Pharmacy Department
PA - Prior Authorization i
SP- Specialty Pharmacy Pending Changes to the ’( ’ Priorit Health
QL- Quantity Limit - y
ALAge Limits Approved Drug List
ST- Step Therapy March 2023
@ Preferred
@ Current Future Implementation
5 Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
DECREASE Tier: from Tier 4 to Tier 1 and REMOVE Prior
Traditional T4, PA T1, SmartPA  Authorization and ADD SMART Prior Authorization (ICD-
10 code C61).
DECREASE Tier: from Tier 4 to Tier 1 and REMOVE Prior
. Abiraterone EG-Optimized |[T4, PA Tlb, SmartPA [Authorization and ADD SMART Prior Authorization (ICD-
K (geq for Zytiga) 10 code C61).
% Chemotherapy EEAGA DECREASE Tier: from Tier 4 to Tier 1 and REMOVE Prior 51/2023
g o T4, PA TIb, SmartPA | Authorization and ADD SMART Prior Authorization (ICD-
Optimized
10 code C61).
Medicaid Rx: Rx:
edical Medical: Medical:
o Tab Medi Part D: Part D: Part D:
m: ablet
° ecicare Part B: Part B: Part B:
Rx: T4, PA, QL|Rx: T4, PA, QL|Rx and Medical: UPDATE Prior Authorization criteria for
Traditional Medical: Pref [Medical: Pref |Step Therapy through covered Adalimumab products
Spec (T7), PA |Spec (T7), PA |(currently Humira and Amjevita).
Rx: T4, PA, QL|Rx: T4, PA, QL|Rx and Medical: UPDATE Prior Authorization criteria for
Actemra EG-Optimized [Medical: Pref |Medical: Pref |Step Therapy through covered Adalimumab products
> Spec (T7), PA |Spec (T7), PA |(currently Humira and Amjevita).
o (Tocilizumab)
€
g Inflammatory  |ppaca. Rx: T.4, PA, QL|Rx: T.4, PA, QL|Rx and Medical: UPDATE Prior Authorization criteria for 102
< conditions Optimized Medical: Pref |Medical: Pref |Step Therapy through covered Adalimumab products 4 3
Imize
g P Spec (T7), PA |Spec (T7), PA |(currently Humira and Amjevita).
[
P Medicaid Rx: Rx:
edical Medical: Medical:
R Part D: T5, Part D: T5,
162mg/0.9ml Auto-injector and PA QL PA OL Part D: No Changes
Prefilled Syringe . ! ! Part B: UPDATE Prior Authorization requirements to
Medical: Medicare Part B: Part B: NOT ire Step Th f indicati
13262 Covaicsh B, |leevares B, r'eqlfwe tep erapy or new indication
80mg/4ml, 200mg/10ml, 400mg/20ml S S (Hospitalized COVID-19 in adults).
Solution Vials T T
Traditional
EG-Optimized
_ Adakveo ZP?CAf q
© . . . ptimize:
- Sickle Cell
§ (Crizanlizumab-tmca) ';s:asz Rx: N/A Rx: N/A Rx: N/A 4/1/2023
= Medicaid Medical: Medical: Medical: UPDATE Prior Authorization initial approval
Covered, PA |Covered, PA |duration from six months to one year.
30791 Medi Part D: Part D: Part D:
100mg/10ml Solution edicare Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional T4, PA, QL, AL|T4, PA, QL AL REMQYE Prlér Autho.rlzatlon c.omblnatlon therapy
restriction with botulinum toxin agents.
_ ) EG-Optimized |T4, PA QL AL|T4, PA, QL, AL REMQYE Prlér Autho.rlzatlon c.omblnatlon therapy
2 Aimovig restriction with botulinum toxin agents.
@ - — —
£ (Erenumab-aooe) Migraine PPACA- T4, PA, OL, AL| T4, PA, OL, AL REMOVE Prior Authorization combination therapy 5/1/2023
2 Optimized restriction with botulinum toxin agents.
a Medicaid RX: RX:
edical Medical: Medical:
omeml and 140mlml A . Medi Part D: Part D: Part D:
mg/ml an mg/ml Auto-injector
° o ! ecicare Part B: Part B: Part B:
Traditional T4, PA, QL. AL|T4, PA, QL AL REMPYE PI’I.OI' Autho.rlzatlon c.omblnatlon therapy
restriction with botulinum toxin agents.
) EG-Optimized |T4, PA QL, AL|T4, PA, QL, AL REMPYE PI’I.OI' Autho.rlzatlon c.omblnatlon therapy
> Ajovy restriction with botulinum toxin agents.
@ " — —
£ (Fremanezumab-vfrm) Migraine PPACA- T4, PA, QL. AL|T4, PA, QL AL REMOVE Prior Authorization combination therapy 5/1/2023
e Optimized restriction with botulinum toxin agents.
a Medicaid Rx: Rx:
edical Medical: Medical:
225MG/1.5mg Auto-injector and Medicare Part D: Part D: Part D:
Prefilled Syringe Part B: Part B: Part B:
Traditional T5 T5, PA ADD Prior Authorization requirements.
EG-Optimized |T5 T5, PA ADD Prior Authorization requirements.
Alprolix PPACA-
3 P i X . T5 T5, PA ADD Prior Authorization requirements.
@ | (Factor IX, Fc fusion protien) Optimized 5/1/2023
3 Hemophilia Rx: R
2 Medicaid X *
Q Medical: Medical:
250, 500,1000, 2000, 3000, and 4000 Medi Part D: Part D: Part D:
units for Reconstituted Solution edicare part B: Part B: Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@
@ Current Future A Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
UPDATE Prior Authorizaion criteria for all
medications/indications requiring Humira as Ste
Traditional  |T4,PAQL  |T4PA QL ) © reduring P
Therapy to include Amjevita (both are preferred
adalimumab products).
UPDATE Prior Authorizaion criteria for all
medications/indications requiring Humira as Ste
o EG-Optimized |T4,PA, QL  |T4 PA QL _ s requiring P
Amjevita Therapy to include Amjevita (both are preferred
> (Adalimumab-atto) adalimumab products).
E Inflammatory UPDATE Prior Authorizaion criteria for all
_;:T; conditions PPACA- T4, PA, QL T4,PA, QL medication.s/indication.s r?quiring Humira as Step 3012023
a Optimized Therapy to include Amjevita (both are preferred
adalimumab products).
Medicaid Rx: Rx:
edicat Medical: Medical:
Part D: T5. Part D: ADD to formulary at Tier 5 with Prior
Part D: NF T izati i ity Limi
20mafo.4ml Pre-filed Syringe Medicare PA QL Authorization Requirements and Quantity Limit of
Part B: 0.8m|/28 days.
Part B:
Part B:
UPDATE Prior Authorizaion criteria for all
medications/indications requiring Humira as Ste|
Traditional  |T4PAQL  |T4PA QL ) s reauring P
Therapy to include Amjevita (both are preferred
adalimumab products).
UPDATE Prior Authorizaion criteria for all
medications/indications requiring Humira as Ste|
o EG-Optimized [T4PA QL  |T4,PA QL ‘ ©requing P
Amjevita Therapy to include Amjevita (both are preferred
> (Adalimumab-atto) adalimumab products).
2 Inflammator i izai iteri
£ m y UPDATE Prior Authorizaion criteria for all 312023
g conditions PPATCA.v T4, PA, QL T4, PA, QL medication.s/indication.s r?quiring Humira as Step
Optimized Therapy to include Amjevita (both are preferred
adalimumab products).
Medicaid Rx: Rx:
edical Medical: Medical:
S Part D: T5, ZarthD:lADlD toRforrnluIary at Tlerds with ?rloil o
art D:
40mG Autoinjector and syringe Medicare PA, QL uthorization Requirements and Quantity Limit o
Part B: 1.6m|/28 days.
Part B:
Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
5 Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
Amlodipine/ EG-Optimized
Hydrochlorothiazide/ PPACA-
>
] Valsartan Optimized
{% (geq for Exforge) Hypertension Medicaid Rx: Rx: 3/1/2023
g Medical: Medical:
5-160-12.5mg, 5-160-25mg, 10-160- Part D: NE Part D: T4, QL Part D: ADD to formulary at Tier 4 with Quantity Limit
12.5mg, 10-160-25mg, 10-325-25mg Medicare ' of 30 tablets/30 days.
Tablets Part B: Part B: —
NEW FORMULATION: ADD to coverage under the
Traditional Pref Spec (T7) ) i X 9
Medical Benefit as Preferred Specialty (T7).
NEW FORMULATION: ADD to coverage under the
EG-Optimized Pref Spec (T7) ) i X 9
Medical Benefit as Preferred Specialty (T7).
Aponvie PPAtCAf- Pref Spec (T7) NEV\( FORMUL.ATION: ADD to cov?rage under the
= (Aprepitant) Nausea & Optimized Medical Benefit as Preferred Specialty (T7).
o
bl Y - 4/1/2023
g Vomiting X Rx: NF
> L Rx: . NEW FORMULATION: ADD to coverage under the
Medicaid . Medical: ) X
Medical: Medical Benefit as Covered.
Covered
33490 Part D: Part D: Part D:
After April Ist, 2023 New HCPCS: C9145 Medicare Part B: Pref | Part B: NEW FORMULATION: ADD to coverage under
32 MG/4.4 ML VIAL Part B: :
5 Spec (T7) Part B as Preferred Specialty (T7)
Traditional
Auvelity EG-Optimized
PPACA-
(Dextromethorphan / el
> X Optimized
g Bupropion) e e
1S Depression icai i ’ 3/1/2023
o P Medicaid Medical: Medical:
& Part D: T5. Part D: ADD to formulary at Tier 5 with Prior
, Part D: NF T Authorization Requirements and Quantity Limit of 60
45mg-105mg Extended-Release Tablet Medicare PA, QL
Part B: tablets/30 days.
Part B:
Part B:
" Non-Spec NEW FORMULATION: ADD to coverage under the
Traditional ) ) )
(Te) Medical Benefit as Non-Specialty (T6).
_ Non-Spec NEW FORMULATION: ADD to coverage under the
EG-Optimized ) ) )
(Te) Medical Benefit as Non-Specialty (T6).
_ Bendamustine PPACA- Non-Spec NEW FORMULATION: ADD to coverage under the
% (Geq for Treanda) Chemotherapy Optimized (T6) Medical Benefit as Non-Specialty (T6). 42023
p2 Rx: NF
_ Rx: . NEW FORMULATION: ADD to coverage under the
Medicaid . Medical: X X
Medical: Medical Benefit as Covered.
Covered
39033 Medi Part D: Part D: Part D:
25mg and 100mg/vial edicare Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Blephamide S.O.P PPACA-
S (Sulfacetamide/Prednisolone) Ocular Optimized
3 Inflammation o Rx: Rx: 2/1/2023
I}
g Conditions Medicaid Medical: Medical:
oo e Part D: T3 Part D: NF Eart D:IREI\;OfVED fror;lformulary- no longer on CMS
-0.2% tment
phthalmic Ointmen edicare Part B: Part B: ormulary Reference File.
Part B:
- I Pref Spec Pref Spec RE:AQ:{E Prli:’kcu:;zrlzalon ctor:blndatlon there:)y .
raditiona (7). PA (7). PA res I'IC(IOn V.\II preventative drugs (e.g. Aimovig,
Emgality, Ajovy).
o omimine Pref Spec Pref Spec RE:AQ:{E Prli:’kcu:;zrlzalon ctor:blndatlon there:)y .
-Optimize (7). PA (7). PA res I'IC(IOn V.\II preventative drugs (e.g. Aimovig,
Botox Emgality, Ajovy).
(OnabotulinumtoxinA) PPACA- PrefSpec Pref Spec RE:AQ:{E Prli:’kcu:;zrlzalon ctor:blndatlon there:)y .
restriction wi reventative drugs (e.g. Aimovig,
optimized  |M,PA  |(7),PA on @ P oo °
Emgality, Ajovy).
Rx: Rx: REMOVE Prior Authorizaion combination therapy
Medicaid Medical: Medical: restriction with CGRP preventative drugs Aimovig,
3 Covered, PA |Covered, PA [Emgality, and Ajovy.
s Chronic Migraine 4112023
>
Part D:
Part B: REMOVE Prior Authorization combination
Part D: Part D: ‘cAl?erap}/ rzstrlct:f)n WIt:)iGRPErDel\D/eI;\tatl\{e drughs’
Josas . Part B: Pref | Part B: Pref |movg, mgality, 4an \Jjovy. ? prior aut|
100u and 200u Single Dose Vial Medicare Spec (T7), PA, |spec (T7), PA, exemption when billed by a Neurologists (NEUR),
ST ST Rehab Medicine (PMR) and Physical Med & Rehab (PT)
specialists when following FDA max dose and
prescribing guidelines (to match Commercial and
Medicaid).




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy ’
ialty Ph Pending Changes to the riori ea
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
ADD to formulary at Tier 2 with Quantity Limit of 1
Traditional NF T2, QL . o e Y
inhaler per 30 days.
. ADD to formulary at Tier 2 with Quantity Limit of 1
Breo Ellipta Chronic EG-Optimized [NF T2,QL . o e Y
. inhaler per 30 days.
> (Fluticasone obstructive - - P
@ F Ail | PPACA- NE T2, 0L ADD to formulary at Tier 2 with Quantity Limit of 1
§ uroate/Vilanterol) pulmonary Optimized ' inhaler per 30 days. 4N/2023
g disease (COPD) Rx: Rx:
and Asthma | Medicaid Medical: Medical:
100mcg-25meg/act and 200mcg- Part D: Part D: Part D:
25mcg/act Powder for Inhalation Medicare X
BRAND ONLY Part B: Part B: Part B:
Traditional NF NEW GENERIC: not added to formulary.
EG-Optimized NF NEW GENERIC: not added to formulary.
> Brimonidine PPACA-
g R o NF NEW GENERIC: not added to formulary.
€ (geq for Mirvaso) Acne Optimized 1/20/2023
LE Medicaid Rx: Rx:
o edicat Medical: Medical:
o5 Gel Med Part D: Part D: Part D:
) el Pum|
: ecicare Part B: Part B: Part B:
NEW DRUG: ADD to coverage under the Medical
Traditional Pref Spec Benefit Preferred Specialty (T7) with Pri
raditiona (T7), PA, SOS ene |4asla re errg pecia 4y( )WI. rior
Authorization and Site of Service Requirements
NEW DRUG: ADD to coverage under the Medical
. Pref Spec ) . K .
EG-Optimized (T7), PA, SOS Benefit as a Preferred Specialty (T7) with Prior
Briumvi e Authorization and Site of Service Requirements
_ o » NEW DRUG: ADD to coverage under the Medical Glatiramer
8 (ublituximab-xity) AR PrefSpec | genefit as a Preferred Specialty (T7) with Prior acetate, Dimethyl
3 Relapsing MS |optimized (T7), PA, SOs | -Snett asa Freterred specialty ;e ' 4 4512023
s Authorization and Site of Service Requirements fumarate,
Rx: NF Rx: NEW DRUG: not added to formulary Fingolimod
Medicaid Rx: Medical: Medical: NEW DRUG: ADD to coverage under the
icai .
Medical: Covered, PA, |Medical Benefit with Prior Authorization and Site of
SOS Service Requirements
Part D: NF Part D: NEW DRUG: not added to formulary
33490, J3590, C9399 Part D:
' Lo Medicare Part B: PS Part B: NEW DRUG: ADD to coverage under Part B as
150mg/6ml vial Part B:
(T7) Preferred Specialty (T7)




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
[ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
- Non- NEW FORMULATION: ADD to coverage under the
Traditional . . X . :
Specialty (T6) |Medical Benefit as Non-Specialty (Tier 6).
EeErmitirmiie] Non- NEW FORMULATION: ADD to coverage under the
. -Optimize .
Cardiolite P Specialty (T6) |Medical Benefit as Non-Specialty (Tier 6).
(Technetium tc99m
& ibi PPACA- Non- NEW FORMULATION: ADD to coverage under the
8 sestamibl) ) ) . ) ) ) . 29 COMM 2/10/2023
bl Diagnostic agent [Optimized Specialty (T6) |Medical Benefit as Non-Specialty (Tier 6).
g CAID 2/8/2023
R Rx: NF Rx: NEW FORMULATION: not added to formulary.
Medicaid Médical‘ Medical: Not |Medical: NEW FORMULATION: not added to coverage
) Covered under the medical benefit.
Part Dr Part D: NEW FORMULATION: luded fi f |
Prep Ki Medi Part b EXCLUDED Part B. NEW FORMULATION. ex: o ro;ﬂbormu "
t : :
rep Ki edicare Part B: Part B: :r not managed by
Covered pharmacy.
- i Non- NEW FORMULATION: ADD to coverage under the
raditiona .
Specialty (T6) |Medical Benefit as Non-Specialty (Tier 6).
e Non- NEW FORMULATION: ADD to coverage under the
EG-Optimized q . y A .
Ceretec Specialty (T6) |Medical Benefit as Non-Specialty (Tier 6).
(Technetium Tc 99m
= i PPACA- Non- NEW FORMULATION: ADD to coverage under the
i Exametazime) ) ) el . X X . ) < COMM 12/23/2023
] Diagnostic agent [Optimized Specialty (T6) Medical Benefit as Non-Specialty (Tier 6).
2 CAID 12/21/2023
R RXx: Rx: NEW FORMULATION: not added to formulary.
Medicaid Médical‘ Medical: Not |Medical: NEW FORMULATION: not added to coverage
. Covered under the medical benefit.
re| it N N
P edicare Part B: Part B: N/A art B: : not managed by
pharmacy.




