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Abilify

Products Affected
« ABILIFY ORAL TABLET

PA Criteria Criteria Details

Schizophrenia, Bipolar Disorder, Mgjor Depressive Disorder (MDD), Autistic

Covered Uses Disorder, Tourette's Disorder

Exclusion Criteria

Required Medical | A Documented diagnosis of Schizophrenia, Bipolar Disorder, Major Depressive
Information Disorder (MDD), Autistic Disorder, or Tourette's Disorder

Age Restrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

FOR A DIAGNOSIS OF BIPOLAR DISORDER OR SCHIZOPHRENIA: A
documented step through one generic medication (aripiprazole, olanzapine,

ST Criteria quetiapine, risperidone, ziprasidone) or Latuda. FOR ALL OTHER
DIAGNOSIS: A documented step through one month of one generic medication
(aripiprazole, olanzapine, quetiapine, risperidone, ziprasidone)

QL Criteria 1 tablet Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016



Abilify

Products Affected
e« ABILIFY ORAL SOLUTION

PA Criteria Criteria Details

Schizophrenia, Bipolar Disorder, Major Depressive Disorder (MDD), Autistic

Covered Uses Disorder, Tourette's Disorder

Exclusion Criteria

Required Medical | A Documented diagnosis of Schizophrenia, Bipolar Disorder, Major Depressive
Information Disorder (MDD), Autistic Disorder, or Tourette's Disorder

Age Restrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

FOR A DIAGNOSIS OF BIPOLAR DISORDER OR SCHIZOPHRENIA: A
documented step through one generic medication (aripiprazole, olanzapine,

ST Criteria quetiapine, risperidone, ziprasidone) or Latuda. FOR ALL OTHER
DIAGNOSIS: A documented step through one month of one generic medication
(aripiprazole, olanzapine, quetiapine, risperidone, ziprasidone)

QL Criteria 30 ML Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016



Abilify Discmelt

Products Affected
« ABILIFY DISCMELT

PA Criteria Criteria Details

Schizophrenia, Bipolar Disorder, Major Depressive Disorder (MDD), Autistic

Covered Uses Disorder, Tourette's Disorder

Exclusion Criteria

Required Medical | A Documented diagnosis of Schizophrenia, Bipolar Disorder, Major Depressive
Information Disorder (MDD), Autistic Disorder, or Tourette's Disorder

Age Restrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

FOR A DIAGNOSIS OF BIPOLAR DISORDER OR SCHIZOPHRENIA: A
documented step through one generic medication (aripiprazole, olanzapine,

ST Criteria quetiapine, risperidone, ziprasidone) or Latuda. FOR ALL OTHER
DIAGNOSIS: A documented step through one month of one generic medication
(aripiprazole, olanzapine, quetiapine, risperidone, ziprasidone)

QL Criteria 1tab Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016



Absorica

Products Affected
« ABSORICA

PA Criteria

Criteria Details

Covered Uses

severe recalcitrant nodular or cystic acne

Exclusion Criteria

Required Medical
I nfor mation

Member already has evidence of scarring AND member is enrolled in the FDA
iPLEDGE program (females of childbearing potential ONLY')

AgeRestrictions

Prescriber

Restrictions

Coverage 5 months

Duration
For coverage of additional quantities (greater than 2 capsules per day) member
must meet the following criteria: 1. Patient requires more than 2 capsules per day
to reach the appropriate dose for weight, AND 2. Thisisthe member's FIRST

Other Criteria course of therapy OR member now requires a second course of therapy and it has
been at least 8 weeks after the first course was initiated (2 month "holiday"),
AND 3. Member has received a cumulative dose of LESS THAN 120 mg/kg
during a course of therapy lasting 20 weeks or less.

