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Formulary Exception Criteria

General Utilization Management Criteria

Policy Number: Rx001

I. MEDICATION NAME(S):
e Multiple

Il. LENGTH OF AUTHORIZATION:
e Variable

lll. QUANTITY LIMITS:
e Multiple (see formulary)

IV. INITIAL CRITERIA:

1. Isthe drug prescribed for a condition funded by the Oregon Health Plan (OHP) in a
manner consistent with the Health Evidence Review Commission (HERC) Prioritized List
of Health Services?

a. Yes(go to #3)
b. No (go to #2)

2. Is there a comorbid condition for which coverage would be allowed? (For children and
adolescents up to age 21 years of age: treatment is covered if it will enhance their ability
to grow, develop, or participate in school per the EPSDT Medicaid benefit).

a. Yes(go to #3)
b. No (forward to pharmacist for review [deny 3a/3c])

3. Isthe drug used for an FDA-approved indication or a medically appropriate off-label use
with strong evidence supporting safety and efficacy? (Refer to Table 1 in 'Additional
Information' for recommendation, evidence and efficacy ratings: the strength of
recommendation must be class lla or higher; the strength of evidence must be category
B or higher; and the efficacy must be Ila or higher.)

a. Yes(goto#4)
b. No (forward to pharmacist for review [deny 12a if drug not FDA-approved, or 8a
if indication not FDA-approved])

4. Isthe drug prescribed at the appropriate FDA-approved dose to treat the covered
condition?

a. Yes (go to #5)
b. No (forward to pharmacist for review)
5. Is the prescribed dose within UHA's quantity limits?
a. Yes(go to #6)
b. No (forward to pharmacist for review)

6. Is the medication prescribed by or in consultation with an appropriate health care

provider with expertise in treating this condition?



a. Yes (goto#7)
b. No (forward to pharmacist for review)

7. Does the member have any contraindications to therapy according to FDA-approved
labeling?

a. Yes (deny)
b. No (go to #8)

8. If FDA-approved labeling or national clinical guidelines categorize this drug as a second
line therapy, has there been trial and failure of or contraindication to the first-line
therapies?

a. Yesor N/A (go to #9)
b. No (forward to pharmacist for review)

9. Has the member tried and failed all less costly alternative therapies that are similar or
identical to the requested therapy (within the same drug class, therapeutic class, or
used to treat the member's condition according to UpToDate)?

a. Yes (go to #10)
b. No (forward to pharmacist for review [deny 7a, or deny 5k for formulary
exception requests])

10. Has documentation been submitted to support medical necessity, including chart notes,
a treatment plan, monitoring parameters, and laboratory values (if applicable)?

a. YesorN/A (goto#11)
b. No (forward to pharmacist for review [deny 5a])

11. Has the member been adherent to first-line therapies used to treat this condition?
(Adherent is defined as a MPR greater than or equal to 80% or no gaps between fills that
exceed 5 days.)

a. YesorN/A (goto#12)
b. No (forward to pharmacist for review [deny 5u])

12. Is the drug requested primarily for the convenience of the member and not medically
necessary?

a. Yes (deny 50)
b. No (approve)

V. RENEWAL CRITERIA:
1. Isthe requested drug being used outside of the FDA-approved treatment duration?
a. Yes (deny 8a)
b. No (go to #2)

2. Has documentation been submitted to support the continued medical necessity and
safety, including chart notes, a treatment plan, monitoring parameters, and laboratory
values (if applicable)?

a. YesorN/A (go to #3)
b. No (forward to pharmacist for review [deny 5a])

3. When appropriate, has the member been non-adherent to therapy and unlikely to
benefit from additional therapy? (Non-adherent is defined as a MPR less than 80% or
gaps between fills that exceed 5 days.)

a. Yes (deny 5u)
b. Noor N/A (approve)
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VI. ADDITIONAL INFORMATION:
e Table 1. Recommendation, Evidence and Efficacy Ratings

1. Strength Of Recommendation

Class | Recommended The given test or treatment has been proven to be useful, and should be
performed or administered.

Class lla Recommended, In The given test, or treatment is generally considered to be useful, and is
Most Cases indicated in most cases.

Class llb Recommended, In The given test, or treatment may be useful, and is indicated in some, but
Some Cases not most, cases.

Class Il Not Recommended  The given test, or treatment is not useful, and should be avoided.

Class Evidence Inconclusive

Indeterminate

2. Strength Of Evidence

Category A Category A evidence is based on data derived from: Meta-analyses of randomized controlled trials
with homogeneity with regard to the directions and degrees of results between individual studies.
Multiple, well-done randomized clinical trials involving large numbers of patients.

Category B Category B evidence is based on data derived from: Meta-analyses of randomized controlled trials
with conflicting conclusions with regard to the directions and degrees of results between
individual studies. Randomized controlled trials that involved small numbers of patients or had
significant methodological flaws (e.g., bias, drop-out rate, flawed analysis, etc.). Nonrandomized
studies (e.g., cohort studies, case-control studies, observational studies).

Category C Category C evidence is based on data derived from: Expert opinion or consensus, case reports or
case series.

No Evidence

3. Efficacy

Class | Effective Evidence and/or expert opinion suggests that a given drug treatment for a

specific indication is effective.

Class Ila Evidence Favors Evidence and/or expert opinion is conflicting as to whether a given drug
Efficacy treatment for a specific indication is effective, but the weight of evidence

and/or expert opinion favors efficacy.

Class Ilb Evidence is Evidence and/or expert opinion is conflicting as to whether a given drug
Inconclusive treatment for a specific indication is effective, but the weight of evidence

and/or expert opinion argues against efficacy.

Class Il Ineffective Evidence and/or expert opinion suggests that a given drug treatment for a

specific indication is ineffective.

VII. REVISION HISTORY:
e Last Reviewed Date: 9/14/2022
e Last Updated Date: 9/14/2022
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Stimulants

Policy Number: Rx002

I. MEDICATION NAME(S):

e dexmethylphenidate HCI e methylphenidate LA
e dexmethylphenidate HCI ER e methylphenidate HCI CD
e dextroamphetamine sulfate ER e methylphenidate ER
e dextroamphetamine sulfate e methylphenidate HCI
e Zenzedi (dextroamphetamine sulfate) e methylphenidate HCI ER
e dextroamphetamine-amphet ER e Metadate ER (methylphenidate HCI
e dextroamphetamine-amphetamine ER)
e Vyvanse (lisdexamfetamine
dimesylate)

Il. LENGTH OF AUTHORIZATION:
e Initial, members age 19 and older: six months
e |Initial, members age 18 and younger: one year
e Renewal, members age 19 and older: six months
e Renewal, members age 18 and younger: one year

Il1l. QUANTITY LIMITS:
e Multiple (see formulary)

IV. INITIAL CRITERIA:

1. Isthe drug prescribed for a diagnosis of ADD/ADHD by a licensed mental health
provider?

a. Yes(go to #8)
b. No (go to #2)

2. Isthe drug prescribed for a diagnosis of ADD/ADHD by the member's primary care
provider using a validated symptom checklist or in consultation with a licensed mental
health provider or substance use disorder treatment provider? (See Additional
Information section for validated symptom checklists.)

a. Yes (go to #4)
b. No (go to #3)

3. Does the member have an established diagnosis of narcolepsy from a neurologist or

pulmonologist?
a. Yes (go to #8)
b. No (forward to pharmacist for review [deny 5z])



4. Isthe member using any medications or substances that have the potential to cause
sedation or lack of focus including opiates (with the exception of buprenorphine for
SUD), benzodiazepines, marijuana, and alcohol?

a. Yes (forward to pharmacist for review [deny 5z])
b. No (go to #5)
5. Is the member age 19 or older?
a. Yes (goto #6)
b. No (go to #7)