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the ’( , Priorit Health
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
UPDATE Prior Authorization requirements to
Traditional ~ |T5,PA,QL  [T5,PA QL il d
DECREASE age limit to 12 years.
UPDATE Prior Authorization requirements to
EG-Optimized [T5,PA,QL  [T5,PA QL e d
. DECREASE age limit to 12 years.
g Cibinqo PPACA. UPDATE Prior Authorizati i ts t
E (Abrocitinib) . = v TS, PA, QL 15, PA, QL rior u .DI'IZa ion requirements to
< Atopic Dermatitis Optimized DECREASE age limit to 12 years. 5/1/2023
g Rx: Covered, [Rx: Covered, e UEDATE Biiler Auiheniseti X st
X: rior Authorization requirements to
Medicaid PA, AL PA, AL D CREASE acie it o1 q
age limit to 12 years.
Medical: Medical: < v
i Part D Part D: Part D
50mg, 100mg, and 200mg Tablets Medicare Part B: part B: Part B:
Rx: TS, PA, QL [Rx: TS5, PA, QL |UPDATE Prior Authorization criteria for Step Therapy
Traditional Medical:NPS [Medical:NPS [through covered Adalimumab products (currently
(T8), PA (T8), PA Humira and Amjevita).
Rx: TS, PA, QL [Rx: TS5, PA, QL |UPDATE Prior Authorization criteria for Step Therapy
ci ) EG-Optimized [Medical: NPS |Medical: NPS |through covered Adalimumab products (currently
fmzia (T8), PA (T8), PA Humira and Amjevita).
§ (Certolizumab pegol)
€
g Inflammatory  |ppaca- Rx: TF, PA, QL [Rx: T.5' PA, QL |UPDATE Prior Authorization criteria for Step Therapy
= conditions | optimized Medical: NPS |Medical: NPS |through covered Adalimumab products (currently 4/1/2023
imiz
g P (T8), PA (T8), PA Humira and Amjevita).
[
= Medicaid Rx: Rx:
edicat Medical: Medical:
Rx:
200mg/ml Prefilled Syringe Kit and
Star;er Klit Medi Part D: Part D: Part D:
Medical: edicare
0717 Part B: Part B: Part B:
400mg Lyophilized Powder in Single
Dose Vial
Traditional
EG-Optimized
Cosentyx PPACA-
> (Secukinumab) Optimized
1*)
o Inflammatory Rx: Rx:
3 Medicaid 2/1/2023
;;5 conditions edieal Medical: Medical: a2
a i - . R
Part D: T5, Part D: T5, Part D: UPDATE P.I'IOT Authc-wrlzat.\on requirements to
75mg/0.5ml, 150mg/ml Prefilled Medicare PA, QL PA, QL remove azathioprine as a trial/failure drug for the
Syringe Pa;’t B N/A Pa;t B: N/A indication of Psoriatic Arthritis.
Part B: N/A




) o Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the q Priorit Health
QL- Quantity Limit - y
AL Age Limits Approved Drug List L
ST- Step Therapy March 2023 (continued)
% Current Future preferred Implementation
5 Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Cosentyx PPACA-
2 (Secukinumab) Optimized
el Inflammatory o Rx: Rx:
Eﬂ conditions Medicaid Medical: Medical: 22023
e Part D: T, Part D: T5, Part D: UPDATE D-rior Authc?rizat.Ion requirements to
75mg/0.5mi, 150mg/ml Auto-injector Medicare PA QL PA, QL 'rerr'wov? azathlopr.lng asa tr\.ail/fallure drug for the
PartB:N/A | Part B: N/A indication of Psoriatic Arthritis
Part B: N/A
Traditional T3, PA QL T3.0L REMOYE F:riq Authorization requirement and UPDATE
Quantity Limit to 30 tablets/30 days.
) . EG-Optimized |T3, PA, QL T3.0L REMOYE F:riq Authorization requirement and UPDATE
> Daliresp Chronic Quantity Limit to 30 tablets/30 days.
E (Rolflumilast) obstructive PPACA- T3, PA, QL 3, 0L REMOVE Prior Authorization requirement and UPDATE 5/1/2023
g pulmonary Optimized Quantity Limit to 30 tablets/30 days.
a disease (COPD) o Rx: RX:
Medicaid Medical: Medical:
250mo Tablets ONLY Medicare Part D: Part D: Part D:
Part B: Part B: Part B:
Traditional 3. PA T3.0L REMOYE F:riq Authorization requirement and ADD
Quantity Limit of 30 tablets/30 days.
. . EG-Optimized |T3, PA 3, 0L REMOYE P'rio-r Authorization requirement and ADD
> Daliresp Chronic Quantity Limit of 30 tablets/30 days.
g (Rolflumilast) obstructive PPACA- T3, PA 3, 0L REMOVE Prior Authorization requirement and ADD 5/1/2023
o pulmonary Optimized Quantity Limit of 30 tablets/30 days.
a disease (COPD) L Rx: Rx:
Medicaid Medical: Medical:
500mcg Tablets ONLY Medicare Part D: Part D: part D:
Part B: Part B: Part B:
REMOVE Prior Authorization requirement for ICD-10
S Pref Spec Pref Spec code: E85.81 (light chain amyloidosis). [C90.00-C90.32
(T7), PA (T7), PA (multiple myeloma) is already no Prior Authorization
required].
REMOVE Prior Authorization requirement for ICD-10
L Pref Spec Pref Spec code: E85.81 (light chain amyloidosis). [C90.00-C90.32
Darzalex He- O] (T7), PA (T7), PA (multiple myeloma) is already no Prior Authorization
E (Daratumumab) required].
3 Chemotherapy REMOVE Prior Authorization requirement for ICD-10 /2023
= PPACA- Pref Spec Pref Spec code: E85.81 (light chain amyloidosis). [C90.00-C90.32
Optimized (T7), PA (T7), PA (multiple myeloma) is already no Prior Authorization
required].
L Rx: Rx:
Medicaid Medical: Medical:
39145 ) Medicare Part D: Part D: Part D:
100mg/5ml and 400mg/20mi Solution Part B: Part B: Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
ADD Prior Authorization criteria (SmartPA - Must have
" T2, SmartPA, |Diabetes diagnosis (ICD-10 E10.10 - 10.9 OR ET1.00 to
Traditional T2, QL .
QL ET11.9) AND current use (within 6 months) of ANY
insulin.)
ADD Prior Authorization criteria (SmartPA - Must have
E£G-Optimized |2, 0L T2, SmartPA, |Diabetes diagnosis (ICD-10 E10.10 - 10.9 OR E11.00 to
- imize: ,
> Dexcom G6 o QL E11.9) AND current use (within 6 months) of ANY
@© . -
£ (cam) Diabetic Supply |nsu||n.). —— — 7/1/2023
o ADD Prior Authorization criteria (SmartPA - Must have
& PPACA- 2.0L T2, SmartPA, |Diabetes diagnosis (ICD-10 E10.10 - 10.9 OR E11.00 to
Optimized ' QL ET1.9) AND current use (within 6 months) of ANY
insulin.)
Medicaid Rx: Rx:
edical Medical: Medical:
G6 Reader device, G6 senor, and . Part D: Part D: part D:
. Medicare
Transmitter device Part B: Part B: Part B:
ADD to formulary at Tier 2 with Quantity Limits and
N T2, SmartPA, with Prior Authorization criteria (SmartPA - Must have
Traditional NF oL Diabetes diagnosis (ICD-10 E10.10 - 10.9 OR E11.00 to
ET11.9) AND current use (within last six months) of ANY
insulin.)
ADD to formulary at Tier 2 with Quantity Limits and
n T2, SmartPA, w!th Prior Author{zatlon criteria (SmartPA - Must have
D o7 EG-Optimized |NF oL Diabetes diagnosis (ICD-10 E10.10 - 10.9 OR E11.00 to
Xxcom L .
§ exco ET11.9) AND current use (within last six months) of ANY
3 (CGM) Diabetic Supply insulin.) 5/1/2023
g ADD to formulary at Tier 2 with Quantity Limits and
PDACA- T2, SmartPA, w!'th Prior Authori‘zation criteria (SmartPA - Must have
o NF Diabetes diagnosis (ICD-10 E10.10 - 10.9 OR E11.00 to
Optimized QL L .
E11.9) AND current use (within last six months) of ANY
insulin.)
Medicaid Rx: Rx:
edicat Medical: Medical:
Part D: Part D: Part D:
G7 Receiver and G7 Sensor Medicare
Part B: Part B: Part B:
Traditional NF NEW FORMULATION: not added to formulary.
EG-Optimized NF NEW FORMULATION: not added to formulary.
PPACA-
Dexlansoprazole DR Optimized NF NEW FORMULATION: not added to formulary.
> . ptimize
8 for Dexilant
g (geq for Dexilant) Gastroesophageal B Rx: Covered, COMM 12/23/2023
= reflux disease |V X: . PA Rx: NEW FORMULATION: ADD to the formulary as PDL CAID 12/21/2023
g (GERD) Medical: Medical: Non-Preferred with Prior Authorization requirements.
somaC e ONLY Medi Part D: Part D: NF Part D: NEW FORMULATION: not added to formulary.
m apsule
9cer edicare Part B: Part B:N/A  |Part B: N/A




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the ’( , Priorit Health
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Dichlorphenamide PPACA-
>
8 i . Optimized
g (geq for Keveyis) Low Potassiurm ptimize
I (Hypokalemia) |Medicaid Rx: Rx. 32023
g edical Medical: Medical:
S e Part D: NE Part D: T5, PA iar‘thD:-AD!D to;ormulary at Tier 5 with Prior
t
mg Tablet edicare Part B: Part B: uthorization Requirements.
Part B:
Traditional NF NEW FORMULATION: not added to formulary.
EG-Optimized NF NEW FORMULATION: not added to formulary.
. . PPACA-
Diclofenac Potassium o NF NEW FORMULATION: not added to formulary.
g (geq for Cambia) Optimized
g Migraine R P NE Rx: NEW FORMULATION: not added to formulary. COMM 1/20/2023
ki Medicaid . - Medical: NEW FORMULATION: not added to coverage CAID 1/20/2023
T Medical: Medical: . R}
under the medical benefit.
. Part D: Part D: NF Part D: NEW FORMULATION: not added to formulary.
50mg Powder Packet Medicare
Part B: Part B:N/A  |Part B: N/A
ADD Step Therapy drug option of Vancomycin
capsules, AND UPDATE Quantity limit from 20
Traditional T5,ST,QL  |T5,ST,QL P Quantity fimit :
tablets/30 days to 20 tablets/10 days with maximum of
2 fills per 6 months.
ADD Step Therapy drug option of Vancomycin
capsules, AND UPDATE Quantity limit from 20
i EG-Optimized |T5,ST,QL  |T5,ST,QL P Quantity fimit _
> Dificid tablets/30 days to 20 tablets/10 days with maxaximum
o i i f 2 fills per 6 months.
£ (Fidaxomacin) Lo . o p
LE Antimicrobial ADD Step Therapy drug option of Vancomycin S//2023
a PPA.CAV» T5,5T, QL T5,ST. QL capsules, AND UPDATE Quantity Iimitfrom 29
Optimized tablets/30 days to 20 tablets/10 days with maximum of
2 fills per 6 months.
Medicaid Rx: Rx:
edicat Medical: Medical:
200 Tabi Medi Part D: Part D: Part D:
M ablet
° edicare Part B: Part B: Part B:
Traditional
EG-Optimized
Digitek PPACA-
>
3 o .
E (Digoxin) Chronic Atrial Optimized
5 Fibrillation | Medicaid Rx: Rx: 22023
icai
g edica Medical: Medical:
. . e Part D: T4 Part D: NF Eart D:IREh;O;/ED fror;lformulary - no longer on CMS
m t .
cg Tablef edicare Part B: Part B: porr:n; ary Reference File
art B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
REMOVE combination therapy restriction with other
Traditional T2, ST.QL  [T2,ST,QL : . B
sedative hypnotics.
REMOVE combination therapy restriction with other
_ EG-Optimized [T2,ST,QL  |T2,ST, QL : ; i
> Doxepin sedative hypnotics.
g (geq for Silenor) Insormnia PPACA‘\— T2,5T QL T2,5T. QL REM(?VE combi.nation therapy restriction with other 52023
= Optimized sedative hypnotics.
a Medicaid Rx: Rx:
edical Medical: Medical:
s e Tablete ONLY Medi Part D: Part D: Part D:
mg an m ablets
° ° ecicare Part B: Part B: Part B:
- I Pref Spec Pref Spec RE:AQ:{E Prli:’kcu:;zrlzalon ctor:blndatlon there:)y .
raditiona (7). PA (7). PA res I'IC(IOn V.\II preventative drugs (e.g. Aimovig,
Emgality, Ajovy).
o omimine Pref Spec Pref Spec RE:AQ:{E Prii:’kcu:;zrizaion ctor:bindation there:)y .
-Optimize (7). PA (7). PA res I'IC(IOn V.\II preventative drugs (e.g. Aimovig,
Dysport Emgality, Ajovy).
(AbobotulinumtoxinA) PPACA- PrefSpec Pref Spec RE:AQ:{E Prii:’kcu:;zrizaion ctor:bindation there:)y .
restriction wi reventative drugs (e.g. Aimovig,
optimized  |M,PA  |(7),PA on @ P oo °
Emgality, Ajovy).
Rx: Rx: REMOVE Prior Authorizaion combination therapy
Medicaid Medical: Medical: restriction with CGRP preventative drugs Aimovig,
8 Covered, PA |Covered, PA [Emgality, and Ajovy.
s Chronic Migraine 4112023
>
Part D:
Part B: REMOVE Prior Authorization combination
Part D: Part D: ‘cAl?erap}/ rzstrlct:f)n WIt:)iGRPErDel\D/eI;\tatl\{e drughs’
Josee . Part B: Pref | Part B: Pref |movg, mgality, 4an \Jjovy. ? prior aut|
300 unit and 500 unit Single Dose Vial Medicare Spec (T7), PA, |spec (T7), PA, exemption when billed by a Neurologists (NEUR),
ST ST Rehab Medicine (PMR) and Physical Med & Rehab (PT)
specialists when following FDA max dose and
prescribing guidelines (to match Commercial and
Medicaid).




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
REMOVE Prior Authorization combination therapy
Traditional T4, PA, QL, AL|T4, PA, QL, AL |restriction of preferred agents with botulinum toxin
agents.
REMOVE Prior Authorization combination therapy
E li EG-Optimized |T4, PA, QL, AL|T4, PA, QL, AL|restriction of preferred agents with botulinum toxin
o mgality
[ agents.
@ (Galcanezumab-gnim) - — —
£ Migraine PPACA. REMOVE Prior Authorization combination therapy 5/1/2023
2 o T4, PA, QL, AL[T4, PA, QL, AL|restriction of preferred agents with botulinum toxin
a Optimized
agents.
Medicaid Rx: Rx:
edical Medical: Medical:
120mg/ml Auto-injector and Prefilled Part D: Part D: Part D:
Syringe and 300mg dose Prefilled Medicare . X ’
Syringe Part B: Part B: Part B:
UPDATE Prior Authorization criteria for Step Therapy
Traditional T4, PA, QL T4, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
Enbrel EG-Optimized T4, PA QL T4, PA, QL through covered Adalimumab products (currently
£ Humira and Amjevita).
§ (Btanercept) Inflammator PPACA UPDATE Prior Authorization criteria for Step Therapy COMM 4/1/2023
£ - Y - T4, PA QL T4, PA QL through covered Adalimumab products (currently CARE (Part D)
g conditions Optimized . -
I Humira and Amjevita). 2/1/2023
Medicaid Rx: Rx:
edical Medical: Medical:
Part D: T5, Part D: TS, Part D: UPDATE P.rlor Autht.)rlzat.\on requirements to
25mg/0.5ml, 50mg/ml Pre-filled Medicare PA, QL PA, QL rerv.mve. azathlopr{lné asa tr!a.l/fallure drug for the
Syringe indication of Psoriatic Arthritis.
Part B: Part B:
Part B:
UPDATE Prior Authorization criteria for Step Therapy
Traditional T4, PA, QL T4, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
Enbrel EG-Optimized |T4, PA QL T4, PA, QL through covered Adalimumab products (currently
Et " Humira and Amjevita).
}? (Etanercept) Inflammatory | PPACA UPDATE Prior Authorization criteria for Step Therapy COMM 4/1/2023
£ L L T4, PA, QL T4, PA, QL through covered Adalimumab products (currently CARE (Part D)
z conditions Optimized . L
I Humira and Amjevita). 211/2023
Medicaid Rx: Rx:
edicat Medical: Medical:
Part D: T5, Part D: T5, Part D: UPD/;TE P.I'IOT Authc-wrlljfat.\lon r(;quwrime;ts to
25mg/ml and 50mg/mi Auto-injector Medicare PA, QL PA, QL remove azat loprine asa trfa_ ailure drug forthe
indication of Psoriatic Arthritis.
Part B: Part B:
Part B:




Pharmacy Department
PA - Prior Authorization y p
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit A dD Li y
AL-Age Limits pprove rug st
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
UPDATE Prior Authorization criteria for Step Therapy
Traditional T4, PA, QL T4, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
Enbrel Mini EG-Optimized |T4, PA QL T4, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
> (Etanercept) N P P
S Inflammatory | PPACA- UPDATE Prior Authorization criteria for Step Therapy COMM 4/1/2023
3 L . T4, PA, QL T4, PA, QL through covered Adalimumab products (currently CARE (Part D)
@ conditions Optimized
g Humira and Amjevita). 2h/2023
Medicaid Rx: Rx:
edical Medical: Medical:
Part D: T5, Part D: T5, Part D: UPD/;\IE P-I'IOI' Autht?rlljfat.\lon rzquwrime;ts to
50mg/ml Solution Cartridge Medicare PA, QL PA, QL 'reg'\ovt.e aza; F;Opr_lm_e a:al;m_a_ ailure drug forthe
partB:N/A  |PartBin/a | ication of Psoriatic Arthritis.
Part B: N/A
REMOVE combination therapy restriction with other
Traditional  |TLQLAL [T, QL AL : _ ]
sedative hypnotics.
REMOVE combination therapy restriction with other
EG-Optimized |[Tlb, QL, AL Tib, QL, AL
> Estazolam i sedative hypnotics.
@ —— — -
£ (geq for Prosom) Insomnia PPA'CA— TIb, OL, AL b, OL, AL REMQVE combl.natlon therapy restriction with other 5/1/2023
o Optimized sedative hypnotics.
a Medicaid Rx: Rx:
edical Medical: Medical:
Part D: Part D: :
Img and 2mg Tablets Medicare a ar Part D:
Part B: Part B: Part B:
Rx: T2 Rx: T2 Rx: NEW FORMULATION: ADD to formulary at Tier 2.
Traditional Medical: Non-[Medical: Non- Medical: NEW FORMULATION: ADD to coverage under
spec (T6) spec (T6) the Medical Benefit as non-specialty (T6).
Rx: T2 Rx: T2 Rx: NEW FORMULATION: ADD to formulary at Tier 2.
- EG-Optimized [Medical: Non-|Medical: Non-|Medical: NEW FORMULATION: ADD to coverage under
é Estradiol spec (T6) spec (T6) the Medical Benefit as non-specialty (T6). COMM 2/8/2023
e (geq for Delestrogen) Hormone X CAID 6/8/2022
a Rx: T2 Rx: T2 Rx: NEW FORMULATION: ADD to formulary at Tier 2.
= Replacement |PPACA- o - ) CARE (Part D)
3 el Medical: Non-[Medical: Non- Medical: NEW FORMULATION: ADD to coverage under 119/2023
IMIZ
E P spec (T6) spec (T6) the Medical Benefit as non-specialty (T6).
- Rx: Covered |RX: NEW FORMULATION: ADD to formulary.
Medicaid Médical‘ Medical: Medical: NEW FORMULATION: ADD to coverage under
i Covered the Medical Benefit.
1380 ‘ Part D: Part D: T2 Part D: NEW FORMULATION: ADD to formulary at Tier
S0mg/Sm Vial ONLY MeslEEe Part B: Part B:N/A <
Part B: N/A




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
REMOVE combination therapy restriction with other
Traditional TL,QLAL  |T1,QL AL ° ! 24
sedative hypnotics.
REMOVE combination therapy restriction with other
: EG-Optimized |Tlb, QL AL  |Tlb, QL, AL ° ! Py
> Eszopiclone sedative hypnotics.
[
o B —— — -
§ (geq for Lunesta) Insomnia PPACA.\ Tib, QL, AL b, QL, AL REM(?VE combl.natlon therapy restriction with other /12023
g Optimized sedative hypnotics.
a Medicaid Rx: RX:
edical Medical: Medical:
1mg. 2 d3ma Tabl Medi Part D: Part D: Part D:
mg, 2mg, and 3mg Tablets
929 ° ecicare Part B: Part B: Part B:
Traditional
EG-Optimized
Evrysdi PPACA-
>
3 - .
g (Risdiplam) Spinal Muscular Optimized
5 Atrophy Medicaid Rx: Rx: 2/1/2023
edica . .
g s Medical: Medical:
Part D: Part D: T5, Part D: UPDATE Prior Authorization criteria to REMOVE
60mg/80mI Powder for Oral Solution Medicare T5,PAQL PA, QL Age Restriction.
Part B: Part B: Part B:
UPDATE Prior Authorization requirements to include
Traditional NPS (T8), PA |NPS (T8), PA _ a >
treatment for retinopathy of prematurity.
UPDATE Prior Authorization requirements to include
EG-Optimized |NPS (T8), PA [NPS (T8), PA | q >
Eylea treatment for retinopathy of prematurity.
PPACA- UPDATE Prior Authorization requirements to include
(Aflibercept) o o NPS (T8), PA [NPS (T8), PA . 9 i
© New indication of |Optimized treatment for retinopathy of prematurity.
o
5 i Rx: Rx: . 4/1/2023
8 Retinopathy of - . . Medical: UPDATE Prior Authorization requirements to s
= prematurity. Medicaid Medical: Medical include treatment for retinopathy of prematurit.
Covered, PA [Covered, PA pathy ot p Y-
Part D:NF  |Part D: NF ia” S:SEMOVEP Authorizati vedt
ZMQ/OOJ::FSOMNOH MezlEe Part B:NPS | Part B: NPS Z;t" 11CD-10 nodr LJHt3§;§|atllj;5r1e:;I'; ti . th
(T8), PA (T8), PA additiona i codes 101 - .169 (Retinopathy
of prematurity).
Traditional NF NEW FORMULATION: not added to formulary.
L EG-Optimized NF NEW FORMULATION: not added to formulary.
Ezetimibe - DPACA
> Atorvastatin Opti N d NF NEW FORMULATION: not added to formulary. COMM 1/20/2023
2 (geq for Liptruzet) ptmeze CAID 1/20/2023
§ geq P Hypercholesterolemia Rx: Rx: NF
8 Medicaid . . RX: NEW FORMULATION: not added to formulary. CARE (Part D)
g Medlical: Medical: N/A /2023
10-10mg, 10-20mg, 10-40mg, and 10- Medicare Part D: Part D: NF Part D: NEW FORMULATION: not added to formulary.
80mg Tablets Part B: Part B:N/A  |Part B: N/A




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

March 2023 (continued)

Current
Coverage

Future
Coverage

Comment

NEW DRUG: ADD to formulary at Tier 1 with SMART

Preferred
covered
alternatives

o Priority Health

Implementation
Date

Part B:

. T1, SmartPA, ) - R
Traditional NF aL Prior Authorization (ICD-10 G35), and Quantity Limit of
one month fill.
o Tib, SmartPA, NFW DRUG:AADAD to formulary at Tier 1 wnh(SMART
) ) EG-Optimized |NF Prior Authorization (ICD-10 G35), and Quantity Limit of
Fingolimod QL A
X one month fill.
3 (geq for Gilenya) PoACA b Srartpa | NEW DRUGE ADD to formulary at Tier 1 with SMART COMM 52023
3 Multiple Sclerosis L NF ' '| Prior Authorization (ICD-10 G35), and Quantity Limit of CARE (Part D)
© Optimized QL X
I one month fill. 2/1/2023
Medicaid Rx: Rx:
edicat Medical: Medical:
Part D: T5. Part D:NEW DRUG: ADD to formulary at Tier 5 with
Part D: NF T i izati i i i imi
05mg Capsule Medicare PA, QL Prior Authorization Requirements with Quantity Limit
Part B: B & of 30 tablets/30 days.
) Part B:
Traditional
EG-Optimized
Firdapse PPACA-
g (Amifampridine) Lormbert. Eaton |OPtMIZEd
£ Sond RX: RX: 21112023
@ ndrome icai
g 4 Medicaid Medical: Medical:
Part D: T5, Part D: T5, Part D: UPDATE Prior Authorization to remove
10mg Tablet Medicare PA, QL PAQL trial/failure with Pyridostigmine in adults.
Part B: Part B: Part B:
REMOVE combination therapy restriction with other
Traditional  |TLQLAL |1, QLAL : . &
sedative hypnotics
REMOVE combination therapy restriction with other
EG-Optimized [TIb, QL AL  [TIb, QL, AL - ! Py
> Flurazepam sedative hypnotics
& — — -
g (geq for Dalmane) Insormnia PPA.CAl Tib, QL, AL b, QL, AL REMQVE comblhatlon therapy restriction with other 5/1/2023
e Optimized sedative hypnotics
o Medicaid Rx: Rx:
edicat Medical: Medical:
s 4 30me ¢ ‘ Medi Part D: Part D: Part D:
M9 and Fome Capsuies edicare Part B: Part B: Part B:
Traditional
EG-Optimized
FML PPACA-
§ (Fluorometholone) Ocular Optimized
3 Inflammation dicaid Rx: Rx: 21/2023
@
g Conditions Medicai Medical: Medical:
) Part D: T3 Part D: NF Part D:REMOVED from.formulary - no longer on CMS
0.1% Ophthalmic Ointment Medicare Formulary Reference File.
Part B: Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
o
@ Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
ADD Prior Authorization criteria (SmartPA - Must have
" T2, SmartPA, |Diabetes diagnosis (ICD-10 E10.10 - 10.9 OR E11.00 to
Traditional T2, QL .
QL ET11.9) AND current use (within 6 months) of ANY
insulin.)
ADD Prior Authorization criteria (SmartPA - Must have
_ T2, SmartPA, |Diabetes diagnosis (ICD-10 E10.10 - 10.9 OR E11.00 to
EEHCIEE] | 125 QL E11.9) AND ithin 6 hs) of ANY
Freestyle Libre e ) current use (within 6 months) o
(CGM) insulin.)
> ADD Prior Authorization criteria (SmartPA - Must have
e A PPACA- T2, SmartPA, [Diabetes di. is (ICD-10 E10.10 - 10.9 OR E11.00 t
E Diabetic Supply o T2,QL Iefbrzies elgmess | o ° 7/1/2023
8 Optimized QL ET11.9) AND current use (within 6 months) of ANY
o insulin.)
Medicaid Rx: Rx:
edicat Medical: Medical:
Freestyle Libre 14 day Reader device
. | L‘bahissnssr 5 ) Medi Part D: Part D: Part D:
reestyle Libre 2 Reader device an edicare . i X
sensor Part B: Part B: Part B:
Freestyle Libre 3 sensor
Traditional NF NEW DEVICE: not added to formulary.
EG-Optimized NF NEW DEVICE: not added to formulary.
PPACA-
GE333 Blood Glucose o NF NEW DEVICE: not added to formulary.
. s Optimized
3 ystem
@© Rx: NEW DEVICE: not added to formulary. COMM 2/21/2023
£ Blood gl t i i Rx: NF )
= (Blood glucose meter) Diabetic Supply Medicaid Rx: Medical Medical: NEW DEVICE: ADD to medical benefits and CAID - 2/15/2023
edicai ) :
g Medical: covered under DME (PA is managed by medical pre-
Covered i
service).
a “ Medi Part D: Part D: Part D:
ucose Monitor
edicare Part B: Part B: Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
o
@ Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
NEW DEVICE: ADD to formulary at Tier 3 with Step
Traditional T3,ST,QL Therapy through One Touch, and Quantity Limit of 200
test strips/30 days.
NEW DEVICE: ADD to formulary at Tier 3 with Step
EG-Optimized T3,ST,QL Therapy through One Touch, and Quantity Limit of 200
GE333 Blood Glucose test strips/30 days.
§ Test Strips NEW DEVICE: ADD to formulary at Tier 3 with Step
€ . . PPACA- T COMM 2/21/2023
£ Diabetic Supply e T3, ST, QL Therapy through One Touch, and Quantity Limit of 200
@ Optimized CAID - 2/15/2023
g test strips/30 days.
Rx: NE Rx: NEW DEVICE: not added to formulary.
o Rx: - Medical: NEW DEVICE: ADD to coverage under the
Medicaid . Medical: . § X .
Medical: Medical Benefit (DME) - (PA is managed by medical
Covered .
pre-service).
Dinbetic Test S Medi Part D: Part D: Part D:
ti t St
abetic Test Strips edicare Part B: Part B: Part B:
ADD to formulary at Tier 4 with Prior Authorization
Traditional NF T4, PA ' y
Requirements.
ADD to formulary at Tier 4 with Prior Authorization
! EG-Optimized |NF T4, PA ' y
Genotropin Requirements.
(Somatropin, rh-GH) PPACA- NE T4 PA ADD to formulary at Tier 4 with Prior Authorization
I Optimized ' Requirements.
2 Human Growth X .
: Medicaid R R 5//2023
g Hormone Medical: Medical:
0.2MG/0:25ml, 0.4mg/0.25ml,
0.6mg/0.25ml, 0.8mg/0.25ml,
12mg/0.25ml, 1.4mg/0.25ml, Medi Part D: Part D: Part D:
1.6mg/0.25ml,1.8/0.25ml, Img/0.25ml, edicare Part B: Part B: Part B:
2mg/0.25ml Miniquick Syringe and
5mg/ml and 12mg/ml Cartidge.
Traditional
EG-Optimized
> Gilenya PPACA-
2 i i Optimized
£ (Fingolimod) Multiple Sclerosis pumize 3/1/2023
e Medicaid Rx: Rx:
o edicat Medical: Medical:
. Part D:T5 Part D: NF Part D: REMOVE brand, (generic covered).
0.5mg Capsule Medicare
Part B: Part B: Part B:
Traditional
EG-Optimized
> Gleostine PPACA-
@ . .
13 (Lomustine) Chemotherapy Optimized 3/1/2023
K Medicaid Rx: Rx:
o edical Medical: Medical:
. Part D: NF Part D: T3 Part D: ADD to formulary at Tier 3.
10mg, 40mg, 100mg Tablets ONLY Medicare
Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Hetlioz PPACA-
> P
o i Optimized
E (Tasimelteon) Sleep-Wake P
£ Disorder Medicaid Rx: Rx: 2/1/2023
@
g edical Medical: Medical:
Part D: T5, .
. Part D: NF Part D: REMOVE brand, (generic covered).
20mg Capsules ONLY Medicare PA, QL
Part B: Part B:
Part B:
Traditional NF NEW FORMULATION: not added to formulary.
. EG-Optimized NF NEW FORMULATION: not added to formulary.
Hydroxychloroquine PPACA
> (Same ingredient as Optimized NF NEW FORMULATION: not added to formulary. COMM 1/4/2023
e Plaquenil) Malaria and ptmize CAID 1/4/2023
= L Rx: Rx: NF
e Lupus Medicaid . ) Rx: NEW FORMULATION: not added to formulary. CARE (Part D)
Medical: Medical:
a 11/2023
100mg, 300mg, and 400mg Tablets Medicare Part D: Part D: NF Part D: NEW FORMULATION: not added to formulary.
ONLY Part B: Part B:N/A  |Part B: N/A
INCREASE, Tier from Tier 4 to Tier 5 and ADD Step
Therapy (In addition to Prior Authorizaion regirements
Traditional  |T4,PAQL  |T5,PA,ST,QL ot : con rearem
following Oncology policy) through Kisqali, Kisqali
Femera, OR Verzenio.
INCREASE, Tier from Tier 4 to Tier 5 and ADD Step
Therapy (In addition to Prior Authorizaion regirements
EG-Optimized |4 PA, QL  |T5,PA ST, QL Py _ S
> Ibrance following Oncology policy) through Kisqali, Kisqali
8 . . :
£ (Palbociclib) Chemotherapy Femera, OR yerzenlo. : : Verz§nlo _and 712023
o INCREASE, Tier from Tier 4 to Tier 5 and ADD Step Kisqali
o - . . X
PPA_CA T4, PA, QL T5, PA, ST, QL Thera;?y (In addition to Prlor Authorlz.alon .rec!wen'?ents
Optimized following Oncology policy) through Kisqali, Kisqali
Femera, OR Verzenio.
Medicaid Rx: Rx:
edical Medical: Medical:
75mg, 100mg, and 125mg Medi Part D: Part D: Part D:
Capsules and Tablets edicare Part B: Part B: Part B:




