage Co m me nt alternatives P
Traditional T1,QL T, QL No Change
EG-Optimized T1b, QL T1b, QL No Change
ADD to formulary at Tier 1b with Smart PA - Prior Authorization needed if
Tadalafil " ICD 10 diagnosis code for Pulmonary Arterial Hypertension
g (geq for Cialis) b e T1b, SmartPA, QL | 17 0 or 127.20 - 127.29) is not on file and Quantity Limit of 30 tablets per 30
e ulmonary arterial davs 3112023
s hypertension (PAH) Y
o
- Rx: Rx:
Medicaid Medical: Medical:
20mg tablet ONLY Medicare EZ: g ﬁzz g EZ: g
Traditional T3 NEW FORMULATION, ADDED to formulary as Tier 3
Tafl ¢ EG-Optimized T3 NEW FORMULATION, ADDED to formulary as Tier 3
= a upr 0s PPACA-Optimized T3 NEW FORMULATION, ADDED to formulary as Tier 3
8 (geq for Zioptan) Elevated intraocular . . i
(E“ Medicaid Rx: Rx: NEW FORMULATION, ADDED to the formulary as PDL Non-Preferred with 12/6/2022
£ pressure Medical: Medical: Prior Authorization requirements
0.0015% ophthalmic solution Medicare EZ: g ﬁzz g N/A EZ: g E/iw FORMULATION, not added to formulary
NEW DRUG, ADDED to coverage under the Medical Benefit at Non-
Traditional NPS (T8), PA, AL [Preferred Specialty (T8), with Prior Authorization requirements (Oncology
Policy) and Age Limit of 18 years and older
NEW DRUG, ADDED to coverage under the Medical Benefit at Non-
EG-Optimized NPS (T8), PA, AL [Preferred Specialty (T8), with Prior Authorization requirements (Oncology
Tecvayli Policy) and Age Limit of 18 years and older
(teclistamab-cayv) NEW DRUG, ADDED to coverage under the Medical Benefit at Non-
- PPACA-Optimized NPS (T8), PA, AL |Preferred Specialty (T8), with Prior Authorization requirements (Oncology
-.f_.—: Chemotherapy Policy) and Age Limit of 18 years and older 2/1/2023
=
Medicaid Rx: Rx: NF RX: NEW DRUG, not added to formulary
Medical: Medical: Covered |Medical: NEW DRUG, ADDED to coverage under the Medical Benefit
Part D: NEW DRUG, Non-Formulary until added to FRF*. If added to FRF,
13450, 13500, 1906, Ca30 Part D: Part D: NF ADDED to formulary at Tier 5 with Part B vs Part D Prior Authorization
10mg/ml anli 90ng/mI sir;gle dose vial Medicare Part B: Part B: Medicare |Criteria .
Chemo, PA Part B: NEW DRUG, ADDED to coverage under Part B as Medicare Chemo
with Prior Authorization requirements (Oncology criteria)




Coverage

PA - Prior Authorization
SP- Specialty Pharmacy
QL- Quantity Limit
AL-Age Limits

ST- Step Therapy

Common use

Formulary

Pharmacy Department
Pending Changes to the
Approved Drug List
January 2023 (continued)

Current

Coverage

Future
Coverage

Comment

Preferred covered
alternatives

Implementation Date

Traditional ri;lzn-spemalty (T6), E/(_)\n-spemalty (T6): | UPDATE Prior Authorization criteria for gender dysphoria
EG-Optimized l;lzn-spemalty (T6). gzn-spemalty (T6). UPDATE Prior Authorization criteria for gender dysphoria
Testopel
= (testosterone undecanoate) -speci -speci :
é Hormone PPACA-Optimized :;lzn specialty (T6), E/(-)\n specialty (T6), UPDATE Prior Authorization criteria for gender dysphoria Commercial - 2/1/2023
L Replacement Medicare - 4/1/2023
- Rx: Rx:
Medicaid Medical: Medical
. Part D NF Part D NF Part D: Non- formulary, No Change
J3490%, 50189 Medicare Part B:Non-spec  |Part B: Non-spec Part B: UPDATED Prior Authorization Criteri
(T6), PA, ST (T6), PA art B: rior Authorization Criteria
Traditional
. EG-Optimized
Tezspire PPACA-Optimized
5 (tezepelumab-ekko) R R
E’ Respiratory agent ~ [Medicaid Medical: Medical: 41112023
12356 Part D: Part D: Part D:
! i Part B: NPS (T8), |Part B: NPS (T8), ) . e
210mg/1.91ml Subcutaneous solution Medicare Pf\ (T8) P?-\ (T8) Part B: UPDATE Prior Authorization criteria
Traditional
T EG-Optimized
) yvaso PPACA-Optimized
% (treprostinil) Bul el R R
& ulmonary arteria . . .
= hypertension (PAH) |0 Medical: Medical: 47112023
g PartD: T5,PA  |Part D: T5, PA
= T3, T,
J7686 . Part D: No Change
! Part B:Pref S Part B: Pref S|
06mginL Soluion (Ampul) Medicare (). PA BaD) |0y PA - |PartB: UPDATE Prior Auhorizaion Cieri