6. Has the requesting provider performed a urine drug screen and provided appropriate
results at the initial visit when the stimulant was initially prescribed? (Appropriate
results would include the absence of THC, opiates, benzodiazepines, cocaine.)

a. Yes(go to #8)
b. No (forward to pharmacist for review [deny 5z])

7. Isthe member age 5 or older for dextroamphetamine/amphetamine (generic Adderall)
or age 6 or older for all other medications?

a. Yes(go to #8)
b. No (forward to pharmacist for review [deny GLN 20, 8a])

8. Is the medication being prescribed in a manner that is supported by the FDA approved
indications and dosing recommendations?

a. Yes(go to #9)
b. No (forward to pharmacist for review)

9. Does the member have any co-morbid conditions such as uncontrolled hypertension,
cardiac arrhythmias, untreated or uncontrolled anxiety or agitation, or
hyperthyroidism? (Note: uncontrolled anxiety or agitation is allowed when the
medication is managed by a liscensed mental health provider.)

a. Yes (forward to pharmacist for review)
b. No (go to #10)

10. Has the member failed less costly alternative stimulants?

a. Yes (for members age 19 and older: approve for six months; for members age 18
and younger: approve for one year)
b. No (forward to pharmacist for review [deny 7a or 5k])

V. RENEWAL CRITERIA:

1. Isthe drug prescribed by a licensed mental health provider?

a. Yes (for members age 19 and older: approve for six months; for members age 18
and younger: approve for one year)
b. No (go to #2)

2. Is the member currently using any medications or substances that have the potential to
cause sedation or lack of focus including opiates (with the exception of buprenorphine
for SUD), benzodiazepines, marijuana, and alcohol?

a. Yes (forward to pharmacist for review [deny 5z])
b. No (go to #3)
3. Isthe member age 19 or older?
a. Yes (goto #4)
b. No (approve for one year)

UHA Stimulants 8



4. Isthe requesting provider performing random urine drug screens at least every six
months and has the provider included documentation of an appropriate UDS within the
last three months? (Appropriate results would include the absence of THC, opiates,
benzodiazepines, cocaine, and presence of the prescribed stimulant if applicable.)

a. Yes (approve for six months)
b. No (forward to pharmacist for review [deny 5z])

VI. ADDITIONAL INFORMATION:

e Accepted validated symptom checklists, Adults: Adult ADHD Self-Report Scale (ASRS-
v1.1); Copeland Symptom List for Adult Attention Deficit Disorder; Conners’ Adult ADHD
Rating Scale (CAARS)

e Accepted validated symptom checklists, Children: Conners 3rd Edition; Behavior
Assessment System for Children (BASC); Child Behavior Checklist/Teacher Report Form;
ADHD Comprehensive Teacher’s Rating Scale (ACTeRS); ADHD Rating Scale; Childhood
Attention Problem Scale; Vanderbilt Assessment Scales

e [f the member has ever had a history of substance abuse, we recommend considering
use of an alternative medication: TCA (desipramine, nortriptyline), Strattera, or
bupropion if a TCA is not tolerated. However, this is not a requirement.

VIl. REVISION HISTORY:
e Last Reviewed Date: 6/22/2022
e Last Updated Date: 6/22/2022

UHA Stimulants 9
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Prior Authorization Criteria
Formulary Exception Criteria

I. MEDICATION NAME(S):

acetaminophen with codeine
Capital W-Codeine (acetaminophen
with codeine)
butalbital/acetaminophen/caffeine/co
deine

codeine sulfate
codeine/butalbital/aspirin/caffeine
Ascomp With Codeine
(codeine/butalbital/aspirin/caffeine)
fentanyl

fentanyl citrate

Vicodin HP
(hydrocodone/acetaminophen)
hydrocodone/acetaminophen
Co-Gesic
(hydrocodone/acetaminophen)
Lorcet (hydrocodone/acetaminophen)
Lorcet Plus
(hydrocodone/acetaminophen)
Lorcet HD
(hydrocodone/acetaminophen)
Stagesic
(hydrocodone/acetaminophen)

Il. LENGTH OF AUTHORIZATION:
Initial and renewal: six weeks up to 90 days for conditions of the spine and back, six
months for cancer pain or palliative care, and three months for all other diagnoses

Il1l. QUANTITY LIMITS:
90 mg morphine equivalents per day, 7 days per 60 days (short-acting opioids), 30 days

per 180 days
tramadol: 8 tablets per day

Policy Number: Rx005

Zydone
(hydrocodone/acetaminophen)
hydrocodone/ibuprofen
hydromorphone HCI
meperidine HCI

methadone HCI

morphine sulfate

morphine sulfate ER
oxycodone HCI

oxycodone HCI ER

Oxycontin (oxycodone HCI ER)
oxycodone HCl/acetaminophen
Roxicet (oxycodone
HCl/acetaminophen)

Endocet (oxycodone
HCl/acetaminophen)
oxycodone HCl/aspirin
Endodan (oxycodone HCl/aspirin)
oxymorphone HCI

tramadol HCI

Multiple Non-Formulary Opiates

oxycodone 5 mg/5 mL oral solution: 100 mL per year
acetaminophen with codeine 120-12 mg/5 oral solution: 300 mL per year
hydrocodone/acetaminophen 7.5-325/15 oral solution: 480 mL per year

10



e For treatment of acute pain for all opioid naive members (except for cancer pain or
palliative care): limit to 7 days per fill
o Opioid naive is defined as no opioid fills within the past 60 days
e Additional quantity limits for dose optimization will apply to all long-acting opioids,
including but not limited to the following formulary agents:
o fentanyl transdermal patches: 1 patch per 3 days
o morphine ER capsules: 2 capsules per day
o morphine ER tablets: 3 tablets per day
o oxycodone ER, Oxycontin: 2 tablets per day

IV. INITIAL CRITERIA:

1. Isthe drug prescribed for a condition funded by the Oregon Health Plan (OHP) in a
manner consistent with the Health Evidence Review Commission (HERC) Prioritized List
of Health Services?

a. Yes (goto#2)
b. No (forward to pharmacist for review [deny 3a])

2. Does Prioritized List of Health Services Guideline Note 60 apply (opioid prescribing for
conditions of the back and spine)?

a. Yes (goto#3)
b. No (go to #4)

3. Does the request meet Guideline Note #60, Opioid for Conditions of the Back and
Spine? For acute use, the following provisions must be met: for immediate-release
opiates, trial and failure of non-opiates such as NSAIDs, APAP, muscle relaxants; use of
other interventions such as physical therapy; no current or history of opiate abuse and
documented verification that the patient is not high risk for opioid misuse or abuse. For
acute use greater than 6 weeks and less than 90 days post injury or flare, there must be
documented evidence of improvement of function of at least thirty percent as
compared to baseline based on a validated tool (e.g. Oswestry, Neck Disability Index, SF-
MPQ, and MSPQ). Chronic use (greater than 90 days) requires an individual treatment
plan with a taper plan or documentation that it is unsafe to initiate taper at this time.

a. Yes(goto #4)
b. No (forward to pharmacist for review [deny GLN 60])

4. Is the drug prescribed for migraine headache?

a. Yes (forward to pharmacist for review [deny 5a])
b. No (go to #5)

5. Has the member failed less costly alternative opioids? (For example, morphine ER must

be tried and failed before fentanyl or oxycodone ER.)
a. Yes(go to #6)
b. No (forward to pharmacist for review [deny 7a])

6. Is the drug prescribed for cancer pain, or is the patient receiving hospice or end-or-life
care?

a. Yes (approve for six months)
b. No (go to #7)

7. Does the patient have a history of diversion, history of opioid abuse, active substance
abuse as defined as any illicit or non-prescribed substance (including alcohol and
marijuana) within the past year?