) o Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the q Priorit Health
QL- Quantity Limit . y
AL Age Limits Approved Drug List L
ST- Step Therapy March 2023 (continued)
% Current Future preferred Implementation
5 Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Icatibant Acetate PPACA-
§ (geq for Firazyr) Hereditary Optimized
£ Angioedema  |Medicaid Rx: . Rx: . 2/1/2023
g (HAE) Medical: Medical:
Part D: T5, Part D: T5, Part D: UPDATE Prior Authorization Requirements with
30mg/3ml Syringe Solution Medicare PA, QL PA, QL a restriction of 3 syringes (9ml) every fifteen days.
Part B: Part B: Part B:
Traditional
EG-Optimized
Icosapent ethyl PPACA-
§ (geq for Vascepa) Optimized
% Hypert::\vyec'eeridemla Medicaid Rx: Rx: 22023
g Medical: Medical:
' Part D: NE Part D: T4, PA Part D:-AD!Dtoform.ulary at Tier 4 with Prior
500mg Capsules Medicare Part B: Part B: Authorization Requirements.
Part B:
UPDATE Prior Authorization criteria for Step Therapy
Traditional NPS (T8), PA [NPS (T8), PA [through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
Humya EG-Optimized [NPS (T8), PA |NPS (T8), PA |through covered Adalimumab products (currently
E (Tildrakizumab-asmn) - Humira and Amjevita).
K Plague Psoriasis PPACA. UPDATE Prior Authorization criteria for Step Therapy 4/1/2023
= Optimized NPS (T8), PA [NPS (T8), PA [through covered Adalimumab products (currently
Humira and Amjevita).
. Rx: Rx:
Medicaid Medical: Medical:
33245 X Part D: Part D: Part D:
100mg/m Prefilled Syringe Medicare part B: Part B: Part B:
Traditional
EG-Optimized
Imbruvica PPACA-
(Ibrutinib) Optimized
,? L Rx: Rx:
£ Cherotherapy |Medicaid Medical: Medical: 2/12023
g Part D: ADD to formulary at Tier 5 with Prior
Part D: NE Part D: T5, Authorization Requirements (dosing must follow FDA-
70mg/ml Suspension ONLY Medicare Part B: PA, QL approved labeling) and Quantity Limit of 108m|/30
Part B: days.
Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the s H :
riori ea
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
5 Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Intron A PPACA-
> .
9 (Interferon Alfa-2b) Optimized
E Chemotherapy dicaid Rx: Rx: 2/1/2023
= Medicai
g edicat Medical: Medical:
) Part D: TS Part D: NF Part D: REMOVED from formulary - drug discontinued
18million Unit Solution Medicare Part B: Part B: by manufacturer.
) ) Part B:
NEW DRUG: ADD to coverage at Tier 5 with Prior
Traditional T5, PA, QL Authorization Requirements (See Oncology policy) and
Quantity Limit of 30 tablets/per 15 days.
NEW DRUG: ADD to coverage at Tier 5 with Prior
Jaypirca EG-Optimized T5, PA, QL Authorization Requirements (See Oncology policy) and
(Pirtobrutinib) Quantity Limit of 30 tablets/per 15 days.
> i rutini
3 PPACA NEW DRUG: ADD to coverage at Tier 5 with Prior COMM 5/1/2023
£ Chemotherapy o T5, PA, QL Authorization Requirements (See Oncology policy) and CARE (Part D)
o Optimized 3 . 4112023
a Quantity Limit of 30 tablets/per 15 days.
o Rx: Rx:
Medicaid . . NEW DRUG: Carve-out
Medical: Medical:
part D:T5 Part D: NEW DRUG: ADD to coverage at Tier 5 with
Part D: o Prior Authorization Requi ts and tity Limit
Somg and 100mg Tablets Medicare PA OL rior Authorization Requirements and Quantity Limi
Part B: of 60 tablets/per 30 days.
Part B:
Part B:
UPDATE Prior Authorization criteria for Step Therapy
Traditional TS5, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
- imi T5, PA, QL TS, PA, QL i
> Kevzara EG-Optimized Q Q throu.gh coc\{/erec.i A.dallmumab products (currently
E (Sarilumab) Inflammatory Humira an . AmJewtaI)A : __
= conditions PPACA UPDATE Prior Authorization criteria for Step Therapy 4/1/2023
& Optimized T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
imize
P Humira and Amjevita).
Medicaid Rx: Rx:
edical Medical: Medical:
150mg/1.14ml and 200mg/1.14ml Auto- Medi Part D: Part D: Part D:
injector and Pre-filled Syringe edicare part B: Part B: Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
UPDATE Prior Authorization criteria for Step Therapy
Traditional TS, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
Kineret EG-Optimized |[T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
§ Ki Inflammaton Humira and Amjevita).
13 (Anakinra) diti Y PPACA UPDATE Prior Authorization criteria for Step Therapy 4/1/2023
I conditions -
g Optimized T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
imiz
P Humira and Amjevita).
Medicaid Rx: Rx:
edicat Medical: Medical:
100mg.0.67mi Pre-filled S Medi Part D: Part D: Part D
mMg.0.67ml Pre-filled Syringe
o v ecicare Part B: Part B: Part B:
Reverse previous decision to increase tier from
Traditional T4 PA QL  |T4,PA QL P . -
November 2022 P & T Committee decision
Reverse previous decision to increase tier from
. EG-Optimized [T4PA,QL  |T4,PA QL P . -
> Kisgali November 2022 P & T Committee decision
g (Ribociclib) Chernotherapy PPA.CA. T4, PA, QL T4, PA, QL Reverse previous decision to }ncrease .tlfél' from 7N/2023
e Optimized November 2022 P & T Committee decision
o Medicaid Rx: Rx:
edical Medical: Medical:
oorme Tabi Med Part D: Part D: Part D:
m ablets
° edicare Part B: Part B: Part B:
Reverse previous decision to increase tier from
Traditional ~ |T4,PAQL T4, PA,QL P . -
November 2022 P & T Committee decision
Reverse previous decision to increase tier from
. EG-Optimized [T4,PAQL  |T4,PA QL P . -
> Kisqali Femara November 2022 P & T Committee decision
2 i icli PPACA- Reverse previous decision to increase tier from
£ (Ribociclib and Letrozole) Chemotherapy A T4, PA, QL T4, PA, QL P . o 7/1/2023
o Optimized November 2022 P & T Committee decision
a Medicaid Rx: Rx:
edicat Medical: Medical:
200mg & 2.5mg Tablets . Part D: Part D: Part D:
Medicare
(Combo Pack) Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the ’( , Priorit Health
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
o
@ Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
NEW DRUG: ADD to coverage at Tier 4 with Prior
Traditional T4, PA, QL Authorization Requirements and Quantity Limit of 84
Tablets/14 days.
NEW DRUG: ADD to coverage at Tier 4 with Prior
Krazati EG-Optimized T4, PA, QL Authorization Requirements and Quantity Limit of 84
" " Tablets/14 days.
§ (Adagrasib) BEACA NEW DRUG: ADD to coverage at Tier 4 with Prior COMM 5/1/2023
£ Chemotherapy o T4, PA, QL Authorization Requirements and Quantity Limit of 84 CARE (Part D)
© Optimized
S Tablets/14 days. 3/1/2023
Medicaid R Rx Covered Rx: NEW DRUG: ADD to f I
edicai Medical: Medical: X: B to formulary.
part D:T5 Part D: NEW DRUG: ADD to coverage at a Tier 5 with
200meg Tablet MeeTeEe Part D: PA, QL- ' Prior Authorization Requirements and Quantity Limit
Part B: of 180 Tablets/30 days.
Part B:
Part B:
Traditional
" EG-Optimized
Larissa ppAchmlze
> (Dienogest/Estradiol T
K Optimized
£ Valerate) Heavy Menstrual e e 2/1/2023
I3 Cycle icai i )
g 4 Medicaid Medical: Medical:
Part D: REMOVED from formulary - drug discontinued
28-Day 3mg/2mg-2mg/2mg-3mg/img Medicare Part D:T2 Part D:NF by manufacturer.
Tablet Part B: Part B: ’
Part B:
Traditional T2,QL T3, QL INCREASE Tier from Tier 2 to Tier 3. (Generic Covered)
EG-Optimized [T2, QL T3, QL INCREASE Tier from Tier 2 to Tier 3. (Generic Covered)
> Latuda
e Lurasidone ’ . |PPACA-
£ ( ) Antipsychotic . T2,QL T3, QL INCREASE Tier from Tier 2 to Tier 3. (Generic Covered) 4112023
8 Optimized
o Medicaid Rx: Rx:
edicat Medical: Medical:
20mg, 40mg, 60mg, 80mg, and . Part D: Part D: Part D:
120mg Tablets Medicare Part B: Part B: Part B:




Coverage

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

ST- Step Therapy

Legembi

Common use

Formulary

Traditional

Pharmacy Department

Pending Changes to the
Approved Drug List

March 2023 (continued)

Current
Coverage

Future
Coverage

Not Covered

Comment

NEW DRUG: not added to coverage under the medical
benefit.

EG-Optimized

Not Covered

NEW DRUG: not added to coverage under the medical
benefit.

Preferred
covered
alternatives

o Priority Health

Implementation
Date

i PPACA- NEW DRUG: not added to coverage under the medical
(Lecanemab-irmb) L Not Covered X
_ Optimized benefit.
__&g Alzheimer's Rx Rx: NF Rx: NEW DRUG: not added to formulary 42023
% Disease Medicaid Médical‘ Medical: Not [Medical: NEW DRUG: not added to coverage under the
) Covered medical benefit.
Part D: NEW DRUG: not added to formulary.
3590 and C9399 Part D: NF
. . Part D: Part B: NEW DRUG: ADD to coverage under Part B as
500mg/5ml and 200mg/2ml Single Medicare ' Part B: NPS X X . L
Dose Vial Part B: (T8), PA Non-Preferred Specialty (T8) with Prior Authorization
! Requirements following Medicare NCD.
NEW FORMULATION: ADD to formulary at Tier 3 with
Traditional T3, ST Y
Step Therapy of Lantus.
NEW FORMULATION: ADD to formulary at Tier 3 with
EG-Optimized T3, ST Y
Step Therapy of Lantus.
PPACA- NEW FORMULATION: ADD to formulary at Tier 3 with
Levemir At =
S, Optimized Step Therapy of Lantus.
S (Insulin Detemir) Lantus
3 Diabeties Rx: Covered, . 1/4/2023
© (Commercial)
£ WA Rx: PDL NEW FORMULATION: ADD to formulary as PDL
edicai .
Medical: Preferred, QL | Preferred with Quantity limit 90 ml/30 days.
Medical: N/A
X part D: Part D: NF Part D: NEW FORMULATION: not added to formulary.
100 unit/ml Flexpen ONLY Medicare Part B: Part B: N/A Part B: N/A
: : art B:
Traditional
EG-Optimized
Leuprolide Depot PPACA-
§ p P Benign Prostatic o
£ (geq for Lupron Depot) Hyperplasia Optimized 24112023
_;:T! (BPH) Medicaid Rx: Rx:
o edicat Medical: Medical:
. Part D: NF Part D: TS Part D: ADD to formulary at Tier 5.
225mg Vial Medicare
Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the , Priorit Health
QL Quantity Limit Approved Drug List y
AL-Age Limits pp g
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
> Levofloxacin PPACA-
@ . .
£ (geq for Iquix) Antimicrobial | OPtimized 2/1/2023
B Medicaid Rx: Rx:
a edical Medical: Medical:
v . Part D: NF Part D: T2 Part D: ADD to formulary at Tier 2.
1.5% Ophthalmic Solution Medicare
Part B: Part B: Part B:
NEW GENERIC: ADD to formulary at Tier 3 with Step
Traditional T3,ST,QL Therapy (Trulance, Linzess AND Motegrity), and
Quantity Limit of 60 capsules/30 days.
NEW GENERIC: ADD to formulary at Tier 3 with Step
EG-Optimized T3,ST,QL Therapy (Trulance, Linzess AND Motegrity), and
Lubiprostone Quantity Limit of 60 capsules/30 days.
3 (geq for Amitiza) PPACA. NEW GENERIC: ADD to formulary at Tier 3 with Step CSATSAJZ%EZ?
£ Constipation o T3,ST, QL Therapy (Trulance, Linzess AND Motegrity), and
_ET’ iz Quantity Limit of 60 capsules/30 days. CARE (Part D)
a = e & 4/1/2023
Rx: Covered,
L Rx: Rx: NEW GENERIC: ADD to formulary as Non-Preferred
Medicaid . PA . ) A ]
Medical: . with Prior Authorization Requirements.
Medical:
. Part D: Part D: T4 Part D: NEW GENERIC: ADD to formulary under Tier 4.
8mcg and 24 mcg Capsules Medicare
Part B: Part B:N/A  |Part B: N/A
NEW DRUG: ADD to coverage under the Medical
" Pref Spec ) . K .
Traditional (T7), PA Benefit as a Preferred Specialty (T7) with Prior
' Authorization Requirements.
Pref Spec NEW DRUG: ADD to coverage under the Medical
EG-Optimized (T7), PA Benefit as a Preferred Specialty (T7) with Prior
Lunsumio ' Authorization Requirements.
(mosunetuzumab-axgb) NEW DRUG: ADD to coverage under the Medical
- PPACA- Pref Spec ) . . .
3 . Benefit as a Preferred Specialty (T7) with Prior
k<t Chemotherapy |Optimized (T7), PA L ) 4/1/2023
% Authorization Requirements.
. Rx: NF Rx: NEW DRUG: not added to formulary
Medicaid Me'dical‘ Medical: Medical: NEW DRUG: ADD to coverage under the
i Covered medical benefit.
Part D: NF Part D NEW DRUG: not added to formulary.
39999 T Part D: Part B: Part B: NEW DRUG: ADD to coverage under Part B as
) edicare . . . . R
Img/mi and 30mg/30ml Vial Part B: Medicare Medicare Chemo with Prior Authorization
Chemo, PA  |requirements (Oncology criteria)




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional T2, QL T1, QL DECREASE Tier: from Tier 2 to Tier 1.
EG-Optimized |72, QL Tlb, QL DECREASE Tier: from Tier 2 to Tier 1b.
Lurasidone PPACA-
§ for Latud Orsiirie] T2, QL Tib, QL DECREASE Tier: from Tier 2 to Tier 1b.
E (geq for Latuda) Antipsychotic ptmize 4/1/2023
B Medicaid Rx: Rx:
o edical Medical: Medical:
20mg, 40mg, 60mg, 80mg, and . Part D: Part D: Part D:
120mg Tablets Medicare Part B: Part B: Part B:
Traditional
EG-Optimized
> Menest PPACA-
g Esterified Est! Female Hormone Optimized
3 (Bsterified Estrogens) replacement and P = a 3/1/2023
@© X X
5 rostate cancer icai
o P Medicaid Medical: Medical:
. Part D: NF Part D: T4 Part D: ADD to formulary at Tier 4.
25mg Tablet ONLY Medicare
Part B: Part B: Part B:
REMOVE combination therapy restriction with other
Traditional m T ) X Py
sedative hypnotics.
REMOVE combination therapy restriction with other
) EG-Optimized [Tlb Tib ’ _ %
> Midazolam sedative hypnotics.
3 - —— — -
£ (geq for Versed) Insomnia PPA'CA Tib Tib REMQVE combl.natlon therapy restriction with other 512023
g Optimized sedative hypnotics.
o Medicaid Rx: Rx:
edicat Medical: Medical:
g/l Medi Part D: Part D: Part D:
ma/misyrup 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

March 2023 (continued)

Current
Coverage

Future
Coverage

Comment

Preferred
covered
alternatives

o Priority Health

Implementation
Date

Pre-filled Pen

Traditional NF NEW FORMULATION: not added to formulary.
EG-Optimized NF NEW FORMULATION: not added to formulary.
Minocycline ER PPACA-
> 4 . NF NEW FORMULATION: not added to formulary.
S (geq for Solodyn) Optimized COMM 1/12/2023
3 Antimicrobial e Rx: Rx: NF
& Medicaid . ) Rx: NEW FORMULATION: not added to formulary. CAID1/12/2023
= Medical: Medical:
. Part D: Part D: NF Part D: NEW FORMULATION: not added to formulary.
105mg and 135mg Tablets Medicare Part B: Part B: N/A Part B N/A
: : art B:
S Vaccine NEW FORMULATION: ADD to preventive vaccine
Preventive coverage.
Vaccine # i i
Moderna COVID EG-Optimized i NEW FORMULATION: ADD to preventive vaccine
> vaccine covID-19 Preventive |coverage.
g Vaccine PPACA- Vaccine NEW FORMULATION: ADD to preventive vaccine COMM 1/1/2023
i (COVID-19 mRNA) _ Optlinniked) Preventive |coverage. CAID 12/29/2022
£ Prevention - -
Medicaid Rx: Rx:
edical Medical: Medical:
) Part D: Part D: Part D
100mcg/0.5 Single dose Syringe Medicare Part B: part B: Part B:
Traditional
EG-Optimized
Mounjaro PPACA-
§ (Tirzepatide) Optimized
3 Type Il Diabetes Medicaid Rx: RXx: 3/1/2023
@
g edicat Medical: Medical:
25mg/05ml, 5mg/0.5ml, 7.5mg/05ml, X Part D: T3, QL [Part D: T3, QL [ Part D: UPDATE Quantity Limit to 2ml/28 days.
10mg/0.5ml, 12.5mg/0.5ml, 15mg/0.5ml Medicare Part B Part B: pPart B
: : art B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
i : Pref Spec Pref Spec RE:AF):{E Prli:}/&éjot;zrlzalon (:to?blr;atlon therip?y ‘
raditiona (T7), PA (T7), PA res rchlon v‘w preventative drugs (e.g. Aimovig,
Emgality, Ajovy).
o Pref Spec Pref Spec REMF)\{E Prl?r Authorizaion comblnatlon therap?y ‘
EG-Optimized restriction with CGRP preventative drugs (e.g. Aimovig,
(T7), PA (T7), PA . .
Myobloc Emgality, Ajovy).
(rimabotulinumtoxinB) PPACA- Pref Spec Pref Spec RE:AF):{E PrliL/ACLJéEzrlzalon ctortr_wblr;atlon (therip.)y '
restriction wi reventative drugs (e.g. Aimovig,
Optimized  |7,PA  |(T7), PA on P getes °
Emgality, Ajovy).
Rx: RX: REMOVE Prior Authorizaion combination therapy
Medicaid Medical: Medical: restriction with CGRP preventative drugs Aimovig,
G Covered, PA |Covered, PA [Emgality, and Ajovy.
g Chronic Migraine 4/1/2023
>
Part D:
Part B: REMOVE Prior Authorization combination
Part D: Part D: tAherap'y reEstrlctEn W|t<;1:-GRP§;\D/?L\tat|\fe drutghs:
2,500 unit/0.51 ?25;8;0 /ml, 10,000 Medi Part B: Pref _|Part B Pref Imov?” mgha I yk;'TInd bJOVy'\“ | C'”t)rIT\IrEaLlJJR
X t/0.5ml, 5, it/ml, 10,
ljl:l‘t/zmrrs‘n o Dx;rs\;\r:a‘ edicare Spec (T7), PA, |spec (T7), PA, exemption w en billed by a euro ogists ( ),
9 oT oT Rehab Medicine (PMR) and Physical Med & Rehab (PT)
specialists when following FDA max dose and
prescribing guidelines (to match Commercial and
Medicaid).
Traditional
EG-Optimized
Naglazyme ppA_CA_’
.TQB (Galsulfase) Maroteaux-Lamy Optimized
3 syndrome Rx: N/A Rx: N/A Rx: N/A 4112023
= Medicaid Medical: Medical: Medical: UPDATE Prior Authorization requirements for
Covered, PA [Covered, PA |continuation criteria.
21458 . Part D: Part D: Part D:
Naglazyme 1mg/ml Solution Medicare Part B: Part B: Part B:
" Non-spec NEW FORMULATION: ADD to coverage under the
Traditional . X . .
(Te) Medical Benefit as Non-Specialty (Tier 6).
_ Non-spec NEW FORMULATION: ADD to coverage under the
EG-Optimized . X . X
(Te) Medical Benefit as Non-Specialty (Tier 6).
Neurolite Prep Kit PPACA- Non-spec NEW FORMULATION: ADD to coverage under the
_ | (Bicisate Dihydrochloride) Optimized (T6) Medical Benefit as Non-Specialty (Tier 6). COMM 2/10/2023
S oI . . CAID 2/8/2023
E lagnostic agen o Rx: Rx: NE Rx: NFW FORMULATION: not added to the formulary. CARE (Part D)
Medicaid Medical: Medical: N/A Medical: NEW F.ORMULA.TIONA not added to coverage 412023
under the medical benefit.
Part D: NEW FORMULATION: not added to the
Part D: Part D:NF formula
Prep Kit Medicare ’ Part B: Y-
Part B: Part B: NEW FORMULATION: ADD to coverage under
Covered P
a .