_ Trial of 1 generic oral antibiotic prescribed for the treatment of acne (i.e.,

ST Criteria . . )
minocycline or doxycycline)

QL Criteria 2 capsules Per 1 Day

Notes Annual Review: 02/2016

References

Revision Date

Prior Authorization: March 09, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016




Abstral

Products Affected
e ABSTRAL

PA Criteria

Criteria Details

Covered Uses

Breakthrough cancer painGeneral anesthesia

Exclusion Criteria

Use in non malignant (non-cancer) pain

Required Medical
Information

A documented diagnosis of cancer with concomitant use of around the clock
long acting opioid therapy for cancer pain, requiring management of
breakthrough pain and meet step therapy requirements, or the patient is
terminally ill.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

A documented diagnosis of cancer and prescription iswritten by an oncologist or
pain specialist OR Member is enrolled in a hospice program or meets hospice
criteria OR Member's resident state or contract state is California and the
member isterminally ill OR Patient has signed opioid agreement in support of
clinical guidelines by the American Pain Society and the American Academy of
Pain Medicine. (Note: ALL additional quantities above what is alowed in the
chart above require that a Patient have a signed opioid agreement in support of
clinical guidelines by the American Pain Society and the American Academy of
Pain Medicine (note: bullets below have examples of these agreements as
reference)AND Documentation of one of the following: Healthcare Provider
verbal confirmation that an agreement has been signed by the patient meets the
criteria requirement.* Exceptions to requiring the signed opioid agreement for
additional quantities above what are in the chart above are only for those patients
that have a diagnosis of cancer or that are enrolled in a hospice program)Member
has current diagnosis of cancer(* see exception to opioid agreement above) as the
primary cause of the pain and is currently on long-acting opioid and isbeing
titrated on the long-acting opioid by physician AND Member hastried and failed
an adequate trial of two weeks of a single entity or combination pain medication
containing an immediate release acting opioid (ex. oxycodone, morphine sulfate
oral(Roxanol), oxymorphone(Opana), hydromorphone(Dilaudid),
oxycodone/apap(Percocet))NOTE: Diffuse to pharmacist for further review.
Pharmacist approval for titration is based on member information and education
of provider. Requests for additional quantities beyond pharmacist approval will
be directed to the appeals process

2016 Aetna Pharmacy Drug Guide - Fully Insured
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A documented contraindication or intolerance or alergy or failure of an adequate
ST Criteria trial of one week each of the preferred generic alternative, fentanyl transmucosal
lozenge AND two other short acting opioids (i.e., morphine, hydrocodone,
oxycodone, hydromorphone)

QL Criteria 15 tab Per 30 Days

Notes/
References

Prior Authorization: March 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016




Acamprosate Calcium

Products Affected

e acamprosate calcium

QL Criteria

4 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016




Aciphex

Products Affected
e ACIPHEX
PA Criteria Criteria Details
Covered Uses All FDA approved indications

Exclusion Criteria

Required Medical
I nfor mation

A documented diagnosis of one of the following: Gastroesophageal reflux
disease, Complications related to GERD (e.g. esophageal strictures, Barrett's
Esophagus), Peptic ulcer disease, Treatment and prevention of gastroduodenal
ulcers associated with NSAIDs, Zollinger-Ellison Syndrome, or Helicobacter
pylori eradication (Additional documentation of two concurrent antibiotics (i.e.
amoxicillin or clarithromycin or metronidazole or tetracycline) that will be used
in the treatment regimen combined with the requested PPl as part of the therapy
arerequired).

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1lyear

Other Criteria

ST Criteria

Try 1 month each of 2 generic PPl or OTC PPI

QL Criteria

1 tab Per 1 Day

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: November 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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AcipHex Sprinkle

Products Affected

* ACIPHEX SPRINKLE

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion Criteria

Required Medical
I nformation

A documented diagnosis of one of the following: Gastroesophageal reflux
disease, Complications related to GERD (e.g. esophageal strictures, Barrett's
Esophagus), Peptic ulcer disease, Treatment and prevention of gastroduodenal
ulcers associated with NSAIDs, Zollinger-Ellison Syndrome, or Helicobacter
pylori eradication (Additional documentation of two concurrent antibiotics (i.e.
amoxicillin or clarithromycin or metronidazole or tetracycline) that will be used
in the treatment regimen combined with the requested PPl as part of the therapy
arerequired). In addition for approval the following criteria must also be met:
Documentation of an inability to swallow tablets/capsules.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

Try 1 month each of 2 generic PPI or OTC PPI

QL Criteria

1 caps Per 1 Day

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: November 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Acitretin