UHA «Title» 11



a. Yes (forward to pharmacist for review [deny 5a])
b. No (go to #8)
8. Is there a pain contract in place limiting the patient to one provider and one pharmacy?
a. Yes (goto#9)
b. No (forward to pharmacist for review [deny 5g])

9. Has the prescriber submitted a written treatment plan stating goals used to determine
treatment successes such as pain relief and improved physical and psychosocial
function?

a. Yes(goto#10)
b. No (forward to pharmacist for review [deny 5g])
10. Has the member had a mental health screening within the last year?
a. Yes(goto#11)
b. No (forward to pharmacist for review [deny 5g])

11. Has the requesting provider performed a urine drug screen and provided appropriate
results and is the member free from any duplicative or contraindicated medications?
(Appropriate results would include the absence of THC, cocaine, benzodiazepines, other
opioids, and any non-prescribed substances. Concurrent opioid and benzodiazepine use
will not be approved due to risk of respiratory depression. Duplicative opioids are not
covered unless clinically appropriate.)

a. Yes(goto#12)
b. No (forward to pharmacist for review [deny 5g])

12. Has the provider reviewed the Oregon Prescription Monitoring Program registry and
documented appropriate results?

a. Yes(goto #13)
b. No (forward to pharmacist for review [deny 5g])
13. Is the member taking greater than 90 MED per day?
a. Yes (forward to pharmacist for review [deny for QL over 90 MED])
b. No (approve for six weeks for back pain and three months for all other
conditions)

V. RENEWAL CRITERIA:

1. Isthe drug prescribed for cancer pain, or is the patient receiving hospice or end-or-life
care?

a. Yes (approve for six months)
b. No (go to #2)

2. Does Prioritized List of Health Services Guideline Note 60 apply (opioid prescribing for

conditions of the back and spine)?
a. Yes (goto #3)
b. No (go to #4)

3. Does the request meet Guideline Note #60, Opioid for Conditions of the Back and
Spine? For acute use, the following provisions must be met: for immediate-release
opiates, trial and failure of non-opiates such as NSAIDs, APAP, muscle relaxants; use of
other interventions such as physical therapy; no current or history of opiate abuse and
documented verification that the patient is not high risk for opioid misuse or abuse. For
acute use greater than 6 weeks and less than 90 days post injury or flare, there must be
documented evidence of improvement of function of at least thirty percent as

UHA «Title» 12



compared to baseline based on a validated tool (e.g. Oswestry, Neck Disability Index, SF-
MPQ, and MSPQ). Chronic use (greater than 90 days) requires an individual treatment
plan with a taper plan or documentation that it is unsafe to initiate taper at this time.

a. Yes (goto#5)

b. No (forward to pharmacist for review [deny GLN 60])

4. Is the request for acute use (treatment less than 90 days), OR is the request for chronic
use and the requesting provider has submitted documentation of reduction in pain and
a taper plan or rational explaining why a taper plan is not medically indicated?

a. Yes (go to #5)
b. No (forward to pharmacist for review [deny 5g])

5. Has the requesting provider performed a urine drug screen within the last six months
and provided appropriate results? (Appropriate results would include the absence of
THC, cocaine, benzodiazepines, and any non-prescribed substances.)

a. Yes(go to #6)
b. No (forward to pharmacist for review [deny 5g])

6. Has the provider reviewed the Oregon Prescription Monitoring Program registry
regularly, at least once since the last approval, and documented appropriate results?

a. Yes (approve for six weeks for back pain and three months for all other
conditions)
b. No (forward to pharmacist for review [deny 5g])

VI. ADDITIONAL INFORMATION:
VII. REVISION HISTORY:

e Last Reviewed Date: 3/31/2021
e Last Updated Date: 3/31/2021

UHA «Title» 13
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Dipeptidyl Peptidase-4 (DPP-4) Inhibitors

Policy Number: Rx006

I. MEDICATION NAME(S):

Tradjenta (linagliptin) e Januvia (sitagliptin phosphate)
Onglyza (saxagliptin) e Janumet (sitagliptin phos/metformin
Kombiglyze XR (saxagliptin HCI)

HCl/metformin HCl)

Il. LENGTH OF AUTHORIZATION:

Initial: six months
Renewal: one year

lll. QUANTITY LIMITS:

Januvia: 1 per 1 day

IV. INITIAL CRITERIA:

1.

Is the drug prescribed for Type 2 diabetes mellitus?

a. Yes(goto #2)

b. No (forward to pharmacist for review [deny 8a])
Has the member had an adequate trial and failure of, contraindication to, or intolerance
to metformin dosed at 2,000 mg per day? (Adequate trial is defined as adherent to
therapy for at least three consecutive months, MPR greater than or equal to 80% or no
gaps between fills that exceed 5 days. (See Additional Information section for metformin
initiation guidance.)

a. Yes(goto#3)

b. No (forward to pharmacist for review [deny 5k])
Has the member had an adequate trial and failure of, contraindication to, or intolerance
to a sulfonylurea (e.g. glipizide) or TZD (e.g. pioglitazone)? (Contraindication may
include risk of hypoglycemia with appropriate documentation.)

a. Yes (goto#4)

b. No (forward to pharmacist for review [deny 5k])
Has the member had an adequate trial and failure of or contraindication to alogliptin?

a. Yes (go to#5)

b. No (deny 5k)
Is the member's most recent Alc (within the last six months) greater than 10%?

a. Yes (goto #6)

b. No (approve for six months)

14



6. Has the member had an adequate trial and failure of, contraindication to, or intolerance
to insulin, OR has the provider submitted an acceptable, medical rationale for why
insulin cannot be used?

a. Yes (approve for six months)
b. No (forward to pharmacist for review [deny 5a/5k])

V. RENEWAL CRITERIA:

1. Isthe member adherent to therapy? (Adherence defined as a MPR greater than or equal

to 80% or no gaps between fills that exceed 5 days.)
a. Yes(goto #2)
b. No (forward to pharmacist for review [deny 5u])

2. Has the member had a positive clinical response to therapy (such as at least a 10%
reduction in Alc or Alcis at goal), OR has the prescriber submitted documentation of
continued medical necessity in accordance with the initial criteria? (Alc value must be
recently measured within the last six months.)

a. Yes (approve for one year)
b. No (forward to pharmacist for review [deny 5a])

VI. ADDITIONAL INFORMATION:

Initiating Metformin

1. Begin with low-dose metformin (500 mg) taken once or twice per day with meals (breakfast and/or dinner) or 850
mg once per day.

2. After 5-7 days, if gastrointestinal side effects have not occurred, advance dose to 850 mg, or two 500 mg tablets,
twice per day (medication to be taken before breakfast and/or dinner).

3. If gastrointestinal side effects appear with increasing doses, decrease to previous lower dose and try to advance
the dose at a later time.

4. The maximum effective dose can be up to 1,000 mg twice per day. Modestly greater effectiveness has been
observed with doses up to about 2 500 mg/day. Gastrointestinal side effects may limit the dose that can be used.

Nathan, et al. Medical management of hyperglycemia in Type 2 Diabetes: a consensus algorithm for the initiation and adjustment of
therapy. Diabetes Care. 2008; 31;1-11.