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
> Noxafil PPACA-
© . .
£ (Posaconazole) Antifungal Optimized 2/1/2023
K Medicaid Rx: Rx:
edical
o Medical: Medical:
X Part D: NF Part D: TS Part D: ADD to formulary at Tier 5.
300mg Powermix Suspension Medicare
Part B: Part B: Part B:
REMOVE Quantity Limit of 32 tablets per YEAR and
UPDATE Prior Authorization duration from four
Traditional TS, PA, QL T5, PA, QL X .
months to six months (Initial), and 12 months
(continuation).
REMOVE Quantity Limit of 32 tablets per YEAR and
UPDATE Prior Authorization duration from four
EG-Optimized |[T5, PA, QL T5, PA, QL . .
> Nurtec months to six months (Initial), and 12 months
@ ] ; :
£ (Rimegepant) Migraine (continuation). ____ 412023
g REMOVE Quantity Limit of 32 tablets per YEAR and
o PPA.CA.— 5, PA, QL 15, PA, QL UPDATE Prif)r Authorizati-o.n duration from four
Optimized months to six months (Initial), and 12 months
(continuation).
Medicaid Rx: Rx:
edical Medical: Medical:
5me OOT Tab Medi Part D: Part D: Part D:
t
mo ol edicare Part B: Part B: Part B:
Traditional T3, AL T3, AL DECREASE minimum age from 18 years to 12 years.
Odactra
(Dermatophagoides farinae EG-Optimized |T3, AL T3, AL DECREASE minimum age from 18 years to 12 years.
>
3 .
g and Dermatophagowdes House Dust Mite |PPACA:
1S pteronyssinus el T3, AL T3, AL DECREASE minimum age from 18 years to 12 years. 5/1/2023
o Al Extract Allergy Optimized
o ergen Extract) edicna R R
edical Medical: Medical:
12.5Q- HOM Subli | Tab Medi Part D: Part D: Part D:
- ublingual Tablets
° edicare Part B: Part B: Part B:
UPDATE Prior Authorization criteria for Step Therapy
Traditional T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
. EG-Optimized |[T5, PA, QL TS5, PA, QL through covered Adalimumab products (currently
> Olumiant . L
g Baricitinib Inflammatorn Humira and Amjevita).
£ (Baricitinib) diti Y PPACA UPDATE Prior Authorization criteria for Step Therapy 4112023
© conditions -
g Optimized T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
P Humira and Amjevita).
Medicaid Rx: Rx:
edicat Medical: Medical:
, 4 2m Tablets ONLY Medi Part D: Part D: Part D:
mg and 2m 1t
9e 9 eblets edicare Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the ’( , Priorit Health
QL- Quantity Limit - y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Orencia PPACA-
(Abatacept) Optimized
2 Medicaid Rx: Rx:
£ Inflammatory |Medical Medical: Medical: 12023
@ conditions
<
o
Part D: UPDATE Prior Authorization requirements to
Part D: T5, Part D: T5,
50mg/ml, 87.5mg/0.7ml, 125mg/mi Pre . remove azathioprine as a trial/failure drug for the
filled Syringe and 125mg/mi Clickjet Medicare PA, QL PA, QL o o .
Auto-injector. Part B: Part B: indication of Psoriatic Arthritis.
Part B:
Traditional
EG-Optimized
Orkambi PPACA-
> (Lumacaftor/lvacaftor) Optimized
@ X )
£ Cystic Fibrosis | Medicaid Rx: . Rx: . 2/1/2023
e Medical: Medical:
& Part D: T5, Part D: ADD to formulary at Tier 5 with Prior
Part D: NF "7 |Authorization Requi tsand tity Limit of 60
75.94mg Granule Packet . e PA OL u korlja |r;n equirements and Quantity Limit of &
art B:
part B: packets/30 days.
Part B:
Traditional m T No Change
EG-Optimized |[Tlb, ST Tib REMOVE Step Therapy
i PPACA-
2 Orphenadrine A Tib, ST Tib REMOVE Step Therapy
€ (geq for Norflex) Muscle Relaxer coTmEe #2023
;;E Medicaid Rx: Rx:
o edicat Medical: Medical:
100 Extended. Rel a1 Medi Part D: Part D: Part D:
mg Extended-Release Tablet eaicare Part B: Part B: Part B:
Part D: NEW DRUG: ADD to formulary at Tier 5 with
Traditional T5, PA, QL Prior Authorization Requirements (Oncology policy)
and Quantity Limit of 15 Tablets/15 days.
Part D: NEW DRUG: ADD to formulary at Tier 5 with
Orserdu EG-Optimized T5, PA, QL Prior Authorization Requirements (Oncology policy)
(Elacestrant and Quantity Limit of 15 Tablets/15 days.
> Dihydrochloride) EEAGA. Part D: NEW DRUG: ADD to formulary at Tier 5 with
2 . T5, PA, QL Prior Authorization Requirements (Oncology policy)
£ Chemotherapy |Optimized o 5N/2023
g and Quantity Limit of 15 Tablets/15 days.
¢ Medicaid Rx: Rx: Covered Rx: NEW DRUG: ADD to the f |
edicai Nadical Medical X: 8 o the formulary.
Part D: NEW DRUG: ADD to formulary at Tier 5 with
Part D Part D: T5, Prior Authorization Requirements and Quantity Limit
86mg and 345mg Tablet Medicare Part B‘. PAQL of 30 tablets/30 days (345mg Tablets), and 90 tablets/30
’ Part B: days (84mg Tablets).
Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
5 Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
UPDATE Prior Authorization criteria for Step Therapy
Traditional T4, PA, QL T4, PA QL through covered Adalimumab products (currently
Humira and Amjevita).
o X UPDATE Prior Authorization criteria for Step Therapy
Psoriatic Arthritis, L .
~”'|EG-Optimized |T4, PA, QL T4, PA, QL through covered Adalimumab products (currently
> Otezla Plaque Psoriasis ) o
0 . Humira and Amjevita).
g (Apremilast) and Oral ulcers
£ . ) 4/1/2023
o associated with PPACA UPDATE Prior Authorization criteria for Step Therapy
a Behcet's o T4, PA, QL T4, PA, QL through covered Adalimumab products (currently
Optimized . -
Syndrome Humira and Amjevita).
Medicaid Rx: Rx:
edicat Medical: Medical:
30mg Tablets and Oral Therapy Pack . Part D: Part D: Part D:
Medicare
(10mg & 20mg & 30mg) Part B: Part B: Part B:
Traditional NF NEW DRUG: not added to formulary.
EG-Optimized NF NEW DRUG: not added to formulary.
g Oxbryta PPACA- NF NEW DRUG: not added to formul
: : not added to formulary.
£ (Voxelotor) Sickle Cell  |optimized Y COMM 1/20/2023
5 Disease Medicaid Rx: Rx: Covered |Rx: NEW DRUG: ADD to common formulary with Prior CAID 1/20/2023
edicai . .
a Medical: Medical: N/A |Authorization Requirements.
. Part D: Part D: NF Part D: NEW DRUG: not added to the formulary.
300mg Tablet ONLY Medicare
Part B: Part B: N/A Part B: N/A
NEW FORMULATION: ADD to formulary at Tier 2 with
Traditi i T2, SmartPA, [SMART Prior Authorization (ICD 10 diagnosis for Type 2
raditiona
QL diabetes (E11.0 - E11.9), and Quantity Limit of 1.5ml/28
days.
NEW FORMULATION: ADD to formulary at Tier 5 with
. EG-Optimized T5, PA, QL Prior Authorization Requirement, and Quantity Limit of
Ozempic 1.5 ml/ 28 days.
> (Semaglutide) DPACA. NEW FORMULATION: ADD to formulary at Tier 5 with COMM 2/8/2023
@ o T5, PA, QL Prior Authorization Requirement, and Quantity Limit of CAID 2/6/2023
£ Type |l Diabetes |Optimized
& 1.5 ml/ 28 days. CARE (Part D)
a Rx: Covered, ) 3/1/2023
e Rx: NEW FORMULATION: ADD to common formulary with
ML Medical: PA Prior Authorization Requirements
b Medical: N/A ior Au izati quir b
Part D: T4, ST, | Part D: T4, ST, :a“4D: ',\iEVSVtFOﬁAU"AT'?N:lA'?t?} tTo tre,:";m“'tal'y att
0.25 - 0.5mg Dose Pen Medicare QL QL 2Iaelfd Wi dep etrtapi/‘( Ij,lca ;N; ! ||—/L;0|cc|jy or at leas
Part B: Part B: N/A ays), and Quantity Limit of 1.5m ays.
Part B: N/A