Products Affected

e acitretin

QL Criteria

2 capsules Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actemra

Products Affected
« ACTEMRA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M U SC/Actemra.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

ST Criteria

http://www.aetna.com/products/rxnonmedi care/data/2016/M USC/A ctemra.html

Notes/
References

Revision Date

Prior Authorization: November 01, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Acthar HP

Products Affected
« ACTHARHP

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/ENDO/acthar.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Acticlate

Products Affected
e ACTICLATE

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actimmune

Products Affected
« ACTIMMUNE

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/actimmune.htm
I

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

14




Actiq

Products Affected

* ACTIQBUCCAL LOLLIPOP 1200 MCG, 600
MCG, 400 MCG, 1600 MCG, 800 MCG

PA Criteria

Criteria Details

Covered Uses

Breakthrough cancer painGeneral anesthesia

Exclusion Criteria

Use in non malignant (non-cancer) pain

Required Medical
I nformation

A documented diagnosis of cancer with concomitant use of around the clock
long acting opioid therapy for cancer pain, requiring management of
breakthrough pain and meet step therapy requirements, or the patient is
terminally ill.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1lyear

2016 Aetna Pharmacy Drug Guide - Fully Insured
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PA Criteria

Criteria Details

Other Criteria

A documented diagnosis of cancer and prescription iswritten by an oncologist or
pain specialist OR Member is enrolled in a hospice program or meets hospice
criteria OR Member's resident state or contract state is Californiaand the
member isterminally ill OR Patient has signed opioid agreement in support of
clinical guidelines by the American Pain Society and the American Academy of
Pain Medicine. (Note: ALL additional quantities above what is allowed in the
chart above require that a Patient have a signed opioid agreement in support of
clinical guidelines by the American Pain Society and the American Academy of
Pain Medicine (note: bullets below have examples of these agreements as
reference)AND Documentation of one of the following: Healthcare Provider
verbal confirmation that an agreement has been signed by the patient meets the
criteria requirement.* Exceptions to requiring the signed opioid agreement for
additional quantities above what are in the chart above are only for those patients
that have a diagnosis of cancer or that are enrolled in a hospice program)Member
has current diagnosis of cancer(* see exception to opioid agreement above) as the
primary cause of the pain and is currently on long-acting opioid and isbeing
titrated on the long-acting opioid by physician AND Member has tried and failed
an adequate trial of two weeks of a single entity or combination pain medication
containing an immediate release acting opioid (ex. oxycodone, morphine sulfate
oral(Roxanol), oxymorphone(Opana), hydromorphone(Dilaudid),
oxycodone/apap(Percocet))NOTE: Diffuse to pharmacist for further review.
Pharmacist approval for titration is based on member information and education
of provider. Requests for additional quantities beyond pharmacist approval will
be directed to the appeals process

ST Criteria

A documented contraindication or intolerance or alergy or failure of an adequate
trial of one week each of two other short acting opioids (i.e., morphine,
hydrocodone, oxycodone, hydromorphone)

QL Criteria

15 lollipops Per 30 days

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

16




Actiq

Products Affected

 ACTIQBUCCAL LOLLIPOP 200 MCG

PA Criteria

Criteria Details

Covered Uses

Breakthrough cancer painGeneral anesthesia

Exclusion Criteria

Use in non malignant (non-cancer) pain

Required Medical
Information

A documented diagnosis of cancer with concomitant use of around the clock
long acting opioid therapy for cancer pain, requiring management of
breakthrough pain and meet step therapy requirements, or the patient is
terminally ill.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