VIl. REVISION HISTORY:
e Last Reviewed Date: 6/22/2022
e Last Updated Date: 6/22/2022

UHA Dipeptidyl Peptidase-4 (DPP-4) Inhibitors 15



Prior Authorization Criteria
Formulary Exception Criteria

,7(,(//{/ U
A

PQEJA HEALTH

L L

Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists (i.e.
Incretin Mimetics)

Policy Number: Rx007

I. MEDICATION NAME(S):

e Byetta (exenatide) preferred e Tanzeum (albiglutide)

e Bydureon (exenatide microspheres) e Trulicity (dulaglutide)
preferred e Saxenda (liraglutide)

e Adlyxin (lixisenatide) preferred e Victoza (liraglutide)

e Rybelsus (semaglutide) preferred e Ozempic (semaglutide)

Il. LENGTH OF AUTHORIZATION:
e Initial: six months
e Renewal: one year

I1l. QUANTITY LIMITS:
e N/A

IV. INITIAL CRITERIA:
1. Isthe drug prescribed for Type 2 diabetes mellitus?
a. Yes(goto #2)
b. No (forward to pharmacist for review [deny 8a])

2. Has the member had an adequate trial and failure of, contraindication to, or intolerance
to metformin dosed at 2,000mg per day? (Adequate trial is defined as adherent to
therapy for at least three consecutive months, MPR greater than or equal to 80% or no
gaps between fills that exceed 5 days. (See Additional Information section for metformin
initiation guidance.)

a. Yes(goto#3)
b. No (forward to pharmacist for review [deny 7a])

3. Does the member have either (1) established atherosclerotic cardiovascular disease
(ASCVD) defined as ischemic heart disease, ischemic cerebrovascular disease, or
peripheral artery disease; OR (2) high risk for ASCVD defined as age 55 years or older for
men or 60 years or older for women, AND one or more traditional risk factors including
hypertension, dyslipidemia (LDL > 130 mg/dL or taking lipid-lowering therapies), or
tobacco use?

a. Yes (go to #8)
b. No (go to #4)

4. Has the member had an adequate trial and failure of, contraindication to, or intolerance
to a sulfonylurea (e.g. glipizide) or TZD (e.g. pioglitazone)? (Contraindication may
include risk of hypoglycemia with appropriate documentation.)
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a. Yes (go to #5)
b. No (forward to pharmacist for review [deny 7a])
5. Is the member's most recent Alc (within the last six months) greater than 10%?
a. Yes (goto #6)
b. No (go to #7)

6. Has the member had an adequate trial and failure of, contraindication to, or intolerance
to insulin, OR has the the provider submitted an acceptable, medical rationale for why
insulin cannot be used?

a. Yes(goto#7)
b. No (forward to pharmacist for review [deny 5a/7a])

7. Has the member had an adequate trial and failure of or contraindication to a dipeptidyl
peptidase-4 (DPP-4) inhibitor? (Note: Alogliptin is available without a prior
authorization.)

a. Yes(go to #8)
b. No (forward to pharmacist for review [deny 7a])

8. Has the member had an adequate trial and failure of, contraindication to, or intolerance
to an SGLT2 inhibitor such as Steglatro (ertugliflozin), Invokana (canagliflozin), Farxiga
(dapagliflozin propanediol), or Jardiance (empagliflozin)?

a. Yes(go to #9)
b. No (forward to pharmacist for review [deny 7a])
9. Isthe requested medication on formulary?
a. Yes (approve for six months)
b. No (go to #10)
10. Has the member tried and failed the formulary alternative medications?
a. Yes (approve for six months)
b. No (forward to pharmacist for review [deny 5k])

V. RENEWAL CRITERIA:

1. Isthe member adherent to therapy? (Adherence defined as a MPR greater than or equal

to 80% or no gaps between fills that exceed 5 days.)
a. Yes(goto#2)
b. No (forward to pharmacist for review [deny 5u])

2. Hasthe member had a positive clinical response to therapy (such as at least a 10%
reduction in Alc or Alc is at goal), OR has the prescriber submitted documentation of
continued medical necessity in accordance with the initial criteria? (Alc value must be
recently measured within the last six months.)

a. Yes (approve for one year)
b. No (forward to pharmacist for review [deny 5a])

UHA Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists (i.e. Incretin Mimetics)«Title» 17



VI. ADDITIONAL INFORMATION:

Initiating Metformin

1. Begin with low-dose metformin (500 mg) taken once or twice per day with meals (breakfast and/or dinner) or 850
mg once per day.

2. After 5-7 days, if gastrointestinal side effects have not occurred, advance dose to 850 mg, or two 500 mg tablets,
twice per day (medication to be taken before breakfast and/or dinner).

3. [f gastrointestinal side effects appear with increasing doses, decrease to previous lower dose and try to advance
the dose at a later time.

4. The maximum effective dose can be up to 1,000 mg twice per day. Modestly greater effectiveness has been
observed with doses up to about 2,500 mg/day. Gastrointestinal side effects may limit the dose that can be used.

Nathan, et al. Medical management of hyperglycemia in Type 2 Diabetes: a consensus algorithm for the initiation and adjustment of
therapy. Diabetes Care. 2008; 31;1-11.

VII. REVISION HISTORY:

Last Reviewed Date: 6/22/2022
Last Updated Date: 6/22/2022

UHA Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists (i.e. Incretin Mimetics)«Title»
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Prior Authorization Criteria
Formulary Exception Criteria
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Sodium-Glucose Cotransporter-2 (SGLT2) Inhibitors

Policy Number: Rx008

I. MEDICATION NAME(S):

e Invokana (canagliflozin) e Jardiance (empagliflozin)
e Farxiga (dapagliflozin propanediol)

Il. LENGTH OF AUTHORIZATION:
e Initial: six months
e Renewal: one year

I1l. QUANTITY LIMITS:
e N/A

IV. INITIAL CRITERIA:
1. Isthe drug prescribed for Type 2 diabetes mellitus?
a. Yes (goto#2)
b. No (go to #9)

2. Has the member had an adequate trial and failure of, contraindication to, or intolerance
to metformin dosed at 2,000mg per day? (Adequate trial is defined as adherent to
therapy for at least three consecutive months, MPR greater than or equal to 80% or no
gaps between fills that exceed 5 days. (See Additional Information section for metformin
initiation guidance.)

a. Yes(goto#3)
b. No (forward to pharmacist for review [deny 5k])

3. Does the member have any of the following: (1) established atherosclerotic
cardiovascular disease (ASCVD) defined as ischemic heart disease, ischemic
cerebrovascular disease, or peripheral artery disease; OR (2) high risk for ASCVD defined
as age 55 years or older for men or 60 years or older for women, AND one or more
traditional risk factors including hypertension, dyslipidemia (LDL > 130 mg/dL or taking
lipid-lowering therapies), or tobacco use; OR (3) heart failure with a LVEF < 45%; OR (4)
chronic kidney disease (CKD) with an eGFR 30-60 mL/min?

a. Yes (approve for six months)
b. No (go to #4)

4. Has the member had an adequate trial and failure of,contraindication to, or intolerance
to a sulfonylurea (e.g. glipizide) or TZD (e.g. pioglitazone)? (Contraindication may
include risk of hypoglycemia with appropriate documentation.)

a. Yes (go to #5)
b. No (forward to pharmacist for review [deny 5k])
5. Isthe member's most recent Alc (within the last six months) greater than 10%?
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a. Yes (goto #6)
b. No (go to #7)

6. Has the member had an adequate trial and failure of, contraindication to, or intolerance
to insulin, OR has the the provider submitted an acceptable, medical rationale for why
insulin cannot be used?

a. Yes(goto#7)
b. No (forward to pharmacist for review [deny 5a/5k])

7. Has the member had an adequate trial and failure of or contraindication to a dipeptidyl
peptidase-4 (DPP-4) inhibitor? (Note: Alogliptin is available without a prior
authorization.)

a. Yes (go to #8)
b. No (forward to pharmacist for review [deny 7a])

8. Has the member had an adequate trial and failure of, contraindication to, or intolerance
to Steglatro (ertugliflozin)?

a. Yes (approve for six months)
b. No (forward to pharmacist for review [deny 5k])

9. Isthe requested medication Farxiga (dapaglifozin) or Jardiance (empagliflozin) as
secondary therapy for a diagnosis of heart failure with reduced ejection fraction less
than or equal to 40% and New York Heart Association class II-IV? (Note: Patient should
continue all initial therapy including a diuretic; an ACE/ARB or ARNI; and a beta-blocker.)