Pharmacy Department
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PA - Prior Authorization
SP- Specialty Pharmacy
QL- Quantity Limit
AL-Age Limits

ST- Step Therapy

Current
Coverage

Future
Coverage

Preferred covered

alternatives Implementation Date
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NEW DRUG, ADDED to coverage under the Medical Benefit at Non-
Traditional NPS (T8), PA, AL [Preferred Specialty (T8), with Prior Authorization requirements and Age Limit
of 8 years and older
NEW DRUG, ADDED to coverage under the Medical Benefit at Non-
EG-Optimized NPS (T8), PA, AL |Preferred Specialty (T8), with Prior Authorization requirements and Age Limit
Tzield of 8 years and older
; NEW DRUG, ADDED to coverage under the Medical Benefit at Non-
(teplizumab-mzwv) . ) Mt o ) .
PPACA-Optimized NPS (T8), PA, AL |Preferred Specialty (T8), with Prior Authorization requirements and Age Limit
E ) of 8 years and older
3 Type 1 Diabetes R N RX: NEW DRUG, not added to formulary 20112023
. Rx: e Medical: NEW DRUG, ADDED to coverage under the Medical Benefit with
Medicaid . Medical: Covered, |_ L ) ) : ) e
Medical: Prior Authorization and Site of Service requirements, with Age Limit of 8
PA, AL, SOS
years and older
Part D: NEW DRUG, Non-Formulary until added to FRF*. If added to FRF,
Part D: Part D: NF ADDED to formulary at Tier 5 Prior Authorization Requirements
oy e ot Medicare R Part B: NPS (T8), [Part B: NEW DRUG, ADDED to coverage under Part B at Non-Preferred
’ PA, AL Specialty (T8) with Prior Authorization requirements, and Age Limit of 8
years and older
Traditional
EG-Optimized
Vabysmo Indicated to treat PPACA-Optimized
5 (faricimab-svoa) neovascular age related ] Lucentis/Biosirmil
5 macular degeneration Rx: Rx: Iij cents 'OSE'T' o 211/2023
= and diabetic macular | Medicaid Medical Covered, |Medical: UPDATE Prior Authorization criteria to include trial through ucentis or Eylea
edema PA Lucentis,. Lucentis biosimilars or Eylea
J2177 Medicare
Traditional T4, QL T3, QL DECREASE Tier from Tier 4 to Tier 3
EG-Optimized T4, QL T3, QL DECREASE Tier from Tier 4 to Tier 3
Valganciclovir PPACA-Optimized  |T4, QL T3, QL DECREASE Tier from Tier 4 to Tier 3
g (geq for Valcyte) ] ] 3/1/2023
E Cytomegalovirus | Medicaid Rx: Re 7/1/2023 for Increased cost
2 Medical: Medical: share
o
450ma Tablet ONLY Medi Part D: Part D: Part D:
o e edicare Part B: Part B: Part B:




PA - Prior Authorization Pharmacy Department

SP- Speciglty I'j’hgrmacy Pending Changes to the
SLL_'A‘;:aL”i:'I:inS“m“ Approved Drug List
ST- Step Therapy January 2023 (Continued)

Current Future

Preferred covered

Commonuse  Formulary Comment altematives 'MPlementation Date

Coverage

Coverage Coverage

REMOVE Prior Authorization required for additional ICD-10 codes
- Pref Sped (T7), PA[{C83.10-C83.19 (mantle cell ymphoma) and E85.81 (light chain amyloidosis)
Traitionsl Pref Spec (T7), PA (Certain DX) [C90.00-C90.32 (multiple myeloma) is already no Prior Authorization
required]
REMOVE Prior Authorization required for additional ICD-10 codes
- Pref Sped (T7), PA|C83.10-C83.19 (mantle cell lymphoma) and E85.81 (light chain amyloidosis)
Velcade SERS LS Pref Spec (T7), PA| Certain DX) [C90.00-C90.32 (multiple myeloma) is already no Prior Authorization
E (bortezomib) required]
E, Chemotherapy REMOVE Prior Authorization required for additional ICD-10 codes 2112023
- Pref Sped (T7), PA[{C83.10-C83.19 (mantle cell lymphoma) and E85.81 (light chain amyloidosis)
PPRACR-OE PSR, 44 (Certain DX) [C90.00-C90.32 (multiple myeloma) is already no Prior Authorization
required]
. Rx: Rx:
Medicaid Medical: Medical:
o041 Medi Part D: Part D: Part D:
edicare Part B: Part B: Part B:
Traditional
Ventavis ES/;%FX'Z'ZT, -
§ (foprost Pulmonary arterial = R R
8 u i X: X:
5 . icai 4/1/2023
2 hypertension (PAH) Medicaid Medical: Medical:
w0 Part D: Part D: Part D-
10mogiml and 20mogizn Medicare Ef\” B:NPS (T8) ﬁiﬂ B:NPS (T8). | art B: UPDATE Prior Authorization Criteria
Traditional
. EG-Optimized
Vyepti IV PPACA-Optimized
= (eptinezumab-jjmr) R R
= Migraine icai X: X: 41112023
2 ‘ Medicaid Medical: Medical
- Part D: Part D: Part D:
100mgimi vl Medicare gf\” B:NPS (T8). Ezn B:NPS (T8). | part 8: UPDATE Prior Authorization Creria
Traditional
Xaracoll EG-Optimized
3 (Bupivacaine, PPACA-Optimized
3 collagen-matrix implant) Analgesia/Anesthesia - Rx: Rx: RX: 21112023
= Ll ete Medical: Not | Medical: Covered |Medical: ADD to coverage
13490, C9089 Medi Part D: Part D: Part D:
’ edicare Part B: Part B: Part B:




Coverage

PA - Prior Authorization
SP- Specialty Pharmacy
QL- Quantity Limit
AL-Age Limits

ST- Step Therapy

Common use

Formulary

Pharmacy Department
Pending Changes to the
Approved Drug List
January 2023 (continued)

Current

Coverage

Future

Coverage

Comment

NEW FORMULATION, ADDED to formulary at Tier 3, with Step Therapy
through amphetamine salt combination and dextroamphetamine sulfate, a

Preferred covered
alternatives

Implementation Date

Traitionsl T3, ST, QL, AL Quantity Limit of 30 patches per 30 days, and Age Limit of minimum of 6
years.
NEW FORMULATION, ADDED to formulary at Tier 3, with Step Therapy
- through amphetamine salt combination and dextroamphetamine sulfate, a
Xelstrym EG-Optimized T3, 3T, AL, AL Quantity Limit of 30 patches per 30 days, and Age Limit of minimum of 6 A
oy (dextroamphetamine) years. amphgtamme salt .
£ ADHD NEW FORMULATION, ADDED to formulary at Tier 3, with Step Therapy | combinaionand | Commercial - 10/31/2022
< ) - . dextroamphetamine Medicare - 3/1/2023
g PPACA-Optimized T3 ST QL AL through amphetamine salt combination and dextroamphetamine sulfate, a sulfate
P T Quantity Limit of 30 patches per 30 days, and Age Limit of minimum of 6
years.
- Rx: Rx: Carve-Out )
Medicaid Medical: Medical: N/A Rx: NEW FORMULATION, Carve-out
Transdemmal system Medicare Part D: Part D: Part D: NEW FORMULATION, not added to formulary
4 Part B: Part B: N/A Part B: N/A
Traditional
EG-Optimized
g Xolair PPACA-Optimized
E (omalizumab) R R
8 . o X: X:
% Respiratory agent  [Medicaid Medical: Medical: 4/1/2023
e
D
= Part D: T5, PA Part D: T5, PA
2357 ) , .
150mg vial and 75mg/0.5ml and 150mg/mi Medicare Part B:Pref Spec  |Part B: Pref Spec Part Dj No Change . L .
prefiled syringe (T7), PA (T7), PA Part B: UPDATE Prior Authorization Criteria
Traditional
EG-Optimized
Zynrelef PPACA-Optimized
S | (bupivacaine and meloxicam) . . Rx:
3 Analgesia/Anesthesia Medicaid Medical: Not Rx: RX: 2112023
2 : . o
Covered Medical: Covered |Medical: ADD to coverage
. Part D: Part D: Part D:
J3490, C9088 Medicare Part B: Part B: Part B:




Coverage

Medical

PA - Prior Authorization
SP- Specialty Pharmacy

QL- Quantity Limit
AL-Age Limits
ST- Step Therapy

Drug

Zynteglo

(betibeglogene autotemcel)

J3490 and J3590
Intravenous infusion

Common use

Transfusion-dependent

beta-thalassemia

Formulary

Pharmacy Department
Pending Changes to the
Approved Drug List
January 2023 (continued)

Current
Coverage

Future

Coverage

Comment

NEW DRUG, ADDED to coverage under the Medical Benefit as Gene

Traditional S:nig herapy, Therapy, with Prior Authorization Requirements and Age Limit of maximum
' 50 years
Gene Therapy, NEW DRUG, ADDED to coverage under the Medical Benefit as Gene
EG-Optimized PA AL ' Therapy, with Prior Authorization Requirements and Age Limit of maximum
' 50 years
Gene Therapy, NEW DRUG, ADDED to coverage under the Medical Benefit as Gene
PPACA-Optimized PA AL ' Therapy, with Prior Authorization Requirements and Age Limit of maximum
' 50 years
Medicaid Rx: . Rx: I?XCLUDED RX: NEW DRUG, EXCLUDED
Medical: Medical: Carve-out [Medical: NEW DRUG, not covered (Potential carve-out - MDHHS to review)
Part D:
Part D: EXCLUDED Part D: NEW DRUG, EXCLUDED If added to FRF, Non-Formulary
Medicare Part B: Part B: Gene Part B: NEW DRUG, ADDED to coverage under Part B (Gene Therapy), with

Therapy, PA, AL

prior authorization requirements and Age Limit of maximum 50 years

Preferred covered
alternatives

Implementation Date

2/1/2023