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

ST- Step Therapy

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

o Priority Health

@ Preferred )
g Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional T2, ST, QL T2,QL REMOVE Step Therapy
EG-Optimized |T2, ST, QL T2,QL REMOVE Step Therapy
3 Paroxetine ER ZTCA_" 4 T2, ST, QL T2,QL REMOVE Step Therapy
i imize
£ (geq for Paxil CR) Depression 2 5/1/2023
B Medicaid Rx: Rx:
edicai . .
o Medical: Medical:
12.5mg, 25mg, and 37.5mg Medi Part D: Part D: Part D:
Extended Release Tablets edicare part B: Part B: Part B:
Traditional
EG-Optimized
Paser Packet P
Aminosalicylate Sodium/ PPACA-
minosalicylate Sodium,
§ : Ami ?/ lic Acid Optimized
13 minosalicylic Acid) Tuberculosis dicaid Rx: Rx: 3012023
@ Medicai . .
g fea Medical: Medical:
Part D: REMOVE from formulary - no longer on CMS
o oo s e Ve PartD:Ts  [PartD:NF | 7 " F_Ir vary ger
m Delayed-Release Granules
9 e edicare Part B: Part B: ormulary Reference File.
Part B:
Traditi | Vaccine NEW FORMULATION: ADD to preventive vaccine
racitiona Preventive  |coverage
EG-Optimized Vaccine NEW FORMULATION: ADD to preventive vaccine
) . -Optimize .
> | Pfizer COVID Vaccine COVIDG Preventive |coverage
g (COVID-19 mRNA) Vacci : PPACA- Vaccine NEW FORMULATION: ADD to preventive vaccine COMM 1/1/2023
E accine Optimized Preventive  [coverage CAID 12/29/2022
£ Prevention
Medicaid Rx: Rx:
edicat Medical: Medical:
meg/02mi Vacei Medi Part D: Part D: Part D:
megiamivaceine edicare Part B: Part B: Part B:
Traditional NF NEW FORMULATION: not added to formulary.
EG-Optimized NF NEW FORMULATION: not added to formulary.
Pirfenidone PPACA-
X o NF NEW FORMULATION: not added to formulary.
) (geq for Esbriet) Idiopathic Optimized COMM 1/26/2023
£ . Rx: Rx: NF Rx: NEW FORMULATION: not added to formulary. CAID 1/25/2023
£ Pulmonary  |Medicaid . )
Il . . Medical: Medical: CARE (Part D)
£ Fibrosis
part D:T5. | Part D: NEW FORMULATION: ADD to formulary at Tier 5 /m/2023
Part D: T ith Prior Authorization Requi i
267mG Capsule ONLY Medicare o PA. OL \:\{lt : rfI(;OUt orlzlatl/c;g deqwrements, and Quantity
art B:
Part B: N/A imit o capsules, ays.
Part B: N/A
Traditional
Venous EG-Optimized
Pradaxa Thromboembolism | PPACA-
I (Dabigatran) (VTE), Deep Venous |Optimized
g Thrombosis (DVT), Medicaid Rx: RX: 212023
2 Pulmonary edicat Medical: Medical:
a Embolism (PE),
Cerebral
X X Part D: T4 Part D: NF Part D: REMOVE brand, (generic covered).
75mg and 150mg Capsules ONLY | Thromboembolism |Medicare
Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the ’( , Priorit Health
QL- Quantity Limit - y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
@ Preferred
£ Dru Common use Formulary Current ORI Comment covered Implementation
o
3 g Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Pred-G S.O.P PPACA-
> . .
9 ici i Optimized
g (Gentamicin/Prednisolone) Inflarnmatory P
© eye Conditions |Medicaid Rx: Rx: 31/2023
g edical Medical: Medical:
Part D: T3 Part D: NE Part D: REMOVE from formulary - drug discontinued by
0.3-0.6% Ophthalmic Ointment Medicare manufacturer.
Part B: Part B:
Part B:
Traditional
EG-Optimized
Prolia PPACA-
§ (Denosumab) Optimized
£ X ) .
E ) Medicaid Rx: . Rx: - Zoledronic Acid
a Osteoporosis Medical: Medical: and 4/1/2023
8 Part D: T4, |Part D:T4, Bisphosphonate
hei
2 PA, QL PA, QL Part D: No Change
20857 Medicare Part B: Pref  [Part B: Pref | Part B: UPDATE Prior Authorization and Step Therapy
60mg/ml Single Dose Syringe
Spec (T7), PA, |Spec (T7), PA, [requirements to be less restrictive.
ST ST
Traditional T3 Tl DECREASE Tier: from Tier 3 to Tier 1.
EG-Optimized |T3 Tib DECREASE Tier: from Tier 3 to Tier 1b.
Propafenone ER PPACA-
§ p o T3 Tib DECREASE Tier: from Tier 3 to Tier 1b.
£ (geq for Rythmol SR) Antiarrhythmic Optimized 412023
_;:T! Medicaid Rx: Rx:
o edicat Medical: Medical:
225mg, 325mg, and 425mg Medi Part D: Part D: Part D:
Extended Release Capsules edicare Part B: Part B: Part B:
- i Non-spec NEW FORMULATION: ADD to coverage under the
raditiona
(Te) Medical Benefit as Non-Specialty (Tier 6).
. Non-spec NEW FORMULATION: ADD to coverage under the
EG-Optimized . ) . .
Pylarify (T6) Medical Benefit as Non-Specialty (Tier 6).
_ (Piflufolastat F 18) PPACA- Non-spec NEW FORMULATION: ADD to coverage under the
iflufolasta
g Diagnostic agent Optimized (T6) Medical Benefit as Non-Specialty (Tier 6). COMM 1/12/2023
2 Rx: Ry NF Rx: NEW FORMULATION: not added to formulary. CAID 1/12/2023
Medicaid . » Medical: NEW FORMULATION: not added to coverage
Medical: Medical: . R
under the medical benefit.
Part D: N/A  [Part D: N/A
79595 Medi Part D Part B: Part B: NEW FORMULATION: ADD t d
333 MBQ (9 MC) Injection SeliEEIe Part B: E art B: : 0 coverage under
Covered Part B.
Traditional T4 T4, PA ADD Prior Authorization Criteria.
EG-Optimized |T4 T4, PA ADD Prior Authorization Criteria.
Pyrimethamine PPACA-
?ﬂf V! ) o T4 T4, PA ADD Prior Authorization Criteria.
£ (geq for Daraprim) Antimicrobial Optimized 512023
_rCT! Medicaid Rx: Rx:
o edicat Medical: Medical:
25ma Tab Medi Part D: Part D: Part D:
m t
9 1ebe edicare Part B: Part B: Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
o
@ Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Rx: TS, PA, QL | Rx: T5, PA, QL UPdD:;EDPriorkA;\.uth.orizart]ion Criteria‘for Neuro\fos:st I
. . t tl t
Traditional Medical: NPS [Medical: NPS aS | thcom. :a on irjpy refq‘ultrelmen or Riluzole
(T8), PA (T8), PA (Un e5§ .ere.ls ocur‘nen ation of intolerance or
contraindication to Riluzole).
UPDATE Prior Authorization Criteria for Neurologist
Rx: T5, PA, QL [Rx: T5, PA, QL 4 ADD bination th X ¢ fs'l |
. : an combination therapy requirement of Riluzole
o Radicava EG-Optimized ~[Medical: NPS |Medical: NP |21 /77 ST ; t_py fq_ -
nless there is documentation of intolerance o
g (T8), PA (T8), PA (Unless there is docur fon ot '
£ (Endaravone) . contraindication to Riluzole).
= Amyotrophic .
e . Medical: 4/1/2023
< Lateral Sclerosis UPDATE Prior Authorization Criteria for Neurologist Rx: 5/1/2023
L (ALS) PPACA RIS, PA, QLIRCTS, PA QL1 nbD bination th i t fF?'I I .
E oot N q Medical: NPS |Medical: NPS aJ | thcom_ :a ‘on fr?_py refq,u'trelmen of Riluzole
ptimize: (T8), PA (T8), PA (Un e5§ »ere}s ocumen ation of intolerance or
contraindication to Riluzole).
Medicaid Rx: Rx:
edical Medical: Medical:
Rx:
105mg/5ml Oral Suspension Part D: Part D: Part D:
Medical: Medicare )
31301 Part B: Part B: Part B:
30mg/100m! IV Solution
REMOVE combination therapy restriction with other
Traditional T, AL T, AL ’ ! 27
sedative hypnotics.
REMOVE combination therapy restriction with other
EG-Optimized |TIb,QL, AL  |Tlb, QL, AL ° ! Py
> Ramelteon sedative hypnotics.
3 —— — -
g (geq for Rozerem) Insormnia PPACA— Tib, QL, AL b, QL, AL REMQVE comblr\atlon therapy restriction with other 5//2023
e Optimized sedative hypnotics.
o Medicaid Rx: Rx:
edical Medical: Medical:
i Tab Medi Part D: Part D: Part D:
lag ablet
° edicare Part B: Part B: Part B:
Traditional
EG-Optimized
PPACA-
Reblozyl Optimized
S Luspatercept-aamt i Rx: N/A
3 e i ) e e R N/A R N/A Medical: UPDATE Prior Authorizati i ts f 4N/2023
< beta-thalassemia Medicaid Medical: Medical: C;NI;:IZUATION ANr;)rD u t.onzaf;)n requllrfemen-s or
Covered, PA |Covered, PA uration of Approvalfrom six
months to 12 months
10896 . Part D: Part D: Part D:
- Medicare
25mg and 75mg Powder for Injection Part B: Part B: Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
- NEW DRUG: not added to the formulary or coverage
Traditional Not Covered R .
under the medical benefit.
o NEW DRUG: not added to the formulary or coverage
EG-Optimized Not Covered R .
Rebyota under the medical benefit.
focal mi bY ivesis! PPACA- Not Covered NEW DRUG: not added to the formulary or coverage
(fecal microbiota live-jsim) Optimized under the medical benefit.
© R; R NF NEW DRUG t added to the f | Vi i d
PP X N ancomycin an
S C.Difficile Medicaid ) Medical: Not no‘ adde C_) € formulary or coverage comyein
3 . Medical: under the medical benefit. Fidaxomicin 5/1/2023
Infection Covered L
= (Dificid)
Part D: NEW DRUG: not added to formulary.
Part D: NF Part B: NEW DRUG: ADD to coverage under Part B as
9399 and J3590 Medicare Part D: Part B:NPS  [Non-Preferred Specialty (T8) with Prior Authorization
150mg/ml Enema Suspension Part B: (T8), PA, ST, |Requirements and Step Therapy (Must first try
QL Vancomycin and Fidaxomicin (Dificid)) and Quantity
Limit of 150 ml as a Single Dose.
REMOVE Quantity Limit of 16 tablets per YEAR and
UPDATE Prior Authorization duration from four
Traditional T5, PA, QL T5, PA, QL X .
months to six months (Initial), and 12 months
(continuation).
REMOVE Quantity Limit of 16 tablets per YEAR and
UPDATE Prior Authorization duration from four
EG-Optimized |[T5, PA, QL T5, PA, QL i .
> Reyvow months to six months (Initial), and 12 months
& - . .
£ (Lasmiditan) Migraine (continuation). i __ 42023
g REMOVE Quantity Limit of 16 tablets per YEAR and
a ~ . A .
PPA'CA 5, PA, QL 15, PA, QL UPDATE Pn?r Authonzatl_o.n duration from four
Optimized months to six months (Initial), and 12 months
(continuation).
Medicaid Rx: Rx:
edical Medical: Medical:
50 d100mg Tabl Medi Part D: Part D: Part D:
mg an mg Tablets
o ° edicare Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the s H :
riori ea
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
5 Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
NEW DRUG: ADD to formulary at Tier 4 with Prior
Authorization Requirements (oncolo olicy), and
Traditional T4, PA, QL, AL rization Req ( 9y policy)
Quantity Limit with Max 14-day supply per fill, and Age
Limitation of Minimum 18 years-old.
NEW DRUG: ADD to formulary at Tier 4 with Prior
Authorization Requirements (oncolo olicy), and
- EG-Optimized T4, PA, QL, AL rization Req ( 9y policy)
Rezlidhia Quantity Limit with Max 14-day supply per fill, and Age
> (Olutasidenib) Limitation of Minimum 18 years-old. COMM 5/1/2023
g NEW DRUG: ADD to formulary at Tier 4 with Prior
1S Chemotherapy PPACA P . 5 | i o CARE (Part D)
&8 - T4, PA, QL AL uthorization Requirements (oncology policy), an 21023
a Optimized Quantity Limit with Max 14-day supply per fill, and Age
Limitation of Minimum 18 years-old.
Medicaid R R Covered RX: NEW DRUG: ADD to the f |
edical Medical: Medical: ) : © the formutary.
part D:T5 Part D: NEW DRUG: ADD to formulary at Tier 5 with
Part D: o Prior Authorization Requi ts, and tity Limit
1s0mg Capsules . PA OL rior Authorization Requirements, and Quantity Limi
Part B: of 60 Tablets/30 days.
Part B:
Part B:
Traditional
EG-Optimized
Rinvoq
o (Upadacitinib) PPACA-
o Optimized
2 Inflammatory
£ 2112023
e conditions Medicaid Rx: Rx:
a Medical: Medical:
Part D: T5, Part D: TS, Part D: UPDtAhTE P.rlor Aut?t.)rllj:t.\lon rzqu\rimf;ts to
15mg, 30mg, and 45mg Medicare PA QL PA OL rerv?ov? aza |op|'4|n§ asa r\.a. ailure drug for the
Extended Release Tablets indication of Psoriatic Arthritis.
Part B: Part B:
Part B:
DECREASE Tier: from Tier 3 to Tier 1, REMOVE Prior
Traditional T3, PA, QL T, QL Authorization Requirements, and UPDATE Quantity
Limit to 30 Tablets/30 days.
DECREASE Tier: from Tier 3 to Tier 1o, REMOVE Prior
ROl ilast EG-Optimized |T3, PA, QL Tib, QL Authorization Requirements, and UPDATE Quantity
oflumilas N
) Chroni Limit to 30 Tablets/30 days.
ronic " - - -
2 (Geq for Darliresp) ot PoACA DECREASE Tier: from Tier 3 to Tier 1b, REMOVE Prior COMM 5/1/2023
£ © T ructive Optimized T3, PA QL Tib, QL Authorization Requirements, and UPDATE Quantity CARE (Part D)
@ pulmonary . ar
£ Limit to 30 Tablets/30 days.
a disease (COPD) L 2/1/2023
Medicaid Rx: Rx:
edicat Medical: Medical:
PartD:NF | 2D T4 iath: 'ADtI'D tORform_ulavy atTler:JTDltg;;or tit;
art D:
250meg Tablets ONLY Medicare PA QL .u 'onza ion Requirements an Quantity
Part B: Limit of 30 tablets/30 days.
Part B:
Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
DECREASE Tier: from Tier 3 to Tier 1, REMOVE Prior
Traditional T3, PA T, QL Authorization Requirements, and ADD Quantity Limit
to 30 Tablets/30 days.
DECREASE Tier: from Tier 3 to Tier 1o, REMOVE Prior
. -Optimi. T3, PA Tlb, QL izati i ; ity Limi
Roflumilast EG-Optimized Q Authorization Requirements, and ADD Quantity Limit
(geq for Darliresp) Chronic COBOIEblets 50ldays COMM 5/1/2023
g 9ed P ; DECREASE Tier: from Tier 3 to Tier 1b, REMOVE Prior
£ obstructive PPACA- o . 5 -
< . T3, PA Tlb, QL Authorization Requirements, and ADD Quantity Limit
g pulmonary Optimized CARE (Part D)
g . to 30 Tablets/30 days.
disease (COPD) 2/1/2023
Medicaid Rx: Rx:
edl Medical: Medical:
I Part D: T4, Za;thD:lAEiF) tonforrrTuIaQ/ a:Tler::Stg Prior -
art D:
500mcg Tablets ONLY Medicare PA, QL EHNEEEMIE RECRITEEES e STl i
Part B: of 30 tablets/30 days.
Part B:
Part B:
- Vaccine NEW FORMULATION: ADD to preventive vaccine
Traditional 3
Preventive |coverage.
. Vaccine NEW FORMULATION: ADD to preventive vaccine
. . EG-Optimized .
Rotarix Vaccine Preventive  |coverage.
z (Rotavirus vac, Rotavirus PPACA- Vaccine NEW FORMULATION: ADD to preventive vaccine COMM 2/24/2023
E Live ATT, 89-12) .. |Optimized Preventive coverage. CAID 2/6/2023
c Gastroenteritis
3 Vaccine e Rx:NF Rx: NEW FORMULATION: not added to formulary. CARE (Part D)
o Medicaid Médical‘ Medical: Medical: NEW FORMULATION: ADD to the medical 401/2023
: Covered, PA |benefits.
— e Part D: Part D T3 ZF:art D: NEW FORMULATION: ADD to formulary at Tier
accine
edicare Part B: Part B:N/A |~
Part B: N/A
UPDATE Prior Authorization criteria to require Ste
Traditional ~ |T5,PAQL  |T5,PA, QL ; :
Therapy through Sunlenca.
UPDATE Prior Authorization criteria to require Ste
) EG-Optimized |T5,PA QL  |T5,PA QL a P
> Rukobia Therapy through Sunlenca.
g (Fostemsavir) HIV PPACA- 5, PA QL 15, PA, QL UPDATE Prior Authorization criteria to require Step 5//2023
;;E Optimized T e Therapy through Sunlenca.
a Medicaid Rx: Rx:
edical Medical: Medical:
500m Extended.Rel b Medi Part D: Part D: Part D:
m: xtended-Release Tablet
° edicare Part B: Part B: Part B:
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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

March 2023 (continued)

Current
Coverage

Future
Coverage

Comment

UPDATE Prior Authorization criteria for Step Therapy

Preferred
covered
alternatives

o Priority Health

Implementation
Date

Traditional TS, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
o siliq EG-Optimized |T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
9 Humira and Amjevita).
£ (Brodalumab) Plague Psoriasis UPDATE Prior Authorization criteria for Step Therapy 4/1/2023
g (F;:)/::\;ed TS5, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
. Rx: Rx:
Medicaid Medical: Medical:
210mg/1.5ml Pre-filled Syringe Medicare part D: part D: Part D:
Part B: Part B: Part B:
Traditional T2,5T 0oL D.EC'REASE Tier: from Tier 2 to Tier 1and ADD Quantity
Limit of 30 tablets/30 days.
) ) Enlargement of |EG-Optimized |NF b, QL ADD to formulary at Tier 1b with Quantity Limit of 30
N Silodosin ) tablets/30 days.
@ Prostate (Benign PPACA- ADD to formulary at Tier 1b with Quantity Limit of 30
£ (geq for Rapafio) prostatic o NF Tib, QL Y 51/2023
3 hyperplasia - Optimized tablets/30 days.
a o Rx: Rx:
BPH) Medicaid Medical: Medical:
. Part D: Part D: Part D:
4mg and 8mg Capsules Medicare Part B Part B: Part B:
UPDATE Prior Authorization criteria for Step Therapy
Traditional NPS (T8), PA [NPS (T8), PA |through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
. Lo EG-Optimized [NPS (T8), PA |NPS (T8), PA |through covered Adalimumab products (currently
Simponi Aria ) L
o i Humira and Amjevita).
ﬁ (Golimumab) |”Z|§r:2':t"iztnosry PACA. UPDATE Prior Authorization criteria for Step Therapy 412023
= Optimized NPS (T8), PA [NPS (T8), PA |through covered Adalimumab products (currently
Humira and Amjevita).
. Rx: Rx:
Medicaid Medical: Medical:
11602 . Part D: Part D: Part D:
S0mg/émi Pre-filled Syringe Medicare Part B: Part B: Part B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
:s')’ Current Future preferred Implementation
5 Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
UPDATE Prior Authorization criteria for Step Therapy
Traditional TS, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
3 3 EG-Optimized |T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
3 Slmponl Humira and Amjevita).
§ (Golimumab) Inflamr-n.atory UPDATE Prior Authorization criteria for Step Therapy 4)1/2023
g conditions (F;ZﬁiwAl;ed T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
o Rx: Rx:
Medicaid Medical: Medical:
50mg/0.5ml and 100mg/ml Auto- Medicare Part D: Part D: Part D:
injector and Pre-filled Syringe Part B: Part B: Part B:
Traditional
EG-Optimized
Skyrizi PPACA-
g (Risankizumab-rzaa) Optimized
g Inflammatory - -
£ conditions Medicaid Rx: Rx: 2/1/2023
g Medical: Medical:
. Part D: TS Part D: NF Part D: REMOVED fronT formulary - no longer on CMS
150mg Dose Pack Medicare Part B: Part B: Eorm;lary Reference File.
art B:




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
o
@ Current Future PGSR Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
NEW FORMULATION: ADD to formulary at Tier 4 with
Traditional T4, PA, QL Prior Authorization Requirements, and Quantity Limit
of 1 Kit per 8 weeks.
NEW FORMULATION: ADD to formulary at Tier 4 with
EG-Optimized T4, PA, QL Prior Authorization Requirements, and Quantity Limit
Skyrizi of 1 Kit per 8 weeks.
(Risankizumab-rzaa) PPACA NEW FORMULATION: ADD to formulary at Tier 4 with
o T4, PA, QL Prior Authorization Requirements, and Quantity Limit
2 Optimized _— g K COMM 1/4/2023
€ ) S e WEEs CAID 1/4/2023
c Crohn's disease Rx: Covered,
g o Rx: RX: NEW FORMULATION: ADD to formulary as Non- CARE (Part D)
£ Medicaid . PA h . - q 1112023
Medical: . Preferred with Prior Authoroizaion Regirements.
Medical:
Part D: NEW FORMULATION: ADD to formulary at Tier 5
Part D: T5, with Prior Authorization Requirements, and Quantity
Part D: "7 |Limit of 12ml/56 d d UPDATE Prior Authorizati
180mgN2 ml ON-BODY Medicare PA, QL imi : (o) ml/56 ays and U : . rior Au : orlz.a ion
Part B: Part B: requirements to remove azathioprine as a trial/failure
' drug for the indication of Psoriatic Arthritis.
Part B: N/A
Traditional
EG-Optimized
Skyrizi PPACA-
yrizi Optimized
) (Risankizumab-rzaa)
e . Rx: Rx:
E Crohn's disease |Medicaid X X X . CARE (Part D)
g Medical: Medical: /2023
Part D: T5, Part D: UPDATE Prior Authorization requirements to
150mg/ml Auto-injector, 150mg/ml Pre X Part D: T remove azathioprine as a trial/failure drug for the
filled syringe, 180mg/1.2ml and Medicare . PA, QL o o -
360mg/24mi Cartridge Part B: Part B: indication of Psoriatic Arthritis.
Part B: N/A
NEW GENERIC: ADD to formulary at Tier 5 with Prior
Traditional T5, PA, QL Authorization Requirement (mirror Xyrem) and
Quantity Limit of 540m|/30 days.
NEW GENERIC: ADD to formulary at Tier 5 with Prior
A EG-Optimized T5, PA, QL Authorization Requirement (mirror Xyrem) and
Sodium Oxybate L
Quantity Limit of 540m|/30 days. COMM 12/27/2022
2 (9eq for Xyrem) PPACA. NEW GENERIC: ADD to formulary at Tier 5 with Prior CAID 1/12/2023
£ Narcolepsy Obtimized T5, PA, QL Authorization Requirement (mirror Xyrem) and CARE (Part D)
imize
§ ® Quantity Limit of 540m|/30 days. 3/1/2023
RXTCOvVETEQ, N
_ Rx: Rx: NEW GENERIC: ADD to Common formulary with
Medicaid : PA ) . .
Medical: Modical: Prior Authorization Requirements.
Part D: T5. Part D: NEW GENERIC: ADD to formulary at Tier 5 with
Part D: T i izati i i
0Smg/mi Oral Solution Medicare e PA, QL Prior ?rt:?rlz‘atlfglgeq;;rg;nents (mirror Xyrem) and
art B: b
Part B: N/A Quantity Limit o m ays.
Part B: N/A




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@
@ Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
DECREASE Tier: from Tier 2 to Tier 1and REMOVE Ste
Traditional T2, ST, QL T, QL P
Therapy.
DECREASE Tier: from Tier 2 to Tier 1o and REMOVE
. . EG-Optimized |T2,ST, QL Tib, QL
> Solifenacin Step Therapy.
@ ’ . - — - -
£ (geq for Vesicare) Overactive PPACA‘ T2,5T, QL Tib, QL DECREASE Tier: from Tier 2 to Tier To and REMOVE 5/1/2023
= Bladder Optimized Step Therapy.
a Medicaid Rx: RX:
edical Medical: Medical:
) Part D Part D: Part D
5mg and 10mg Tablets Medicare Part B: part B: part B:
UPDATE Prior Authorization criteria for Step Therapy
Traditional T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
Sotykt EG-Optimized |[T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
§ oty u ) Humira and Amjevita).
€ (Deucravacitinib) -
_;:T, Plaque Psoriasis PPACA UPDATE Prior Authorization criteria for Step Therapy 4N/2023
o Obtimized T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
imize
P Humira and Amjevita).
Medicaid Rx: Rx:
edicat Medical: Medical:
6 Tob! Medi Part D: Part D: Part D:
M ablet
° edicare Part B: Part B: Part B:
Rx: T4, PA Rx: T4, PA UPDATE Prior Authorization criteria for Step Therapy
Traditional Medical: Pref [Medical: Pref [through covered Adalimumab products (currently
Spec (T7), PA |Spec (T7), PA [Humira and Amjevita).
Rx: T4, PA Rx: T4, PA UPDATE Prior Authorization criteria for Step Therapy
Stelara EG-Optimized [Medical: Pref |Medical: Pref |through covered Adalimumab products (currently
Spec (T7), PA |Spec (T7), PA i jevita).
§ (Ustekinumab) pec (T7) pec (T7) Humira and Amjevita)
£
E Inflammatory PPACA. Rx: T4, PA Rx: T4, PA UPDATE Prior Authorization criteria for Step Therapy
% conditions Ontimized Medical: Pref |Medical: Pref |through covered Adalimumab products (currently 4/1/2023
imize
% P Spec (T7), PA |Spec (T7), PA [Humira and Amjevita).
o}
=
Medicaid Rx: Rx:
edicat Medical: Medical:
Rx:
45mg/0.5ml Subcutaneous Solution
and 45/0.5ml and 90mg/ml Pre-filled Part D: Part D: part D:
syringe. Medicare . X )
Medical: Part B: Part B: Part B:
13358
130mg/26ml IV Vial