a. Yes (go to #10)
b. No(goto#11)
10. Is the drug prescribed by or in consultation with a cardiologist or cardiac care specialist?
a. Yes (approve for six months)
b. No (forward to pharmacist for review [deny 5a])

11. Is the requested medication Farxiga (dapagliflozin) used as a secondary agent for a
diagnosis of chronic kidney disease with persistently elevated urinary albumin excretion
(note: Studies showing renal benefit were conducted in patients with severely increased
albuminuria (eg, urinary albumin excretion >300 mg/day)?

a. Yes(goto#12)
b. No (forward to pharmacist for review [deny 5a/8a])
12. Is the drug prescribed by or in consultation with a nephrologist or kidney care specialist?
a. Yes (approve for six months)
b. No (forward to pharmacist for review [deny 5a])

V. RENEWAL CRITERIA:

1. Isthe member adherent to therapy? (Adherence defined as a MPR greater than or equal

to 80% or no gaps between fills that exceed 5 days.)
a. Yes(goto #2)
b. No (forward to pharmacist for review [deny 5u])

2. Has the member had a positive clinical response to therapy (such as at least a 10%
reduction in Alc or Alc is at goal), OR has the prescriber submitted documentation of
continued medical necessity in accordance with the initial criteria? (Alc value must be
recently measured within the last six months.)

a. Yes (approve for one year)
b. No (forward to pharmacist for review [deny 5a])

UHA Sodium-Glucose Cotransporter-2 (SGLT2) Inhibitors 20



VI. ADDITIONAL INFORMATION:

Initiating Metformin

1. Begin with low-dose metformin (500 mg) taken once or twice per day with meals (breakfast and/or dinner) or 850
mg once per day.

2. After 5-7 days, if gastrointestinal side effects have not occurred, advance dose to 850 mg, or two 500 mg tablets,
twice per day (medication to be taken before breakfast and/or dinner).

3. [f gastrointestinal side effects appear with increasing doses, decrease to previous lower dose and try to advance
the dose at a later time.

4. The maximum effective dose can be up to 1,000 mg twice per day. Modestly greater effectiveness has been
observed with doses up to about 2,500 mg/day. Gastrointestinal side effects may limit the dose that can be used.

Nathan, et al. Medical management of hyperglycemia in Type 2 Diabetes: a consensus algorithm for the initiation and adjustment of
therapy. Diabetes Care. 2008; 31;1-11.

VII. REVISION HISTORY:

Last Reviewed Date: 6/22/2022
Last Updated Date: 6/22/2022

UHA Sodium-Glucose Cotransporter-2 (SGLT2) Inhibitors
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Insulins
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Prior Authorization Criteria
Formulary Exception Criteria

I. MEDICATION NAME(S):

Novolog (insulin aspart) cartridge
Novolog Flexpen (insulin aspart) pen
Novolog Mix 70-30 Flexpen (insulin
aspart protamine/insulin aspart) pen
Levemir (insulin detemir) vial
Levemir Flextouch (insulin detemir)
pen

Basaglar (insulin glargine) non-
formulary

Lantus (insulin glargine) non-formulary
Lantus Solostar (insulin glargine) pen
non-formulary

Toujeo Solostar (insulin glargine) pen
Admelog Solostar (insulin lispro) pen

Il. LENGTH OF AUTHORIZATION:

Initial: length of benefit (LOB)

lll. QUANTITY LIMITS:

N/A

IV. INITIAL CRITERIA:
Is the drug prescribed for diabetes mellitus (type 1 or 2)?

1.

a. Yes (go to #2)

Policy Number: Rx009

Humalog (insulin lispro) cartridge
Humalog Mix 50-50 Kwikpen (insulin
lispro protamine/lispro) pen
Humalog Mix 75-25 Kwikpen (insulin
lispro protamine/lispro) pen

Humulin 70-30 Kwikpen (insulin
NPH/insulin regular) pen

Novolin 70-30 Flexpen (insulin
NPH/insulin regular) pen

Humulin N Kwikpen (insulin NPH) pen
Humulin R U-500 (insulin regular) pen
Humulin R U-500 Kwikpen (insulin
regular) pen

b. No (forward to pharmacist for review [deny 5a])
Is the request for Basaglar, Lantus, Levemir or Toujeo?

a. Yes(goto#3)
b. No (go to #7)

Has the member had an adequate trial and failure of or contraindication to UHA's
preferred long-acting insulin, insulin glargine-YFGN (generic Semglee-YFGN)? (Adequate
trial is defined as adherent to therapy for at least three consecutive months, MPR
greater than or equal to 80% or no gaps between fills that exceed 5 days.)

a. Yes(goto #4)

b. No (forward to pharmacist for review [deny 7a])

Is the request for Toujeo?
a. Yes(go to #5)
b. No (approve for LOB)
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5. Does the member require greater than 80 units per day, but less than or equal to 200
units per day of basal insulin? (Toujeo was not studied in patients with insulin resistance
(total daily insulin dose >200 units/day) and is not intended to be a replacement for
those requiring U-500 insulin.)

a. Yes (approve for LOB)
b. No (go to #6)

6. Does the member have nocturnal hypoglycemia after other inventions have been made

to address hypoglycemia?
a. Yes (approve for LOB)
b. No (forward to pharmacist for review [deny 5a])

7. ls the request for Admelog, Novolog or Humalog?

a. Yes(go to #8)
b. No (go to #9)

8. Has the member had an adequate trial and failure of or contraindication to UHA’s
preferred rapid-acting insulins, insulin lispro or insulin aspart? (Adequate trial is defined
as adherent to therapy for at least three consecutive months, MPR greater than or equal
to 80% or no gaps between fills that exceed 5 days.)

a. Yes(goto#11)
b. No (forward to pharmacist for review [deny 7a])

9. Isthe request for Humulin R U-500?

a. Yes(go to #10)
b. No (goto #11)
10. Does the member have insulin resistance requiring greater than 200 units per day?
a. Yes(goto #11)
b. No (forward to pharmacist for review [deny 5a]))
11. Is the request for an insulin pen or cartridge?
a. Yes(goto#12)
b. No (approve for LOB)

12. Does the member meet ANY of the following criteria: (1) Age 18 years or younger
(approve until age 19); (2) Member demonstrates an inability to draw insulin from a
multidose vial into a syringe documented by provider; (3) Use short-acting insulin in
intensive multi-dose therapy (i.e. greater than 4 times a day injections); OR (4) Member
has uncontrolled diabetes due to poor compliance evident by claims history?

a. Yes (approve for LOB)
b. No (forward to pharmacist for review [deny 5a])

V. RENEWAL CRITERIA:

VIi. ADDITIONAL INFORMATION:
e For members already started and stabilized on a non-preferred insulin, UHA will allow a
transition fill to allow time to switch to the preferred insulin.