A documented diagnosis of cancer and prescription iswritten by an oncologist or
pain specialist OR Member is enrolled in a hospice program or meets hospice
criteria OR Member's resident state or contract state is California and the
member isterminally ill OR Patient has signed opioid agreement in support of
clinical guidelines by the American Pain Society and the American Academy of
Pain Medicine. (Note: ALL additional quantities above what is alowed in the
chart above require that a Patient have a signed opioid agreement in support of
clinical guidelines by the American Pain Society and the American Academy of
Pain Medicine (note: bullets below have examples of these agreements as
reference)AND Documentation of one of the following: Healthcare Provider
verbal confirmation that an agreement has been signed by the patient meets the
criteria requirement.* Exceptions to requiring the signed opioid agreement for
additional quantities above what are in the chart above are only for those patients
that have a diagnosis of cancer or that are enrolled in a hospice program)Member
has current diagnosis of cancer(* see exception to opioid agreement above) as the
primary cause of the pain and is currently on long-acting opioid and isbeing
titrated on the long-acting opioid by physician AND Member hastried and failed
an adequate trial of two weeks of a single entity or combination pain medication
containing an immediate release acting opioid (ex. oxycodone, morphine sulfate
oral(Roxanol), oxymorphone(Opana), hydromorphone(Dilaudid),
oxycodone/apap(Percocet))NOTE: Diffuse to pharmacist for further review.
Pharmacist approval for titration is based on member information and education
of provider. Requests for additional quantities beyond pharmacist approval will
be directed to the appeals process

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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A documented contraindication or intolerance or alergy or failure of an adequate

ST Criteria trial of one week each of two other short acting opioids (i.e., morphine,
hydrocodone, oxycodone, hydromorphone)

Notes/

References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Activella

Products Affected
e ACTIVELLA

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actonel

Products Affected

» ACTONEL ORAL TABLET 150 MG

ST Criteria Tria of 1 month of alendronate weekly.
QL Criteria 1 tab Per 30 Days

Notes Annual Review: 06/2016

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actonel

Products Affected

» ACTONEL ORAL TABLET 5MG, 30 MG

ST Criteria Tria of 1 month of alendronate weekly.
QL Criteria 1tablet Per 1 Day

Notes Annual Review: 06/2016

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actonel

Products Affected

» ACTONEL ORAL TABLET 35 MG

ST Criteria Tria of 1 month of alendronate weekly.
QL Criteria 1tab Per 7 Days

Notes Annual Review: 06/2016

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actoplus M et

Products Affected

* ACTOPLUSMET

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actoplus met XR

Products Affected

* ACTOPLUSMET XR ORAL TABLET
EXTENDED RELEASE 24 HR* 30-1000 MG

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actoplus met XR

Products Affected

* ACTOPLUSMET XR ORAL TABLET
EXTENDED RELEASE 24 HR* 15-1000 MG

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Actos

Products Affected
« ACTOS

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Acular

Products Affected
« ACULAR

QL Criteria

1 ml Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Acular LS

Products Affected
e ACULARLS

QL Criteria

1 ml Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Acuvail

Products Affected
« ACUVAIL

QL Criteria

4ml Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Adalat CC

Products Affected

 ADALAT CC ORAL TABLET EXTENDED
RELEASE 24 HR* 90 MG, 30 MG

QL Criteria 1tablet Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Adalat CC

Products Affected

 ADALAT CC ORAL TABLET EXTENDED
RELEASE 24 HR* 60 MG

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Adcirca

Products Affected
« ADCIRCA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/CV/pulmonaryhyperte
nsionagents.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
_— http://www.aetna.com/products/rxnonmedi care/data/2016/CV/pulmonaryhyperte
ST Criteria .
nsionagents.html
QL Criteria 2 tablets Per 1 Day
Notes/
References
Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Adderall

Products Affected
« ADDERALL

PA Criteria

Criteria Details

Covered Uses

Attention deficit hyperactivity disorder (ADHD) Narcolepsy

Exclusion Criteria

Required Medical
I nfor mation

A documented diagnosis of Attention deficit hyperactivity disorder (ADHD) OR
Narcolepsy

AgeRestrictions

Prescriber

Restrictions

Coverage 1year

Duration
The client has chosen to cover post quantity limits for the requested Attention
Deficit Hyperactivity Disorder (ADHD) agents with prior authorization when the
patient meets the following criteria: The requested dose is within the maximum
daily dose set by the FDA ANDThe patient's dose is being titrated by physician
(3-month limit), ORThe patient's total daily dosage cannot be achieved using a
higher strength of the requested drug (12-month limit) For Adderall XR

Other Criteria (amphetamine/dextroamphetamine SR)Patient requires twice daily dosing for
titration of Adderall XR (amphetamine/dextroamphetamine SR) 5 mg, 10 mg or
15 mg capsules, ORPatient requires Adderall XR
(amphetamine/dextroamphetamine SR) 20 mg capsule twice daily for a 40 mg
total daily doseORThe requested dose is within the maximum daily dose set by
the FDA ANDThe patient's dose is being titrated by physician (3-month limit),
ORThe patient's total daily dosage cannot be achieved using a higher strength of
the requested drug (12-month limit)
Tria of 14 days each of 3 of:

ST Criteria amphet/dextroamphetamine/ sr, dexmethylphenidate/ sr, dextroamphetamine,
methamphetamine, methylphenidate/ er/ sr,
Strattera, OR Vyvanse

QL Criteria 4 tablets Per 1 Day

Notes/

References
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Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016




Adderall XR

Products Affected
« ADDERALL XR

PA Criteria Criteria Details

Covered Uses Attention deficit hyperactivity disorder (ADHD) Narcolepsy

Exclusion Criteria

Required Medical | A documented diagnosis of Attention deficit hyperactivity disorder (ADHD) OR

Information Narcolepsy

AgeRestrictions

Prescriber

Restrictions

Coverage 1year

Duration
The client has chosen to cover post quantity limits for the requested Attention
Deficit Hyperactivity Disorder (ADHD) agents with prior authorization when the
patient meets the following criteria: The requested dose is within the maximum
daily dose set by the FDA ANDThe patient's doseis being titrated by physician
(3-month limit), ORThe patient's total daily dosage cannot be achieved using a
higher strength of the requested drug (12-month limit) For Adderall XR

Other Criteria (amphetamine/dextroamphetamine SR)Patient requires twice daily dosing for
titration of Adderall XR (amphetamine/dextroamphetamine SR) 5 mg, 10 mg or
15 mg capsules, ORPatient requires Adderall XR
(amphetamine/dextroamphetamine SR) 20 mg capsule twice daily for a 40 mg
total daily doseORThe requested dose is within the maximum daily dose set by
the FDA ANDThe patient's dose is being titrated by physician (3-month limit),
ORThe patient's total daily dosage cannot be achieved using a higher strength of
the requested drug (12-month limit)
Tria of 14 days each of 3 of:

ST Criteria amphet/dextroamphetamine/ sr, dexmethylphenidate/ sr, dextroamphetamine,
methamphetamine, methylphenidate/ er/ sr,
Strattera, OR Vyvanse

QL Criteria 2 capsules Per 1 Day

Notes/

References

2016 Aetna Pharmacy Drug Guide - Fully Insured
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Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Adempas

Products Affected
« ADEMPAS

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/CV/pulmonaryhyperte
nsionagents.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
_— http://www.aetna.com/products/rxnonmedi care/data/2016/CV/pulmonaryhyperte
ST Criteria .
nsionagents.html
QL Criteria 3tablets Per 1 Day
Notes/
References
Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Last Update 12/2016

37




Adoxa

Products Affected

« ADOXA ORAL CAPSULE

QL Criteria

1 capsule Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
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Adrenaclick

Products Affected
e ADRENACLICK INJECTION

PA Criteria Criteria Details

adocumented diagnosis of alergic reaction in patients who are at risk for or have

Covered Uses ahistory of anaphylactic reaction

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

ST Criteria Tria of 1 prior use of Auvi-Q or Epipen

QL Criteria 2 doses Per 1 fill

Notes/
References

Prior Authorization: March 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Advair Diskus

Products Affected

 ADVAIRDISKUS

QL Criteria

2 disks Per 1 fill

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Advair HFA

Products Affected
« ADVAIRHFA

QL Criteria

linhaler Per 1fill

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Advate

Products Affected
« ADVATE

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bl oodproducts_
coagulants.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Advicor

Products Affected
« ADVICOR

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016




Adynovate

Products Affected
e adynovate

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bl oodproducts_
coagulants.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016




Adzenys XR-ODT

Products Affected
« ADZENYSXR-ODT

PA Criteria Criteria Details

Covered Uses Attention deficit hyperactivity disorder

Exclusion Criteria

Required Medical | A documented diagnosis of attention deficit hyperactivity disorder (ADHD)
Information

AgeRestrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

Trial of 14 days each of 3 of:

ST Criteria amphet/dextroamphetamine/ sr, dexmethylphenidate/ sr, dextroamphetamine,
methamphetamine, methylphenidate/ er/ sr,

Strattera, OR Vyvanse

QL Criteria 1 tablet Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016



Aerospan

Products Affected

e AEROSPAN

PA Criteria Criteria Details
Covered Uses Asthma

Exclusion Criteria

Required Medical
Information

1) A documented diagnosis of Asthma, OR 2) the requested drug will be used as
atopical steroid for the treatment of eosinophilic esophagitis AND other
treatments have been unsatisfactory (eosinophilic esophagitis coverage only
appliesto Flovent HFA and Flovent Diskus inhalers)

Age Restrictions

Prescriber

Restrictions

Coverage 1year

Duration

Other Criteria
Trial of 1 month of Asmanex AND Qvar

ST Criteria (Note: No step therapy required for coverage of eosinophilic esophagitis
diagnosis for Flovent HFA/Flovent Diskus)

Notes/

References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Afeditab CR

Products Affected

» afeditab cr oral tablet extended release 24 hr*

30 mg

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Afeditab CR

Products Affected

» afeditab cr oral tablet extended release 24 hr*

60 mg

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Afinitor

Products Affected
* AFINITOR
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/ANEOPL /Antineoplas
tics.html
Exclusion Criteria
Required Medical
Information
Age Restrictions
Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
QL Criteria 30 days supply Per 1 prescription
Notes/
References
Prior Authorization: May 27, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Afinitor Disperz

Products Affected

* AFINITOR DISPERZ

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/ANEOPL /Antineoplas
tics.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Criteria

30 days supply Per 1 prescription

Notes/
References

Revision Date

Prior Authorization: May 27, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Afrezza

Products Affected

 AFREZZA INHALATION POWDER 4 (60) &
8 (30) UNIT, 8 (60)& 12 (30) UNIT, 4 UNIT,
4 (30) & 8 (60) UNIT

PA Criteria

Criteria Details

Covered Uses

Diabetes Mellitus Type 1 or 2

Exclusion Criteria

Required Medical
I nfor mation

Documentation of ALL of the following: (1) In patients with type 1 diabetes,
concomitant use of long-acting insulin (e.g., Levamir or Lantus), (2) Inall
Patients, no history of chronic lung disease such as asthmaor Chronic
Obstructive Pulmonary Disease (COPD), and (3) Detailed medical history

documenting physical examination and spirometry (FEV 1) to identify potential

lung diseasein all patients.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1lyear

Other Criteria

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Afrezza

Products Affected
« AFREZZA INHALATION POWDER 4 (90) &
8 (90) UNIT
PA Criteria Criteria Details

Covered Uses

Diabetes Mellitus Type 1 or 2

Exclusion Criteria

Required Medical
I nfor mation

Documentation of ALL of the following: (1) In patients with type 1 diabetes,
concomitant use of long-acting insulin (e.g., Levamir or Lantus), (2) In all
Patients, no history of chronic lung disease such as asthma or Chronic
Obstructive Pulmonary Disease (COPD), and (3) Detailed medical history
documenting physical examination and spirometry (FEV 1) to identify potential
lung diseasein al patients.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Afstyla

Products Affected
e AFSTYLA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bl oodproducts_

coagulants.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Akynzeo

Products Affected
« AKYNZEO

PA Criteria

Criteria Details

Covered Uses

Nausea and vomiting associated with cancer chemotherapy

Exclusion Criteria

Required Medical
I nfor mation

A documented diagnosis of nausea and vomiting associated with cancer
chemotherapy

AgeRestrictions

Prescriber

Restrictions

Coverage 1year

Duration
For coverage of additional quantities, amember's treating physician must request
prior authorization through the Pharmacy Management Precertification Unit.

Other Criteria Additional quantities of Akynzeo will be considered medically necessary for
those members who have a documented chemotherapy regimen that requires
more than two cycles of antiemetic per 30 days.