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Rx NF NEW DRUG: not added to the f |
. : not added to the formulary or coverage
Traditional Medical: Not i ) Y 9
under the medical benefit.
Covered
Rx NF NEW DRUG: not added to the f |
. : not added to the formulary or coverage
EG-Optimized Medical: Not i ) Y 9
. under the medical benefit.
@ Stimufend Covered
@
5 (Pedfilgrastim-fpgk) Rx: NF i
5 Fever from low |ppaca- ) NEW DRUG: not added to the formulary or coverage | yeu | Medical: 4/1/2023
= ; Medical: Not eulasta, Fulphila, )
a whiteblood 5 ptimized under the medical benefit. and Nyvepria Pharmacy:
B count Covered 5/1/2023
2 Ry Rx: Pending |Rx: NEW DRUG: Pending MDHHS review
2 Medicaid Me-dical‘ Medical: Not |Medical: NEW DRUG: not covered under the medical
i Covered benefit
Part D: NF Part D: NEW DRUG: not added to the formulary
73590 and €9395 Medi Part D Part B:NPS |Part B: NEW DRUG: ADD t der Part B with
6mafo6mi Single Dose Syringe edicare S ? art B: # o coverage under Part B wi
(T8), PA, ST Step Therapy through Neulasta, Fulphila, AND Nyvepria
Traditional Pref Spec Pref Spec REMOVE DATA 2000 prescriber requirements.
EG-Optimized |[Pref Spec Pref Spec REMOVE DATA 2000 prescriber requirements.
PPACA- Pref Spec Pref Spec
Sublocade . P P REMOVE DATA 2000 prescriber requirements.
(Buprenorphine ER Optimized (T7), PA (T7), PA
= Injection) Opioid Rx: Rx:
0 pioid use . : :
3 disorder | e Medical: Medical: 4)1/2023
Q9991, Q9992
100mg/0.5ml and 300mg/1.5ml Medi Part D: Part D: Part D:
Solution for injection Extended edicare part B: Part B: Part B:
Release
NEW DRUG: ADD to formulary at Tier 5 with Prior
Authorization requirements and Quantity Limit of 1
Traditional T, PA, QL - onred auanty
Pouch (Either FOUR 300mg tablets or FIVE 300mg
tablets)/365 days.
NEW DRUG: ADD to formulary at Tier 5 with Prior
Authorization requirements and Quantity Limit of 1
EG-Optimized T, PA, QL - onred auanty
sunl Pouch (Either FOUR 300mg tablets or FIVE 300mg
un enca} tablets)/365 days.
I (Lenacapavir) NEW DRUG: ADD to formulary at Tier 5 with Prior COMM 5/1/2023
@
£ HIV PPACA- 15, PA, QL Authorization requirements and Quantity Limit of 1 CARE (Part D)
g Optimized Y Pouch (Either FOUR 300mg tablets or FIVE 300mg 41/2023
tablets)/365 days.
o Rx: Rx: Carve-out [Rx: NEW DRUG: Carve-Out (BOTH tablets and
Medicaid . . . .
Medical: Medical: injectable kit)
Part D: NEW DRUG: ADD to coverage at Tier 5 with
. Part D: Part D: T5, QL | Quantity Limit of 2 Pouch's (Either EIGHT 300mg
4-300mg and 5-300mg Tablet ONLY Medicare
Part B: Part B:N/A  |tablets or TEN 300mg tablets)/365 days.
Part B: N/A




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the s H :
riori ea
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
o Pref d
@ Current Future reterre Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
NEW DRUG: ADD to coverage under the Medical
. Pref Spec X A A X
Traditional (T7), PA Benefit as a Preferred Specialty (T7) with Prior
! Authorization Requirements.
NEW DRUG: ADD to coverage under the Medical
e Pref Spec X A A X
EG-Optimized (T7), PA Benefit as a Preferred Specialty (T7) with Prior
Sunlenca ! Authorization Requirements.
(Lenacapavir) NEW DRUG: ADD to coverage under the Medical
— PPACA- Pref Spec § ; A i
& Obtimized (T7), PA Benefit as a Preferred Specialty (T7) with Prior COMM 4/1/2023
K HIvV P ' Authorization Requirements. CARE (Part D)
b3 5/1/2023
Medicaid Rx: Rx: Carve-out NEW DRUG: C.
edical Medical: Medical: s Carve-out.
Part D: NEW DRUG: ADD to coverage at Tier 5 with
Part D: Part D: T5, QL | Quantity Limit of 1 kit (2 vials or 3 mls)/180 days.
33490 . : .
4635mg/ S vial ONLY Medicare Part B: Part B: Pref | Part B: NEW DRUG: ADD to coverage under Part B as
Spec (T7), PA |Preferred Specialty (T7), with Prior Authorization
Requirements (MAI).
oo TR [ smaren SR S Ty Ton RO e
raditiona SsT.oL SsT.oL m?o' afinil to trial of odafini
Armodafinil.
ADD Smart PA of narcolepsy and obstructive sleep
T3, SmartPA apena (ICD 10 G47.33, G47.411 to G47.419, and G47.421
EG-Optimized |[T3,ST, QL ST. oL " |to G47.429) AND UPDATE Step Therapy from trial of
' BOTH Modafinil AND Armodafinil to trial of EITHER
. Modafinil OR Armodafinil.
> Sunosi
g Solri fetol Narcolepsy and Modafinil and
£ (Solriamfetol) Obstructive ADD Smart PA of narcolepsy and obstructive sleep A afinil 5/1/2023
© rmoaartinil.
< 1 P 4 . g
o Sleep Apnea PPACA- T3, SmartPA, apena (ICD 10 G47.33, G47.411 to G47.419, and 0'47421
. T3, ST, QL to G47.429) AND UPDATE Step Therapy from trial of
Optimized ST, QL _ . ;
BOTH Modafinil AND Armodafinil to trial of EITHER
Modafinil OR Armodafinil.
Medicaid Rx: Rx:
edical Medical: Medical:
s 4150ma Tob! Medi Part D: Part D: Part D:
mg an m: ablets
o 9 edicare Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
o
& Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
NEW FORMULATION: ADD to the formulary as Tier 4
Traditional T4, PA, QL with Prior Authorization Requirement and Quantity
Limit of 2 pens every 4 weeks.
NEW FORMULATION: ADD to the formulary as Tier 4
EG-Optimized T4, PA, QL with Prior Authorization Requirement and Quantity
Takhzyro Limit of 2 pens every 4 weeks.
(Lanadelumab-flyo) NEW FORMULATION: ADD to the formulary as Tier 4
> PPACA- i . A . . COMM 3/3/2023
9 X . T4, PA, QL with Prior Authorization Requirement and Quantity
€ Hereditary Optimized T . CAID 3/1/2023
Eﬂ Angioedema 2 Y - CARE (Part D)
o o Rx: Rx: Carve-out 4/1/2023
Medicaid . . Rx: NEW FORMULATION: Carve-out
Medical: Medical:
Part D:T5 Part D: Part D: NEW FORMULATION: ADD to the
Part D: T i i l izati
150ma/mi Syringe ONLY Medicare PA QL formglaw at Tier 5 with F7.r|0r Athorlzatlon
Part B: Part B: N/A Requirement and Quantity Limit of 2 pens/28 days.
’ Part B: N/A
UPDATE Prior Authorization criteria for Step Therapy
Traditional TS, PA, QL T5, PA, QL through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
EG-Optimized |[T5, PA, QL T5, PA, QL through covered Adalimumab products (currently
> Taltz Humira and Amjevita).
2 i Inflammator UPDATE Prior Authorization criteria for Step Thera
£ (Ixekizumab) m Yy PPACA- ‘ P 24 4/1/2023
@ conditions L TS5, PA, QL T5, PA, QL through covered Adalimumab products (currently
& Optimized . Lo
Humira and Amjevita).
Medicaid Rx: Rx:
edical Medical: Medical:
80mg/ml Auto-injector and Pre-filled Medicare Part D: Part D: Part D:
Syringe Part B: Part B: Part B:
Traditional 15, PA NEW OENER{IC:(ADD to tll'\e formulary at Tier 5 with
Prior Authorization Requirements.
EG-Optimized 5. PA NEW GENERIC: ADD to the formulary at Tier 5 with
. - miz g
Tasimelteon P Prior Authorization Requirements.
2 (geq for Hetlioz) PPACA- 5 BA NEW GENERIC: ADD to the formulary at Tier 5 with COMM 1/20/2023
o Sleep-Wake At " A Aard i CAID 1/20/2023
£ Optimized Prior Authorization Requirements.
o Disorder o Rx: Rx: Carve-out CARE (Part D)
a Medicaid Medical: Medical: NEW GENERIC: Carve-out. 2/1/2023
Part D: T5. Part D: NEW GENERIC: ADD to the formulary at Tier 5
Part D: 2 TS, . . o . K
20mg Capsules Medicare PA, QL V\{Ith Prior Authorization Requirements and Quantity
Part B: Part B: N/A Limit of 30 capsules/30 days.
i Part B: N/A




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@
@ Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional T1 (Pref Geq), |T1 (Pref Geq), [REMOVE combination therapy restriction with other
raditiona
QL, AL QL, AL sedative hypnotics
REMOVE combination therapy restriction with other
EG-Optimized |Tla, QL AL  [Tla, QL, AL ° ! Py
> Temazepam sedative hypnotics
® . —— — -
£ (geq for Restoril) Insormnia PPACA‘\— Tla, QL, AL Tla, QL AL REM(?VE combl.natlon therapy restriction with other 52023
= Optimized sedative hypnotics
a Medicaid Rx: Rx:
edica . .
fea Medical: Medical:
) Part D Part D: Part D
15mg and 30mg Capsules ONLY Medicare Part B: part B Part B
: : art B:
Traditional NF NEW DEVICE: not added to formulary
EG-Optimized NF NEW DEVICE: not added to formulary
PPACA-
o NF NEW DEVICE: not added to formulary
g Tempo Optimized
[ X X
g biabetic & | Rx: Rx: Rx: NEW DEVICE: not added to formulary COMM 1/20/2023
= i icSu icai ical: X : _
E PPl |Medicaid Medical: Medical: Med.lcal. NEW DEVICE: managed by medical pre CAID 1/20/2023
a service UM team
Welcome Kit, Smart Button, Medicare Part D: Part D: Part D: N/A
and Refill kit Part B: Part B: Part B:
UPDATE Prior Authorization criteria to require Ste
Traditional T4, PA T4, PA . . .q ] P
Therapy through Tymlos for all listed indications.
UPDATE Prior Authorization criteria to require Ste
EG-Optimized |T4, PA T4, PA - o e d_q . P
. Teriparatide erapy through Tymlos for all listed indications.
e (geq for Forteo)
; Osteoporosis  |PPACA- T4 PA T4 PA UPDATE Prior Authorization criteria to require Step 5/1/2023
£ Optimized ! ' Therapy through Tymlos for all listed indications.
Medicaid Rx: Rx:
edicat Medical: Medical:
20mogldose Solution for injecti Medi Part D: Part D: Part D:
mc lose Solution for injection
9 ! edicare Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Testopel Pellet PPACA:
estopel Pelle . L
© P Hypogonadism |Optimized
o
3 (Testosterone) and Gender Rx: N/A Rx: N/A A 42023
b Dysphoria Medicaid Medical: Medical: MX.d' I UPDATE Prior Authorizati . ¢
Covered, PA |Covered, PA edical: rior Authorization requirements.
50189 . Part D: Part D: Part D:
Medicare
75mg Pellets Implants Part B: Part B: Part B:
Traditional NF NEW GENERIC: not added to formulary.
EG-Optimized NF NEW GENERIC: not added to formulary.
B PPACA-
> Topiramate ER Ontimized NF NEW GENERIC: not added to formulary.
g (geq for Qudexy XR) ceirures ptimize: COMM 1/20/2023
2 o Rx: Rx: Carve-out CAID 1/20/2023
O Medicaid Medical: Medical: NEW GENERIC: Carve-out.
25mg, 50mg, and 100mg di Part D: Part D: NF Part D: NEW GENERIC: Excluded.
Extended Release Capsules ONLY Medicare Part B: Part B: N/A Part B: N/A
REMOVE combination therapy restriction with other
Traditional  |TLQLAL  |T,QL AL : . &
sedative hypnotics
REMOVE combination therapy restriction with other
EG-Optimized [TIb, QL AL  [TIb, QL, AL ° ! Py
N Triazolam sedative hypnotics
[}
@ . PPACA- REMOVE combination therapy restriction with other
£ (geq for Halcion) : Tlb, QL, AL  [Tlb, QL, AL
o Insomnia Optimized sedative hypnotics 5M/2023
<
a Medicaid Rx: Rx:
edicat Medical: Medical:
0125 d 0.25mg Tabl Medi Part D: Part D: Part D
mg an .25m¢ ablets
o o edicare Part B: Part B: Part B:
Traditional Pref Spec Pref Spec UPDATE Prior Authorization criteria to require Step
raditiona
(T7), PA (T7), PA Therapy through Sunlenca.
o Pref Spec Pref Spec UPDATE Prior Authorization criteria to require Step
EG-Optimized
Trogarzo (T7), PA (T7), PA Therapy through Sunlenca.
_ (Ibalizumab-uiyk) PPACA- Pref Spec Pref Spec UPDATE Prior Authorization criteria to require Step
©
% HIV Optimized (T7), PA (T7), PA Therapy through Sunlenca. 4/1/2023
% Medicaid Rx: Rx:
edicat Medical: Medical:
N746 X Part D: Part D: Part D:
X . Medicare
200mg/133ml Single dose vial Part B: Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the s H :
riori ea
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
o
@ Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Trulici PPACA-
2 rulicity Optimized
@© (Dulaglutide)
3 Type Il Diabetes Rx: Rx: 3/1/2023
@ . : :
a Medicaid Medical: Medical:
0.75mg/0.5ml, 15mg/0.5ml, 3mg/0.5ml, Medi Part D: T3, QL |Part D: T3, QL | Part D: UPDATE Quantity Limit to 2m|/28days.
and 4.mg/0.5ml Solution Injection SENEEIRS Part B: Part B: Part B:
NEW FORMULATION: ADD to the formulary at Tier 5
with Prior Authorization Requirement, and Quantit;
Traditional 75, P, oL, ALY au nd Quantity
Limit of 56 capsules/30 days, with Age Limit
restrictions.
NEW FORMULATION: ADD to the formulary at Tier 5
with Prior Authorization Requirement, and Quantit;
EG-Optimized 75, P, oL, ALY au nd Quantiy
. Limit of 56 capsules/30 days, with Age Limit
Turalio restrictions.
Pexidartinib) ; "
> (Pexidartinib) NEW FORMULATION: ADD to the formulary at Tier 5 COMM 1/20/2023
@ PPACA- with Prior Authorization Requirement, and Quantity CAID 1/20/2023
£ Chemotherapy . T5,PA, QL AL |~ 4 e
H Optimized Limit of 56 capsules/30 days, with Age Limit CARE (Part D)
<
o restrictions. 1/5/2023
Rx: Rx: Carve-out
Medicaid . . Rx: NEW FORMULATION: Carve-out
Medical: Medical:
Part D:T5 Part D: NEW FORMULATION: ADD to the formulary at
, Part D: T Tier 5 with Prior Authorization Requirements and
125mg Capsules ONLY tsehene Part B: PA QL Quantity Limit of 120 capsules/30 days.
: Part B:N/A | THEMT HIME Pt v
Part B: N/A
UPDATE Prior Authorizaion criteria to add coverage for
Traditional T4, PA T4, PA °
males.
UPDATE Prior Authorizaion criteria to add coverage for
EG-Optimized [T4, PA T4, PA °
Tvml males.
3 ymios PPACA- UPDATE Prior Authorizaion criteria to add coverage for
e (Abaloparatide) A T4, PA T4, PA
E Osteoporosis  |Optimized males. 5/1/2023
@
£ Rx: Covered, |Rx: Covered,
Medicaid PA PA Rx: UPDATE PDL criteria to add coverage for males.
Medical: Medical:
X Part D: Part D: Part D:
80mcg per Pen-injector Medicare Part B: part B: Part B
: : art 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

March 2023 (continued)