VII. REVISION HISTORY:
e Last Reviewed Date: 3/31/2021
e Last Updated Date: 3/31/2021
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Topical Antifungals

Policy Number: Rx010

I. MEDICATION NAME(S):
e ciclopirox e naftifine HCI
e ketoconazole e Lamisil (terbinafine HCI)

I1. LENGTH OF AUTHORIZATION:
e |Initial: six months
e Renewal: six months

Il. QUANTITY LIMITS:
e N/A

IV. INITIAL CRITERIA:

1. Isthe drug used for an FDA-approved indication or a medically appropriate off-label use

with strong evidence supporting safety and efficacy?
a. Yes (goto#2)
b. No (forward to pharmacist for review [deny 8a])

2. Isthe drug prescribed for a condition funded by the Oregon Health Plan (OHP) in a
manner consistent with the Health Evidence Review Commission (HERC) Prioritized List
of Health Services? (Fungal infections of the skin, scalp, groin and nails are not funded
for most members. Some conditions are covered if the member is
immunocompromised, like those with AIDS or cancer.)

a. Yes(goto#4)
b. No (go to #3)

3. Isthere a comorbid condition for which coverage would be allowed? For example, type
2 diabetes or other conditions that may increase the risk of serious secondary skin
infections.

a. Yes(go to #4)
b. No (forward to pharmacist for review [deny 3a/3c])

4. Has the member tried and failed clotrimazole 1% cream; nystatin cream, ointment, or
powder; miconazole 2% cream; and terbinafine 1% cream (on formulary without PA) or
are these medications not appropriate to treat the member's condition?

a. Yes(go to #5)
b. No (forward to pharmacist for review [deny 7a])
5. Isthe requested medication on formulary?
a. Yes (approve for six months)
b. No (go to #6)
6. Has the member tried and failed all less-costly formulary alternative medications?
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a. Yes (approve for six months)
b. No (forward to pharmacist for review [deny 5k])

V. RENEWAL CRITERIA:

1.

Is the drug used for an FDA-approved indication or a medically appropriate off-label use
with strong evidence supporting safety and efficacy?

a. Yes(goto#2)

b. No (forward to pharmacist for review [deny 8a])
Is the drug prescribed for a condition funded by the Oregon Health Plan (OHP) in a
manner consistent with the Health Evidence Review Commission (HERC) Prioritized List
of Health Services? (Fungal infections of the skin, scalp, groin and nails are not fund

a. Yes (approve for six months)

b. No (go to #3)
Is there a comorbid condition for which coverage would be allowed? For example, type
2 diabetes or other conditions that may increase the risk of serious secondary skin
infections.

a. Yes(go to #4)

b. No (forward to pharmacist for review [deny 3a/3c])
Has documentation been submitted to support the continued use of this medication in
accordance with clinical guidelines? (Refer to UpToDate or product labeling for
appropriate treatment duration.)

a. Yes (approve for six months)

b. No (forward to pharmacist for review [deny 5a])

VI. ADDITIONAL INFORMATION:

VII. REVISION HISTORY:

UHA Topical Antifungals

Last Reviewed Date: 12/22/2021
Last Updated Date: 12/22/2021
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Clonazepam

Policy Number: Rx013

I. MEDICATION NAME(S):
e clonazepam

Il. LENGTH OF AUTHORIZATION:
e |Initial: one to six months (one year for seizures, oncology, or palliative care)
e Renewal: up to six months (one year for seizures, oncology, or palliative care)

l1l. QUANTITY LIMITS:
e N/A

IV. INITIAL CRITERIA:
1. Isthe drug used for a member with a malignant neoplasm or other end-of-life
diagnosis?

a. Yes (approve for one year)
b. No (go to #2)

2. Isthe drug used for a member with a diagnosed seizure disorder?
a. Yes (approve for length of benefit)
b. No (go to #3)

3. Isthe drug used for anxiety or panic disorder?
a. Yes(goto #4)
b. No (forward to pharmacist for review [deny 8a])

4. Has the member had an adequate trial and failure of or contraindication to first-line
treatment options including antidepressants AND psychotherapy (e.g. behavioral
therapy, relaxation response training, mindfulness meditation training, eye movement
desensitization and reprocessing)? Note: An adequate trial to determine efficacy of an
SSRI or SNRI is 4-6 weeks.

a. Yes (go to #5)
b. No (forward to pharmacist for review [deny 5a])

5. Isthe member taking a concurrent sedative, hypnotic or opioid?
a. Yes (forward to pharmacist for review [deny 5a]
b. No (go to #6)

6. Isthis a new start request for short-term use (less than 4 weeks)?
a. Yes (approve for one month)
b. No (go to #7)

7. Isthere appropriate rationale to support long-term benzodiazepine use for this
indication?

a. Yes (approve for six months)
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b. No (forward to pharmacist for review [deny 5a])

V. RENEWAL CRITERIA:
1. Isthe drug used for a member with a malignant neoplasm or other end-of-life
diagnosis?
a. Yes (approve for one year)
b. No (go to #2)
2. Is the drug used for a member with a diagnosed seizure disorder?
a. Yes (approve for length of benefit)
b. No (go to #3)
3. Isthe member taking a concurrent sedative, hypnotic or opioid?
a. Yes (forward to pharmacist for review [deny 5a]
b. No (go to #4)
4. Isthere appropriate rationale to support long-term benzodiazepine use for this
indication? (Exceptions may be made to allow time to taper off of medication.)
a. Yes (approve for up to six months)
b. No (forward to pharmacist for review [deny 5a])

VI. ADDITIONAL INFORMATION:
VII. REVISION HISTORY:

e Last Reviewed Date: 12/22/2021
e Last Updated Date: 12/22/2021

UHA Clonazepam
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Topical Corticosteroids
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Prior Authorization Criteria

I. MEDICATION NAME(S):

amcinonide

betamethasone dipropionate
clobetasol propionate

clobetasol emollient

clobetasol emulsion

clocortolone pivalate

Apexicon E (diflorasone
diacetate/emoll)

fluocinolone acetonide
fluocinonide

Scalacort DK (hydrocort/sal
acid/sulf/shamp1)

hydrocortisone (Ala-Cort, Ala-Scalp,
Anti-ltch, Cortaid, Cortisone,
Cortizone-10, Cortizone-10 Plus,
Eczema Anti-ltch, Hydrocream, Noble

Il. LENGTH OF AUTHORIZATION:

Initial: six months
Renewal: one year

lll. QUANTITY LIMITS:

Multiple (see formulary)

IV. INITIAL CRITERIA:
Is the drug used for an FDA-approved indication or a medically appropriate off-label use
with strong evidence supporting safety and efficacy?

1.

2.

a. Yes(goto #2)

Policy Number: Rx015

Formula HC, Preparation H, Procto-
Pak, Scalp Relief, Scalpicin, Soothing
Care)

Texacort (hydrocortisone)

Nucort (hydrocortisone acet/aloe
vera)

hydrocortisone acetate
hydrocortisone butyrate

Pandel (hydrocortisone probutate)
hydrocortisone/aloe vera (Cortizone-
10, Hydrocortisone Plus,
Hydrocortisone-Aloe, Hydroskin)
mometasone furoate

triamcinolone acetonide (Trianex,
Triderm)

b. No (forward to pharmacist for review [deny 8a])
Is the drug prescribed for a condition funded by the Oregon Health Plan (OHP) in a
manner consistent with the Health Evidence Review Commission (HERC) Prioritized List
of Health Services? (Mild to moderate inflammatory skin conditions are not funded.
Refer to Guideline Note 21 for coverage of severe inflammatory skin disease: functional
impairment as indicated by Dermatology Life Quality Index (DLQI) = 11 or Children's
Dermatology Life Quality Index (CDLQI) = 13 (or severe score on other validated tool)
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AND one or more of the following: (1) at least 10% of body surface area involved; OR (2)
hand, foot or mucous membrane involvement.)
a. Yes (goto#4)
b. No (go to #3)
3. Isthere a comorbid condition for which coverage would be allowed?
a. Yes(goto#4)
b. No (forward to pharmacist for review [deny 3a/3c or 5a21 for mild/moderate
skin conditions])
4. Has the member tried and failed triamcinolone 0.1% cream or ointment (on formulary
without PA) or is this medication not appropriate to treat the member's condition?
a. Yes (goto#5)
b. No (forward to pharmacist for review [deny 7a])
5. Has the member tried and failed all less-costly formulary alternative medications?
a. Yes (approve for six months)
b. No (forward to pharmacist for review [deny 7a or 5k])

V. RENEWAL CRITERIA:

1. Isthe drug used for an FDA-approved indication or a medically appropriate off-label use

with strong evidence supporting safety and efficacy?
a. Yes(goto #2)
b. No (forward to pharmacist for review [deny 8a])

2. Is the drug prescribed for a condition funded by the Oregon Health Plan (OHP) in a
manner consistent with the Health Evidence Review Commission (HERC) Prioritized List
of Health Services? (Mild to moderate inflammatory skin conditions are not funded.
Refer to Guideline Note 21 for coverage of severe inflammatory skin disease: functional
impairment as indicated by Dermatology Life Quality Index (DLQI) = 11 or Children's
Dermatology Life Quality Index (CDLQI) > 13 (or severe score on other validated tool)
AND one or more of the following: (1) at least 10% of body surface area involved; OR (2)
hand, foot or mucous membrane involvement.)

a. Yes (approve for one year)
b. No (go to #3)

3. Isthere a comorbid condition for which coverage would be allowed? For example, type
2 diabetes or other conditions that may increase the risk of serious secondary skin
infections.

a. Yes (goto#4)
b. No (forward to pharmacist for review [deny 3a/3c or 5a21 for mild/moderate
skin conditions])

4. Has documentation been submitted to support the continued use of this medication in
accordance with clinical guidelines? (Refer to UpToDate or product labeling for
appropriate treatment duration.)

a. Yes (approve for one year)
b. No (forward to pharmacist for review [deny 5a])

VI. ADDITIONAL INFORMATION:
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VIl. REVISION HISTORY:
e Last Reviewed Date: 3/31/2021
e Last Updated Date: 3/31/2021

UHA Topical Corticosteroids
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Prior Authorization Criteria
Formulary Exception Criteria
Professionally Administered Drug Criteria
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Neoplastic Disease

Policy Number: Rx018

. MEDICATION NAME(S):

e abiraterone acetate

e Hexalen (altretamine)

e Qazacitidine

e Treanda (bendamustine HCl)

e bexarotene

e Myleran (busulfan)

e Jevtana (cabazitaxel)

e capecitabine

e Erbitux (cetuximab)

e Leukeran (chlorambucil)

e cyclophosphamide

e dactinomycin

e Sprycel (dasatinib)

e Docefrez (docetaxel)

e docetaxel

e Tarceva (erlotinib HCI)

e Emcyt (estramustine phosphate
sodium)

e Afinitor (everolimus)

e lIressa (gefitinib)

e gemcitabine HCI

e imatinib mesylate

e Camptosar (irinotecan HCl)

e Tykerb (lapatinib ditosylate)

e Revlimid (lenalidomide)

e Gleostine (lomustine)

Il. LENGTH OF AUTHORIZATION:

e Variable

lll. QUANTITY LIMITS:

IV.

e N/A

INITIAL CRITERIA:

lomustine

Lysodren (mitotane)

Tasigna (nilotinib HCI)

nilutamide

oxaliplatin

Votrient (pazopanib HCI)

Sylatron (peginterferon alfa-2b)
Sylatron 4-Pack (peginterferon alfa-
2b)

Folotyn (pralatrexate)

Matulane (procarbazine HCl)
romidepsin

Nexavar (sorafenib tosylate)

Sutent (sunitinib malate)
temozolomide

Tabloid (thioguanine)

Hycamtin (topotecan HCI)
topotecan HCI

toremifene citrate

tretinoin

Caprelsa (vandetanib)

Zolinza (vorinostat)

Multiple non-formulary
antineoplastics (must first try and fail
formulary alternatives if applicable)
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1. Isthe drug used for an FDA-approved indication, OR a medically appropriate off-label
use with strong evidence supporting safety and efficacy, AND listed as a preferred
intervention by NCCN with quality and consistency of evidence of at least 3, OR listed as
an alternative options with additional compelling information provided? NOTE: Includes
all information required in the FDA approval or NCCN recommendation, including but
not limited to diagnosis, stage of cancer, biomarkers, place in therapy, and use as
monotherapy or combination therapy. (Refer to Table 1 in ‘Additional Information’ for
NCCN quality of evidence and consistency of evidence ratings.)

a. Yes(goto#2)
b. No (forward to pharmacist for review [deny 8a])

2. Isthe drug prescribed for a condition funded by the Oregon Health Plan (OHP) in a
manner consistent with the Health Evidence Review Commission (HERC) Prioritized List
of Health Services?

a. Yes (goto #4)
b. No (go to #3)
3. Isthere a comorbid condition for which coverage would be allowed?
a. Yes (goto #4)
b. No (forward to pharmacist for review [deny 3a/3c])

4. If applicable, does the request meet criteria for treatment coverage specified in
Guideline Note 12 of the Health Evidence Review Commission (HERC) Prioritized List of
Health Services, considering treatment of cancer with little or no benefit (see ‘Additional
Information’ section for Guideline Note 12)?

a. Yes(go to #5)
b. No (forward to pharmacist for review [deny 3a])

5. Is the medication prescribed by or in consultation with a hematologist or oncologist, as
appropriate, for the type of cancer?

a. Yes (go to #6)
b. No (forward to pharmacist for review)

6. Does the member have a Karnofsky Performance Status 50% or less or ECOG
performance score 3 or greater?

a. Yes (forward to pharmacist for review)
b. No (go to #7)

7. According to NCCN guidelines, are there alternative less-costly therapies recommended
at the same or better evidence level?

a. No (approve for three months or other appropriate duration based on indication,
treatment regimen, and monitoring requirements)
b. Yes (forward to pharmacist for review [deny 7a])

V. RENEWAL CRITERIA:
1. According to FDA labeling and NCCN guidelines, is treatment still indicated?
a. Yes(goto #2)
b. No (forward to pharmacist for review [deny 5a])
2. Has there been evidence of disease responsiveness to therapy?
a. Yes (approve for appropriate duration up to one year)
b. No (forward to pharmacist for review [deny 5a])
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VI. ADDITIONAL INFORMATION:
e Prioritized List of Health Services Guideline Note 12, Patient-Centered Care of Advanced
Cancer:

o Canceris a complex group of diseases with treatments that vary depending on
the specific subtype of cancer and the patient’s unique medical and social
situation. Goals of appropriate cancer therapy can vary from intent to cure,
disease burden reduction, disease stabilization and control of symptoms. Cancer
care must always take place in the context of the patient’s support systems,
overall heath, and core values. Patients should have access to appropriate peer-
reviewed clinical trials of cancer therapies. A comprehensive multidisciplinary
approach to treatment should be offered including palliative care services (see
STATEMENT OF INTENT 1, PALLIATIVE CARE).

o Treatment with intent to prolong survival is not a covered service for patients
who have progressive metastatic cancer with:

= Severe co-morbidities unrelated to the cancer that result in significant
impairment in two or more major organ systems which would affect
efficacy and/or toxicity of therapy; OR

= A continued decline in spite of best available therapy with a non
reversible Karnofsky Performance Status or Palliative Performance score
of <50% with ECOG performance status of 3 or higher which are not due
to a pre-existing disability.

o Treatments with intent to relieve symptoms or improve quality of life are
covered as defined in STATEMENT OF INTENT 1, PALLIATIVE CARE. Examples:

= Single-dose radiation therapy for painful bone metastases with the intent
to relieve pain and improve quality of life.

= Surgical decompression for malignant bowel obstruction. Single fraction
radiotherapy should be given strong consideration for use over multiple
fraction radiotherapy when clinically appropriate (e.g., not
contraindicated by risk of imminent pathologic fracture, worsening
neurologic compromise or radioresistant histologies such as sarcoma,
melanoma, and renal cell carcinoma).