ST Criteria 1 month trial and failure of generic 5-HT3 receptor antagonist (granisetron or
ondansetron) AND Emend

QL Criteria 2 capsules Per 1 month

Notes/ Annual Review: 03/2016

References
Prior Authorization: March 09, 2016

Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016




Aldara

Products Affected
« ALDARA

QL Criteria

120 max day supply Per 365 Days

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Aldurazyme

Products Affected
« ALDURAZYME

PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:

Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/ENDO/lysosomal _stor
age.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage Refer to the clinical policy bulletin above for details.
Duration

Other Criteria

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Alecensa

Products Affected
» ALECENSA
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/ANEOPL /Antineoplas
tics.html
Exclusion Criteria
Required Medical
Information
Age Restrictions
Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
QL Criteria 8 capsules Per 1 Day
Notes/
References
Prior Authorization: May 27, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Alendronate Sodium

Products Affected

e alendronate sodium oral tablet 35 mg, 70 mg

QL Criteria

1 tab Per 7 Days

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alendronate Sodium

Products Affected

» alendronate sodium oral tablet 5 mg, 40 mg, 10

mg

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alfuzosn HCI ER

Products Affected
e alfuzosin hcl er

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Almotriptan Malate

Products Affected

e almotriptan malate

QL Criteria

6 tablets Per 30 Days

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alogliptin Benzoate

Products Affected

» alogliptin benzoate

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alogliptin-Metformin HCI

Products Affected

 alogliptin-metformin hcl

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alogliptin-Pioglitazone

Products Affected

» alogliptin-pioglitazone

PA Criteria

Criteria Details

Covered Uses

Diabetes Méellitus Type 2

Exclusion Criteria

Required Medical
I nfor mation

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016




Alora

Products Affected

* ALORA TRANSDERMAL PATCH
BIWEEKLY 0.025 MG/24HR

QL Criteria

8 patches Per 28 Days

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alora

Products Affected

* ALORA TRANSDERMAL PATCH
BIWEEKLY 0.1 MG/24HR, 0.05 MG/24HR,
0.075 MG/24HR

QL Criteria 8 patch Per 30 Days

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Alosetron HCI

Products Affected
e alosetron hcl

PA Criteria

Criteria Details

Covered Uses

severe diarrhea-predominant irritable bowel syndrome (IBS)

Exclusion Criteria

Required Medical
Information

Patient is female, and has a documented diagnosis of severe
diarrhea-predominant irritable bowel syndrome (I1BS) including one or more of
the following: frequent and severe abdominal pain/discomfort, frequent urgency
or fecal incontinence or disability or restriction of daily activities due to IBS,
AND patient has chronic IBS symptoms generally lasting 6 months or longer,
AND anatomic or biochemical abnormalities of the gastrointestinal tract have
been excluded

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

6 months

Other Criteria

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

67




Alphanate/VWF Complex/Human

Products Affected
e ALPHANATE/NVWF COMPLEX/HUMAN

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bl oodproducts_
coagulants.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage Refer to the clinical policy bulletin above for details.
Duration

Other Criteria

Notes/
References

Prior Authorization: August 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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AlphaNine SD

Products Affected
e ALPHANINE SD

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bl oodproducts_

coagulants.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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ALPRAZolam ER

Products Affected
e alprazolamer

QL Criteria 2 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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ALPRAZolam XR

Products Affected
e alprazolamxr

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alprolix

Products Affected
e ALPROLIX

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bl oodproducts_
coagulants.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Altavera

Products Affected
« ALTAVERA

QL Criteria

1.5 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Altoprev

Products Affected

» ALTOPREV ORAL TABLET EXTENDED
RELEASE 24 HR* 20 MG, 60 MG

A documented step through two generic statin medications (atorvastatin,

ST Criteria fluvastatin, lovastatin, pravastatin, rosuvastatin, or simvastatin)
QL Criteria 1tab Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

74




Altoprev

Products Affected

» ALTOPREV ORAL TABLET EXTENDED
RELEASE 24 HR* 40 MG

A documented step through two generic statin medications (atorvastatin,

ST Criteria fluvastatin, lovastatin, pravastatin, rosuvastatin, or simvastatin)
QL Criteria 2 tab Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alvesco