Current
Coverage

Future
Coverage

Comment

UPDATE Prior Authorization criteria for Step Therapy

Preferred
covered
alternatives

o Priority Health

Implementation
Date

Traditional NPS (T8), PA [NPS (T8), PA |through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
i EG-Optimized [NPS (T8), PA |NPS (T8), PA |through covered Adalimumab products (currently
Tysabri ) . ) o
= ” Multiple Sclerosis Humira and Amjevita).
% (Natalizumab) andCrohn's [0, - UPDATE Prior Authorization criteria for Step Therapy 4h/2023
> Disease Optimized NPS (T8), PA [NPS (T8), PA [through covered Adalimumab products (currently
Humira and Amjevita).
o Rx: Rx:
Medicaid Medical: Medical:
32323 . Part D: Part D: Part D:
300mg/15ml Solution for injection Medicare Part B: Part B: Part B:
REMOVE Quantity Limit of 40 Tablets per year and
Traditional T4, PA, QL T4,PA, QL UPDATE Pri40r Authorizati.o.n duration from four
months to six months (Initial), and 12 months
(continuation).
REMOVE Quantity Limit of 40 Tablets per year and
EG-Optimized |T4, PA, QL T4,PA, QL UPDATE Pri40r Authorizati.o.n duration from four
> Ubrelvy months to six months (Initial), and 12 months
o continuation).
% (Ueregepant] Migraine E?EMOVE Qua)ntity Limit of 40 Tablets per year and 4h/2023
& PPACA- T4, PA, QL T4, PA, QL UPDATE Prior Authorizatio.n duration from four
Optimized months to six months (Initial), and 12 months
(continuation).
o Rx: Rx:
Medicaid Medical: Medical:
. Part D: Part D: Part D:
0mg and 100mg Tablets Medicare Part B: Part B: Part B:
ADD to the formulary at Tier 3 with Step Therapy
Traditional NE 13,57, QL Requirement - MUS.t try TWO c?urses of Firvanq OR. ;
generic Vancomycin Oral Solution and a Quantity Limit
of 56 capsules per 14 days.
ADD to the formulary at Tier 3 with Step Therapy
) EG-Optimized |NF 13,57, QL Requiremgnt - Must tr){ TWO Firvang A.I\ID/(T,)ngeneric
? Vancomycin Vancolmycm ?_,:Zl Solution and a Quantity Limit of 56 Firvang
eq for Vancocin L . capsules per ays. .
_rcgu fosa ) Antimicrobial ADD to the formulary at Tier 3 with Step Therapy Vancsoorlzy;;: oral S//2023
a PPACA- NE T3,ST. QL Requirement - Must try TWO Firvang AND/OR generic
Optimized Vancomycin Oral Solution and a Quantity Limit of 56
capsules per 14 days.
L Rx: Rx:
Medicaid Medical: Medical:
125mg Capsule ONLY Medicare Part D: Part D: Part D:
Part B: Part B: Part B:




oA - Prior Authorizat Pharmacy Department
- Prior Authorization
i Pending Ch h ( H H ’
SP- Specialty Pharmacy enaing anges to the Prlorlt Health
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
o
& Current Future preferred Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional NF T2 ADD to the formulary at Tier 2.
EG-Optimized |NF T2 ADD to the formulary at Tier 2.
> Vancomycin PPACA-
8 ,y o NF T2 ADD to the formulary at Tier 2.
£ (geq for Firvana) Antimicrobial Optimized 50/2023
E Medicaid RX: RX:
o edical Medical: Medical:
. Part D: Part D: Part D:
25mg/ml and 50mg/ml Solution Kit Medicare part B: Part B: part B
: : art B:
Traditional
EG-Optimized
> Vascepa PPACA-
E (Icosapent ethyl) Hypertriglyceride | Optimized 2/1/2023
_;:Ts mia Medicaid Rx: Rx:
o edical Medical: Medical:
. Part D: T4 Part D: NF Part D: REMOVE brand; generic added
sooma apsues Medicare Part B: Part B: Part B
: : art B:
Traditional T3,ST, QL T3, QL REMOVE Step Therapy.
EG-Optimized |T3, ST, QL T3, QL REMOVE Step Therapy.
Viibryd PPACA-
§ ) Y - T3, ST, QL T3,QL REMOVE Step Therapy.
g (Vilazodone) Depression Optimized 5//2023
_;:T! Medicaid Rx: Rx:
o edical Medical: Medical:
10mg, 20mg, 40mg tablets, and Medicare Part D: Part D: Part D:
Starter Pack Kit (10mg and 20mg). Part B: Part B: Part B:
Traditional NF NEW DEVICE: not added to formulary.
EG-Optimized NF NEW DEVICE: not added to formulary.
Vibrant PPACA-
§ o NF NEW DEVICE: not added to formulary.
£ (Device) o Optimized COMM 1/26/2023
c Constipation
2 Medicaid R Rx: NE Rx: NEW DEVICE: not added to f | CAID1/25/2023
a edicai Medical: Medical X: : not added to formulary.
. Part D: Part D: NF Part D: NEW DEVICE: excluded.
Medical Capsule Device Medicare Part B: Part B: N/A Part B N/A
: : art B:
Traditional T2, QL T1, QL DECREASE Tier: from Tier 2 to Tier 1.
EG-Optimized [T2, QL Tlb, QL DECREASE Tier: from Tier 2 to Tier 1b.
Vilazodone PPACA-
{? N . T2, QL Tib, QL DECREASE Tier: from Tier 2 to Tier 1b.
£ (geq for Viibryd) Depression Optimized 50/2023
_rCTs Medicaid Rx: Rx:
a edicat Medical: Medical:
X Part D: Part D: Part D:
10mg, 20mg, and 40mg Tablet Medicare Part B: part B: Part B
: : art B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
- NEW DRUG: not added to coverage under the medical
Traditional Not Covered i
benefit.
o NEW DRUG: not added to coverage under the medical
EG-Optimized Not Covered X
Vivimusta beneflt
X PPACA- NEW DRUG: not added to coverage under the medical
(Bendamustine HCI) . Not Covered )
Optimized benefit.
T Ry Rx: NF Rx: NEW DRUG: not added to formulary
3 Chemotherapy |Medicaid Me-dical‘ Medical: Medical: NEW DRUG: ADD to coverage under the 41/2023
> : Covered medical benefit.
Part D: NEW DRUG: not added to formulary.
Part D: NF Part B: NEW DRUG: ADD to coverage under Part B with
39999 Medicare Part D: Part B: Prior Authorization (Oncology PA form) and Step
100mg/4ml Single Dose Vial Part B: Medicare Therapy of TWO of either injectable Belrapzo (J9036),
Chemo, PA |injectable Bendeka (J9034), or injectable Treanda
(J9033).
Traditional
Voriconazole EC-Optimized
§ (geq for Vfend)
§ Antimicrobial |PPACA- 2/1/2023
@©
g Optimized
Medicaid Rx: Rx:
edicat Medical: Medical:
Part D: T4, PA Part D: T4 Part D: REMOVE the B vs. D Prior Authorization
200mg Single Dose Vial Medicare (BvsD) Part B: Requirement.
part B: ) part B:
- i Non- NEW FORMULATION: ADD to coverage under the
raditiona . . X g 5
Specialty (T6) |Medical Benefit as Non-Specialty (Tier 6).
. Non- NEW FORMULATION: ADD to coverage under the
EG-Optimized n . ) . .
Vueway Specialty (T6) |Medical Benefit as Non-Specialty (Tier 6).
_ (Gadopiclenol) PPACA- Non- NEW FORMULATION: ADD to coverage under the COMM 1/1/2023
adopicleno . .
g P Medical Optimized Specialty (T6) [Medical Benefit as Non-Specialty (Tier 6). CAID 12/29/2022
2 diagnostic Rx: R NF Rx: NEW FORMULATION: not added to formulary. CARE (Part D)
Medicaid . » Medical: NEW FORMULATION: not added to coverage 41/2023
Medical: Medical: . R
under the medical benefit.
1.5 mmol/3 ml, 375 mmol/7.5ml, 5 a—— Part D: NF Part D: NEW FORMULATION: excluded.
mmol/10 ml, 15 mmol/30ml Single Medicare Part B: Part B: Part B: NEW FORMULATION: ADD to coverage under
Dose Vial i Covered 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

March 2023 (continued)

Current
Coverage

Future
Coverage

Comment

Preferred
covered
alternatives

o Priority Health

Implementation
Date

Part B:

Traditional Pref Spec Pref Spec UPDATE from ONE cycle of 4 doses to TWO cycles of
raditiona
(T7), PA (T7), PA four doses.
o Pref Spec Pref Spec UPDATE from ONE cycle of 4 doses to TWO cycles of
EG-Optimized
Vyvgart (T7), PA (T7), PA four doses.
T (Efgartigimod alfa-foab) Generalized  |PPACA- Pref Spec Pref Spec UPDATE from ONE cycle of 4 doses to TWO cycles of
9 artigimod alfa-fca .
3 gartig Myasthenia  |Optimized (T7), PA (T7), PA four doses. 412023
2 Gravis (GMG) Rx: N/A Rx: N/A
. . . Rx: N/A
Medicaid Medical: Medical: Medical: UPDATE Pior Authorizati X
Covered, PA |Covered, PA edical: rior Authorization requirements.
39332 . Part D: Part D: Part D:
Medicare
400mg/20ml Solution for injection Part B: Part B: Part B:
Traditional
EG-Optimized
PPACA-
> Wegovy A
z (Semaglutide) i Optimized
8 opesy Medicaid R Covered | Rx: Covered Rx: UPDATE PDL criteri DECREASE 12 oz
o .
£ edicai Medical- Medical X: criteria to age to 12 years.
0.25mg/dose, 0.5/dose, 1.7mg/dose, Part D: Part D: Part D:
Img/dose, 2.4mg/dose Pre-filled Pen Medicare . )
Solution Part B: Part B: Part B:
NEW FORMULATION: ADD to the formulary at Tier 3
Traditional T3, ST . . . .W
with Step Therapy of Clindamycin 2% vaginal cream.
NEW FORMULATION: ADD to the formulary at Tier 3
) EG-Optimized T3,ST i . . . 4
Xaciato with Step Therapy of Clindamycin 2% vaginal cream.
> _ . ; COMM 2/21/2023
g (Clindamycin) Indicated to treat CAID 2/15/2023
£ bacterial PPACA- NEW FORMULATION: ADD to the formulary at Tier 3
2 infecti Optimized 58T ith Step Th  Clindamycin 2% vaginal CARE (Part D)
& infections ptimize: with Step Therapy of Clindamycin 2% vaginal cream. 4112023
Medicaid Rx: Rx: NF Rx: NEW FORMULATION dded to f |
edicai Medical Medical X: : not added to formulary.
» X part D: Part D: NF Part D: NEW FORMULATION: not added to formulary.
2% Vaginal Gel Medicare
Part B: Part B:N/A  |Part B: N/A
Traditional
EG-Optimized
Xeljanz PPACA-
2 (Tofacitinib) Optimized
o Inflammatory Rx: Rx:
c o : :
£ - M 3/1/2023
@ conditions edicaid Medical: Medical:
a - — -
Part D: T5, Part D: T5, Part D: UPD/;TE D.I'IOT Authc-wrlljfat.\lon r(;quwrime;ts to
5mg, and 10mg Tablets Medicare PA, QL PA, QL .rerr.u)vz.e azat |opr.|n§ asa trfa. allure drug forthe
indication of Psoriatic Arthritis.
Part B: Part B:




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the Y , Priorit Health
QL- Quantity Limit Approved Drug List y
AL-Age Limits pp 9
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional
EG-Optimized
Xeljanz Oral Solution PPACA-
> (Tofacitinib) Optimized
© Inflammatory Rx: Rx:
£ .
£ - Medicaid . . 3/1/2023
& conditions edical Medical: Medical:
a " " . .
Part D: TS, Part D: TS, Part D: UPDAhTE P-I'IOI' Amh?n;ft-‘fn rzquwrimegts to
Imafenl oral solution Medicare PA QL PA, QL 'ren'wov? azat |opr.|n§ asa tr\.a- ailure drug for the
indication of Psoriatic Arthritis.
Part B: Part B:
Part B:
Traditional
EG-Optimized
Xeljanz XR PPACA-
2 (Tofacitinib) Optimized
o Inflammatory Rx: Rx:
3 icai 3/1/2023
H conditions | Medicaid Medical: Medical:
o - — -
Part D: T5, Part D: T5, Part D: UPD/;\IE P-I'IOI' Autht?rlljfat.\lon rzquwrime;ts to
Timg Extended-Release Tablet Medicare PA QL PA, QL remove azathioprine as a trial/failure drug for the
indication of Psoriatic Arthritis.
Part B: Part B:
Part B:
- I Pref Spec Pref Spec RE:AF):{E PriiLACu:;c;rizaion ioTbirwdation thera;)y .
raditiona (7). PA (7). PA res I'IC(IOn V.\II preventative drugs (e.g. Aimovig,
Emgality, Ajovy).
REMOVE Prior Authorizai i i h
o Omtimized i SpEe Bl Gpee : 4Ot. I'Ii; (;JGtR(;rlzalon ctor:blr;atlon tl eraAr?y }
) -Optimize (7). PA (7). PA res I'IC(IOn V.\II preventative drugs (e.g. Aimovig,
Xeomin Emogality, Ajovy).
(IncobotulinumtoxinA) EEACA. Pref Spec Pref Spec RE:AQ:{E PriiLAgjctl;(;rizaion ctor:bir;ation (theraA;?y .
restriction wi reventative drugs (e.g. Aimovig,
Optimized  |),PA  |(T7),PA on # P e °
Emgality, Ajovy).
Rx: RXx: REMOVE Prior Authorizaion combination therapy
Medicaid Medical: Medical: restriction with CGRP preventative drugs Aimovig,
= Covered, PA |Covered, PA [Emgality, and Ajovy.
% Chronic Migraine 4112023
>
Part D:
Part B: REMOVE Prior Authorization combination
Part D: part D: tAherap.y rzstnct:-r::n WltgiGRP:;\D/eI;tatl\{e drutghsv
Josss . Part B: Pref  [Part B: Pref ImOVIg_’ AMEEINSY, _an Yerse (_J [Phlelrer
500, 1004, and 200u Single Dose Vial Medicare Spec (T7), PA, |spec (T7), PA, exemption Yvhen billed by a Neu.rologlsts (NEUR),
<t oT Rehab Medicine (PMR) and Physical Med & Rehab (PT)
specialists when following FDA max dose and
prescribing guidelines (to match Commercial and
Medicaid).




Pharmacy Department
PA - Prior Authorization
SP- Specialty Pharmacy Pending Changes to the ’( , Priorit Health
QL- Quantity Limit . y
AL Age Limits Approved Drug List
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
" Pref Spec Pref Spec REMOVE Step Therapy requirement for Peyronie's
Traditional i
(T7), PA (T7), PA disease.
) Pref Spec Pref Spec REMOVE Step Therapy requirement for Peyronie's
Xiaflex EG-Optimized
) Coetira P (T7), PA (T7), PA disease.
ollagenase Clostirdium ;
g g:] ol ) Peyronie's PPACA- Pref Spec Pref Spec REMOVE Step Therapy requirement for Peyronie's 412023
istolyticum .
g 4 Disease Optimized (T7), PA (T7), PA disease.
Medicaid Rx: Rx:
edical Medical: Medical:
30775 . Part D: Part D: Part D:
Medicare
0.9mg Powder for Injection Part B: Part B: Part B:
REMOVE combination therapy restriction with other
Traditional  |TLQLAL  |T,QL AL : . &
sedative hypnotics.
REMOVE combination therapy restriction with other
EG-Optimized [TIb, QL AL  [TIb, QL, AL ° ! Py
Zaleplon sedative hypnotics.
§ (geq for Sonata)
€ .
E Insomnia PPA.CA4- Tib, QL, AL b, QL, AL REMQVE combirwation therapy restriction with other 5h/2023
a Optimized sedative hypnotics.
Medicaid Rx: Rx:
edicat Medical: Medical:
. Part D: Part D: Part D:
5mg and 10mg Capsules Medicare Part B Part B: Part B:
UPDATE Prior Authorization criteria for Step Therapy
Traditional T4, PA, ST, QL | T4, PA, ST, QL |through covered Adalimumab products (currently
Humira and Amjevita).
UPDATE Prior Authorization criteria for Step Therapy
Zeposia EG-Optimized |T4, PA, ST, QL [T4, PA, ST, QL |through covered Adalimumab products (currently
. o p_ y Humira and Amjevita).
g (©zanimod) Multiple Sclerosis PPACA UPDATE Prior Authorization criteria for Step Therapy
% and Ulcerative Optimized T4, PA, ST, QL | T4, PA, ST, QL |through covered Adalimumab products (currently 41/2023
. imize
& Colitis P Humira and Amjevita).
Medicaid Rx: Rx:
edical Medical: Medical:
7-Day Starter Pack (0.23mg &3 X
0.46mg), Starter Kit Therapy Pack Medicare Part D: Part D: Part D:
(0.23mg & 0.46mg & 0.92mg), and Part B: Part B: Part B:
0.92mg Capsules




Pharmacy Department

PA - Prior Authorization

i Pending Changes to the Q Priority Health

Approved Drug List

AL-Age Limits
ST- Step Therapy March 2023 (continued)
@ Preferred
@ Current Future Implementation
& Common use Formulary Comment covered
3 Coverage Coverage ) Date
o alternatives
Traditional T1 (Pref Geq), |T1 (Pref Geq), [REMOVE combination therapy restriction with other
raditiona
QL, AL QL, AL sedative hypnotics.
_ REMOVE combination therapy restriction with other
A EG-Optimized [Tla, QL, AL Tla, QL, AL
> Zolpidem P sedative hypnotics.
@ ! —— — -
£ (geq for Ambien) Insomnia PPACA— Tla, QL, AL Tla, L, AL REM(?VE combl.natlon therapy restriction with other 5/1/2023
g Optimized sedative hypnotics.
a Medicaid Rx: Rx:
edical Medical: Medical:
. o cab Medi Part D: Part D: Part D:
mg an mg tablet
° ° ecicare Part B: Part B: Part B:
REMOVE combination therapy restriction with other
Traditional T,QLAL  |TL,QLAL ° ! Py
sedative hypnotics.
. REMOVE combination therapy restriction with other
- Zolpidem ER EG-Optimized |Tlb,QL, AL  |Tlb, QL, AL ° ! Py
9 ( for Ambien CR) sedative hypnotics.
£ geqtorAm Insomnia - inati icti i 5N/223
£ PPACA Tib, L, AL Tib, L, AL REMQVE combl.natlon therapy restriction with other /-
g Optimized sedative hypnotics.
Medicaid Rx: Rx:
625mg and 125mg gi Part D: Part D: Part D:
Extended Release tablet Medicare Part B: Part B: Part B:




