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Clinical Edits

	Drug Description
	Generic Equivalent
	Indications and Approval Criteria

	AUVELITY TITRATION PACK
*To be discussed today
	DEXTROMETHORPHAN HBR/
BUPROPION
	Indicated for the treatment of agitation associated with dementia due to Alzheimer’s disease. 
Auvelity Clinical Edit
Dose Optimization Fiscal Edit


	AVLAYAH 150 MG VIAL

	TIVIDENOFUSP ALFA-EKNM

	Indicated for the treatment of neurologic manifestations of Hunter syndrome (Mucopolysaccharidosis type II, MPS II) when initiated in presymptomatic or symptomatic pediatric patients weighing at least 5 kg prior to advanced neurologic impairment.
Enzyme Deficiency, Select Agents Clinical Edit

Approval Criteria, Initial Therapy – must meet all of the following: 
· Documented diagnosis of mucopolysaccharidosis II (MPS II); 
· Prescribed by or in consultation with an appropriate specialist in the treated disease state; AND
· Documented neurologic manifestations associated with MPS II or participant is presymptomatic and at risk for neurologic manifestations.
· Initial approval period: 12 months

Approval Criteria, Continuation of Therapy – must meet all of the following: 
· Renewal of prior authorization may be given for up to 12 months following documentation of compliance to prescribed drug therapy. 

Denial Criteria – therapy will deny with the presence of one of the following:
· Any approval criteria are not met; OR
· Concurrent therapy with Elaprase.


	JAKAFI XR 11 MG, 22 MG, 33 MG, 44 MG & 55 MG TABLET

	RUXOLITINIB PHOSPHATE
	Indicated for treatment of:
· Intermediate or high-risk myelofibrosis, including primary myelofibrosis, post-polycythemia vera myelofibrosis, and post-essential thrombocythemia myelofibrosis in adults
· Polycythemia vera in adults who have had an inadequate response to or are intolerant of hydroxyurea
· Steroid-refractory acute graft-versus-host disease in adult and pediatric patients 12 years and older
· Chronic graft-versus-host disease after failure of one or two lines of systemic therapy in adult and pediatric patients 12 years and older
Targeted Immune Modulators, Small Molecule Janus Kinase (JAK) Inhibitors Clinical Edit
Prior Authorization Required Fiscal Edit

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

Dose Optimization Fiscal Edit
· 1 tablet per day 


	SPINRAZA 28 MG/5 ML & 50 MG/5 ML VIAL
*To be discussed today

	NUSINERSEN SODIUM/PF

	Indicated for the treatment of spinal muscular atrophy (SMA) in pediatric and adult patients. 
Spinal Muscular Atrophy (SMA) Clinical Edit 
Dose Optimization Fiscal Edit


	VORICONAZOLE 200 MG/20 ML VIAL

	VORICONAZOLE
	Indicated for the treatment of adults and pediatric patients 2 years of age for the treatment of:
· Invasive aspergillosis
· Candidemia in non-neutropenic patients and other deep tissue Candida infections
· Esophageal candidiasis
· Scedosporiosis and Fusariosis
Antifungals, Systemic Clinical Edit






















Fiscal Edits


	Drug Description
	Generic Equivalent
	Indications and Approval Criteria

	BAXFENDY 1 MG & 2 MG TABLET
*To be discussed today

	BAXDROSTAT
	Indicated for the treatment of hypertension in combination with other antihypertensive drugs, to lower blood pressure in adults who are not adequately controlled on other agents. Lowering blood pressure reduces the risk of fatal and nonfatal cardiovascular events, primarily strokes and myocardial infarctions.
Prior Authorization Required Fiscal Edit
Dose Optimization Fiscal Edit


	BUSPIRONE HCL 2.5 MG & 12.5 MG TABLET
*To be discussed today

	BUSPIRONE HCL
	Indicated for the management of anxiety disorders or the short-term relief of the symptoms of anxiety. 
Manufacturer Requiring PA Fiscal Edit
Prior Authorization Required Fiscal Edit 

	FAVLYXA 250 MG/10 ML & 2,500 MG/ 100 ML VIAL
*To be discussed today


	FLUOROURACIL
	Indicated for the treatment of patients with: 
· Adenocarcinoma of the colon and rectum
· Adenocarcinoma of the breast
· Gastric adenocarcinoma
· Pancreatic adenocarcinoma
Manufacturers Requiring Prior Authorization Fiscal Edit
Prior Authorization Required Fiscal Edit 


	HEPCLUDEX 8.5 MG VIAL
	BULEVIRTIDE ACETATE-GMOD
	Indicated for the treatment of chronic hepatitis delta virus (HDV) infection in adults without cirrhosis or with compensated cirrhosis. This indication is approved under accelerated approval based on participants who achieved a decrease in HDV RNA and alanine aminotransferase (ALT) normalization. Continued approval for this indication may be contingent upon verification and description of clinical benefit in a confirmatory trial(s).
Prior Authorization Required Fiscal Edit

Approval Criteria, Initial Therapy – must meet all of the following: 
· Participant must be 18 years of age or older;
· Documented diagnosis of Hepatitis D virus (HDV), confirmed by positive PCR for HDV RNA; 
· Documented baseline liver function test including AST and ALT; AND
· Documentation of management of concurrent hepatitis B virus (HBV) infection (i.e. pegylated interferon, nucleoside/nucleotide analogs, undetectable HBV DNA (monitoring lab work/biopsies). 
· Initial Approval: 12 months

Approval Criteria, Continuation of Therapy – must meet all of the following: 
· Documentation of clinical benefit of therapy (i.e. reduction in HDV RNA, prevention of advancement of liver disease); AND
· Documented compliance to therapy 

Denial Criteria – therapy will deny with the presence of one of the following:
· Any approval criteria are not met; OR
· Documented severe hepatic impairment, defined as Child-Pugh Class B or C cirrhosis (Child-Pugh score > 7)


	QUIOFIC 0.2 MG/ML ORAL SOLUTION
*To be discussed today

	FOLIC ACID

	Indicated for the treatment of megaloblastic anemias due to folic acid deficiency in adult and pediatric patients.
Manufacturers Requiring Prior Authorization Fiscal Edit
Prior Authorization Required Fiscal Edit











Resource List Edits

	Drug Description
	Generic Equivalent
	Indications and Approval Criteria

	BYSANTI 1 MG, 2 MG, 4 MG, 6 MG, 8 MG, 10 MG & 12 MG TABLET

BYSANTI TITRATION PACK A
(1 MG, 2 MG, 4 MG, 6 MG)

BYSANTI TITRATION PACK B
(1 MG, 2 MG, 6 MG, 8 MG)

BYSANTI TITRATION PACK C (1 MG, 2 MG, 6 MG)

	MILSAPERIDONE
	Indicated for:
· Treatment of schizophrenia in adults
· Acute treatment of manic or mixed episodes associated with bipolar I disorder in adults
Antipsychotics – 2nd Generation (Atypical) Oral & Transdermal Agents Resource List – Non-Resource List
Prior Authorization Required Fiscal Edit

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

Dose Optimization Fiscal Edit
· Individual tablets: 2 tablets per day 
· Titration Pack A: 8 tablets per day 
· Titration Pack B: 12 tablets per day 
· Titration Pack C: 8 tablets per day 














Preferred Drug List Edits

	Drug Description
	Generic Equivalent
	Indications and Approval Criteria

	ATONCY 4 MG/ML ORAL SOLUTION
*To be discussed today

	ATOMOXETINE HCL
	Indicated for the treatment of Attention-Deficit/Hyperactivity Disorder (ADHD) in adults and pediatric patients 6 years of age and older.
Attention Deficit Hyperactivity Disorder (ADHD), Non-Stimulants PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit
Dose Optimization Fiscal Edit


	BREZTRI AEROSPHERE 160-18-4.8 MCG

	BUDESONIDE/
GLYCOPYRROLATE/
FORMOTEROL
	Indicated for maintenance treatment of chronic obstructive pulmonary disease (COPD) in adult patients and maintenance treatment of asthma in adult and pediatric patients 12 years of age and older.
Anticholinergics, Long-Acting Beta Adrenergic (LABA)/ Inhaled Corticosteroid (ICS) Combinations PDL Edit – Non-Preferred


	BYQLOVI 0.05% EYE DROP

	CLOBETASOL PROPIONATE

	Indicated for the treatment of post-operative inflammation and pain following ocular surgery.
Corticosteroids, Ophthalmic “Soft” PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why a preferred generic ophthalmic steroid (or soft ophthalmic steroid) cannot be utilized.