= Medication therapy such as chemotherapy with low toxicity/low side
effect agents with the goal to decrease pain from bulky disease or other
identified complications. Cost of chemotherapy and alternative
medication(s) should also be considered.

o To qualify for treatment coverage, the cancer patient must have a documented
discussion about treatment goals, treatment prognosis and the side effects, and
knowledge of the realistic expectations of treatment efficacy. This discussion
may take place with the patient’s oncologist, primary care provider, or other
health care provider, but preferably in a collaborative interdisciplinary care
coordination discussion. Treatment must be provided via evidence-driven
pathways (such as NCCN, ASCO, ASH, ASBMT, or NIH Guidelines) when available.

e Table 1. NCCN Evidence Blocks Categories and Definitions
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Efficacy of Regimen/Agent

NCCN EVIDENCE BLOCKS CATEGORIES AND DEFINITIONS

5 E = Efficacy of Regimen/Agent

4 S = Safety of Regimen/Agent

3 Q = Quality of Evidence

2 C = Consistency of Evidence

1 A = Affordability of Regimen/Agent
ESQCA

Quality of Evidence

Example Evidence Block

»POOGM
I
(20 SR

muwann

ESQCA

occurs often; interference with ADLs is usual and severe

Note: For significant chronic or long-term toxicities, score decreased by 1

VII. REVISION HISTORY:
e Last Reviewed Date: 6/23/2021
e Last Updated Date: 6/23/2021

UHA «Title»eoplastic Disease

5 Highly effective: Cure likely and often provides long-term 5 High quality: Multiple well-designed randomized trials and/or
survival advantage meta-analyses
4 Very effective: Cure unlikely but sometimes provides long-term 4 Good quality: One or more well-designed randomized trials
survival advantage 3 Average quality: Low quality randomized trial(s) or well-designed
3 Mod‘erately eﬁectivg: Modest impact on survival, but often non-randomized trial(s)
provides control of disease |2 | Low quality: Case reports or extensive clinical experience
2 Minimally effective: No, or unknown impact on survival, but | 1 | Poor quality: Little or no evidence
sometimes provides control of disease
1 Palliative: Provides symptomatic benefit only Consistency of Evidence
5 Highly consistent: Multiple tnals with similar outcomes
Safety of Regimen/Agent 4 Mainly consistent: Multiple trials with some variability in outcome
5 Usually no meaningful toxicity: Uncommon or minimal 3 May be consistent: Few trials or only trials with few patients,
toxicities; no interference with activities of daily living (ADLs) whether randomized or not, with some variability in outcome
4 Occasionally toxic: Rare significant toxicities or low-grade 2 lnconsistent; Me_aningful differences in direction of outcome
toxicities only; little interference with ADLs between quality trials
3 Mildly toxic: Mild toxicity that interferes with ADLs 1 :::é‘:)?:r';":%’:}%: only: Evidence in humans based upon
2 Moderately toxic: Significant toxicities often occur but life Xperk
threatening/fatal toxicity is uncommon; interference with ADLs is
frequent Affordability of Regimen/Agent (includes drug cost, supportive
1 Highly toxic: Significant toxicities or life threatening/fatal toxicity | care, infusions, toxicity monitoring, management of toxicity)

5 Very inexpensive

4 Inexpensive

3 Moderately expensive
2 Expensive

1 Very expensive
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Prior Authorization Criteria
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Hepatitis C Direct Acting Antivirals

Policy Number: Rx019

I. MEDICATION NAME(S):
e Daklinza (daclatasvir dihydrochloride)

Sovaldi (sofosbuvir)

e Zepatier (elbasvir/grazoprevir)* e Vosevi

e Mavyret (glecaprevir/pibrentasvir)* (sofosbuvir/velpatas/voxilaprev)*
e Harvoni (ledipasvir/sofosbuvir) e Epclusa (sofosbuvir/velpatasvir)*
e ledipasvir/sofosbuvir e sofosbuvir/velpatasvir*

e Viekira Pak

(ombita/paritap/riton/dasabuvir)

*preferred agents according to the Oregon Health Authority (OHA) fee-for-service (FFS)
preferred drug list (PDL)

Il. LENGTH OF AUTHORIZATION:

e 8-24 weeks (internal note: extend the PA end date for 4 weeks to allow for a delayed
start)

l1l. QUANTITY LIMITS:
e N/A

IV. INITIAL CRITERIA:
1. See FFS Approval Criteria:
https://www.orpdl.org/durm/PA Docs/HCV directactingantivirals.pdf

V. RENEWAL CRITERIA:

VI. ADDITIONAL INFORMATION:
e UHA aligns with the OHA FFS PDL and prior authorization criteria.

VIl. REVISION HISTORY:
e Last Reviewed Date: 12/31/2021
e Llast Updated Date: 12/31/2021
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HIV Antiretrovirals

Policy Number: Rx020

I. MEDICATION NAME(S):
e All HIV antiretrovirals

Il. LENGTH OF AUTHORIZATION:
e Variable (see criteria)

I1l. QUANTITY LIMITS:
e N/A

IV. INITIAL CRITERIA:
1. Isthe drug prescribed for the treatment of HIV infection?
a. Yes(go to #6)
b. No (go to #2)

2. s the drug prescribed for post-exposure prophylaxis (PEP) for HIV-uninfected individuals
who have experienced a high-risk exposure to HIV within the past 72 hours (e.g.
condomless receptive or insertive anal or vaginal intercourse, or percutaneous exposure
to blood)?

a. Yes (approve for 28 days)
b. No (go to #3)

3. Isthe request prescribed for pre-exposure prophylaxis (PrEP) in combination with safer
sex practices for HIV-uninfected individuals who are at high risk for acquiring HIV for an
FDA approved treatment option?

a. Yes (goto#4)
b. No (forward to pharmacist for review [deny 8a])

4. Has member been assessed for acute HIV infection and has a recent HIV screening
confirmed member is HIV negative? Note: Patients with acute HIV infection may present
with a viral syndrome (e.g., lymphadenopathy, fever, malaise, and/or a maculopapular
eruption).

a. Yes(goto#5)
b. No (forward to pharmacist for review [deny 5a])

5. Has the member tried and failed tenofovir/emtracitibine OR has the provider submitted
documentation that the member has a genotype supporting use of the requested
medication over the preferred medications?

a. Yes (approve for three months)
b. No (forward to pharmacist for review [deny 7a]

6. Isthe request for a product containing abacavir (e.g. abacavir, abacavir/lamivudine,
abacavir/lamivudine/zidovudine, Epzicom, Triumegq, Trizivir or Ziagen)?
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10.

11.

12.

13.

14.

15.

16.

17.

a. Yes (goto#7)

b. No (go to #8)

Has the provider submitted documentation that the member is HLA-B*5701 negative?

a. Yes(goto#16)

b. No (forward to pharmacist for review [deny 5a, abacavir])

Is the request for Selzentry (maraviroc)?

a. Yes (goto#9)

b. No (go to #10)

Has the provider submitted documentation that the member has CCR5-tropic HIV
infection?

a. Yes (approve for one year)

b. No (forward to pharmacist for review [deny 5a, miraviroc])

Is the request for Aptivus, Crixivan, Invirase, or Viracept?

a. Yes(goto#11)

b. No (go to #12)

Has the member tried and failed one of the following: darunavir, atazanavir, or lopinavir
OR has the provider submitted documentation that the member has a genotype
supporting use of the requested medication over the preferred medications?

a. Yes(go to #16)

b. No (forward for pharmacist review [deny 7a, darunavir, atazanavir, or lopinavir])
Is the request for stavudine, didanosine, or Videx powder for solution?

a. Yes(goto #13)

b. No (go to #14)

Has the member tried and failed one of the following: tenofovir, emtricitibine,
lamivudine, or abacavir OR has the provider submitted documentation that the member
has a genotype supporting use of the requested medication over the preferred
medications?

a. Yes(goto#16)

b. No (forward to pharmacist for review [deny 7a, abacavir, tenofovir, emtricitibine,

or lamivudine])
Is the request for Rescriptor, Viramu