	CLONIDINE HCL 0.05 MG TABLET
*To be discussed today

	CLONIDINE HCL

	Indicated in the treatment of hypertension. 
Sympatholytics PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit
Dose Optimization Fiscal Edit


	DULOXETINE HCL DR 80 MG, 90 MG & 120 MG CAPSULE

	DULOXETINE HCL
	Indicated for the treatment of:
· Major depressive disorder in adults
· Generalized anxiety disorder in adults and pediatric patients 7 years of age and older
· Diabetic peripheral neuropathic pain in adults
· Fibromyalgia in adults and pediatric patients 13 years of age and older
· Chronic musculoskeletal pain in adults 
Fibromyalgia Agents PDL Edit – Non-Preferred
Serotonin and Norepinephrine Reuptake Inhibitors (SNRI) Clinical Edit
Manufacturers Requiring Prior Authorization Fiscal Edit
Prior Authorization Required Fiscal Edit 

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why 20, 30, or 60 mg capsules cannot be utilized.

Dose Optimization Fiscal Edit
· 1 capsule per day 


	FOUNDAYO 0.8 MG, 2.5 MG, 5.5 MG, 9 MG, 14.5 MG, & 17.2 MG TABLET
*To be discussed today

	ORFORGLIPRON CALCIUM

	Indicated in combination with a reduced-calorie diet and increased physical activity to reduce excess body weight and maintain weight reduction long term in adults with obesity or adults with overweight in the presence of at least one weight-related comorbid condition.
Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists Indicated for Obesity PDL Edit – Preferred 
Dose Optimization Fiscal Edit


	GLIPIZIDE 15 MG TABLET

	GLIPIZIDE
	Indicated as an adjunct to diet and exercise to improve glycemic control in adults with type 2 diabetes mellitus.
Sulfonylurea Agents, Second Generation PDL Edit – Non-Preferred


	HYMPAVZI 75 MG/0.5 ML PEN
*To be discussed today

	MARSTACIMAB-HNCQ
	Indicated for routine prophylaxis to prevent or reduce the frequency of bleeding episodes in adult and pediatric patients 6 years of age and older with: 
· Hemophilia A (congenital factor VIII deficiency) with or without factor VIII inhibitors
· Hemophilia B (congenital factor IX deficiency) with or without factor IX inhibitors
Bleeding Disorder Agents PDL Edit – Miscellaneous – Non-Preferred


	IDVYNSO 100 MG-0.25 MG TABLET

	DORAVIRINE/
ISLATRAVIR
	Indicated for the treatment of HIV-1 infection in adults to replace the current antiretroviral regimen in those who are virologically suppressed (HIV-1 RNA less than 50 copies per mL) on a stable antiretroviral regimen with no history of virologic treatment failure and no known substitutions associated with resistance to doravirine.
Antiretroviral Therapy (ART) PDL Edit – Single Tablet Regimen – Non-Preferred

Additional Approval Criteria – must meet all of the following: 
· Participant is aged ≥ 18 years; 
· Documentation that participant is virologically suppressed (HIV-1 RNA < 50 copies/mL); AND
· Documented compliance to oral ART regimen for at least 3 months.


	LYNAVOY 40 MG TABLET
*To be discussed today

	LINERIXIBAT
	Indicated for the treatment of cholestatic pruritus associated with primary biliary cholangitis (PBC) in adult patients. 
Bile Salt Agents PDL Edit – Non-Preferred



	NEREUS 85 MG CAPSULE


	TRADIPITANT

	Indicated for the prevention of vomiting induced by motion in adults.
Antiemetics, 5-HT3, NK1 and Other Select Non-Injectables PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why a generic antinausea agent cannot be utilized AND;
· For Nereus 170mg dose, must provide documentation of failure of 85mg dose 

Dose Optimization Fiscal Edit
· 8 capsules per 30 days 


	RELGAABI 200 MG CAPSULE

	GABAPENTIN

	Indicated for:
· Postherpetic neuralgia in adults
· Adjunctive therapy in the treatment of partial onset seizures, with and without secondary generalization, in adults and pediatric patients 3 years and older with epilepsy
Neuropathic Pain Agents PDL Edit – Non-Preferred
Prior Authorization Required Fiscal Edit

Approval Criteria – must meet all of the following: 
· Must show medical reason as to why a preferred gabapentin agent cannot be utilized.

Dose Optimization Fiscal Edit
· 12 capsules per day 


	SAPHNELO 120 MG/0.8 ML PEN & SYRINGE



	ANIFROLUMAB-FNIA

	Indicated for the treatment of adult patients with moderate to severe systemic lupus erythematosus (SLE), who are receiving standard therapy.
Limitations of Use: The efficacy of SAPHNELO has not been evaluated in patients with severe active lupus nephritis or severe active central nervous system lupus. Use of SAPHNELO is not recommended in these situations
Targeted Immune Modulators, Lupus Agents PDL Edit – Non-Preferred


	SKYRIZI 55 MG/0.37 ML SYRINGE

	RISANKIZUMAB-RZAA
	Indicated for treatment of:
· Moderate-to-severe plaque psoriasis in adults and pediatric patients 6 years of age and older who are candidates for systemic therapy or phototherapy
· Active psoriatic arthritis in adults and pediatric patients 6 years of age and older
· Moderately to severely active Crohn's disease in adults
· Moderately to severely active ulcerative colitis in adults
Targeted Immune Modulators, IL-23 Inhibitors and IL-23/IL-12 Inhibitors PDL Edit – Non-Preferred


	TRYNGOLZA 50 MG/0.8 ML AUTOINJECTOR
*To be discussed today

	OLEZARSEN SODIUM

	Indicated as an adjunct to diet to reduce:
· Triglycerides (TG) in adults with familial chylomicronemia syndrome (FCS)
· TG and the risk of acute pancreatitis in adults with severe hypertriglyceridemia (sHTG: TG greater than or equal to 500 mg/dL)
Apolipoprotein CIII Small Interfering RNA (siRNA) Inhibitors PDL Edit 


	TYVASO DPI 48-80 MCG MAINTENANCE KIT
*To be discussed today

	TREPROSTINIL
	Indicated for the treatment of pulmonary arterial hypertension (PAH; WHO Group 1) and pulmonary hypertension associated with interstitial lung disease (PH-ILD; WHO Group 3).
Pulmonary Arterial Hypertension (PAH) Agents, Prostacyclin Pathway Agonists, Inhaled PDL Edit – Non-Preferred


	WAINUA 45 MG/0.8 ML SYRINGE
*To be discussed today

	EPLONTERSEN SODIUM

	Indicated for the treatment of the polyneuropathy of hereditary transthyretin-mediated amyloidosis in adults.
Transthyretin Amyloidosis Agents PDL Edit – Non-Preferred


	ZOLYMBUS 0.01% EYE DROP

	BIMATOPROST/PF
	Indicated for the reduction of elevated intraocular pressure in patients with open-angle glaucoma or ocular hypertension.
Glaucoma Agents PDL Edit – Non-Preferred



Open Access

	Drug Description
	Generic Equivalent
	Indications

	DECNUPAZ 2 MG VIAL

	PIVEKIMAB SUNIRINE-PVZY
	Indicated for the treatment of adult patients with blastic plasmacytoid dendritic cell neoplasm (BPDCN).


	EVDI 1 MG/20 ML VIAL

	TRABECTEDIN
	Indicated for the treatment of adult patients with unresectable or metastatic liposarcoma or leiomyosarcoma who received a prior anthracycline-containing regimen.


	LIFYORLI 125 MG & 150 MG DOSE PACK
	RELACORILANT

	Indicated in combination with nab-paclitaxel for the treatment of adults with platinum-resistant epithelial ovarian, fallopian tube, or primary peritoneal cancer who have received one to three prior systemic treatment regimens, at least one of which included bevacizumab.


	OTARMENI VIAL

	LUNSOTOGENE PARVEC-CWHA
	Indicated for the treatment of pediatric and adult patients with severe-to-profound and profound sensorineural hearing loss (any frequency >90 dB HL) associated with molecularly confirmed biallelic variants in the otoferlin (OTOF) gene, preserved outer hair cell function, and no prior cochlear implant in the same ear.

This indication is approved under accelerated approval based on the improvement of hearing sensitivity assessed by average pure tone audiometry (PTA) at Week 24. Continued approval for this indication may be contingent upon verification and description of clinical benefit in the confirmatory clinical trial.

Limitations of Use
Otarmeni is not recommended in patients in whom preoperative imaging
demonstrates that access to the inner ear is not feasible including those with abnormal mastoid pneumatization or clinically significant anatomic variations of the middle ear and inner ear.


	VEPPANU 100 MG & 200 MG TABLET

	VEPDEGESTRANT
	Indicated for the treatment of adults with estrogen receptor (ER)-positive, human epidermal growth factor receptor 2 (HER2)-negative, estrogen receptor-1 (ESR1)-mutated advanced or metastatic breast cancer, as detected by an FDA-authorized test, with disease progression following at least one line of endocrine therapy.


	XOCOVA 125 MG TABLET

	ENSITRELVIR FUMARATE
	Indicated for post-exposure prophylaxis (PEP) of coronavirus disease 2019 (COVID‑19) in adults and adolescents 12 years of age and older following contact with an individual who has COVID-19.
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