Products Affected

« ALVESCO

PA Criteria Criteria Details
Covered Uses Asthma

Exclusion Criteria

Required Medical
Information

1) A documented diagnosis of Asthma, OR 2) the requested drug will be used as
atopical steroid for the treatment of eosinophilic esophagitis AND other
treatments have been unsatisfactory (eosinophilic esophagitis coverage only
appliesto Flovent HFA and Flovent Diskus inhalers)

Age Restrictions

Prescriber

Restrictions

Coverage 1year

Duration

Other Criteria
Trial of 1 month of Asmanex AND Qvar

ST Criteria (Note: No step therapy required for coverage of eosinophilic esophagitis
diagnosis for Flovent HFA/Flovent Diskus)

Notes/

References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

76




Alyacen 1/35

Products Affected
e alyacen 1/35

QL Criteria

1.5 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Alyacen 7/7/7

Products Affected

e alyacen 7/7/7

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Ambien

Products Affected

» AMBIEN ORAL TABLET 10 MG

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Ambien

Products Affected

* AMBIEN ORAL TABLET 5MG

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Ambien CR

Products Affected
« AMBIEN CR

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Amerge

Products Affected

+ AMERGE

QL Criteria

9 tablets Per 30 Days

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Amethia

Products Affected
« AMETHIA

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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AmethialLo

Products Affected
« AMETHIA LO

QL Criteria 2 tab Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016



Amitiza

Products Affected
e AMITIZA

ST Criteria

Trial of 1 month of LACTULOSE

QL Criteria

2 capsules Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Amlodipine Besylate-Valsartan

Products Affected

e amlodipine besylate-valsartan

Exforge/Twynsta: Try amlodipine with 2 of the following (brand or
generic):Atacand/Avapro/Cozaar/Micardis

ST Criteria Exforge HCT: Try amlodipine with 2 of the following (brand or generic):
Atacand hctz/Hyzaar/Micardis HCT

QL Criteria 1 tablet Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

86




Amlodipine-Valsartan-HCTZ

Products Affected

e amlodipine-valsartan-hctz

Exforge/Twynsta: Try amlodipine with 2 of the following (brand or
generic):Atacand/Avapro/Cozaar/Micardis

ST Criteria Exforge HCT: Try amlodipine with 2 of the following (brand or generic):
Atacand hctz/Hyzaar/Micardis HCT

QL Criteria 1 tablet Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Amnesteem

Products Affected
« AMNESTEEM

PA Criteria

Criteria Details

Covered Uses

severe recalcitrant nodular or cystic acne

Exclusion Criteria

Required Medical
I nfor mation

Member already has evidence of scarring AND member is enrolled in the FDA
iPLEDGE program (females of childbearing potential ONLY')

AgeRestrictions

Prescriber

Restrictions

Coverage 5 months

Duration
For coverage of additional quantities (greater than 2 capsules per day) member
must meet the following criteria: 1. Patient requires more than 2 capsules per day
to reach the appropriate dose for weight, AND 2. Thisisthe member's FIRST

Other Criteria course of therapy OR member now requires a second course of therapy and it has
been at least 8 weeks after the first course was initiated (2 month "holiday"),
AND 3. Member has received a cumulative dose of LESS THAN 120 mg/kg
during a course of therapy lasting 20 weeks or less.

N Trial of 1 generic oral antibiotic prescribed for the treatment of acne (i.e.,

ST Criteria . . )
minocycline or doxycycline)

QL Criteria 2 capsules Per 1 Day

Notes Annual Review: 02/2016

References
Prior Authorization: March 09, 2016

Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Amphetamine Salt Combo

Products Affected

e amphetamine salt combo

QL Criteria

4 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Amphetamine-Dextroamphet ER

Products Affected

e amphetamine-dextroamphet er

QL Criteria

2 capsules Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Amphetamine-Dextroamphetamine

Products Affected

e amphetamine-dextroamphetamine

QL Criteria

4 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Ampyra

Products Affected
* AMPYRA
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/CNS/multiple_scleros
s.html
Exclusion Criteria
Required Medical
Information
Age Restrictions
Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
QL Criteria 2 tablets Per 1 Day
Notes/
References
Prior Authorization: August 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Amturnide

Products Affected
« AMTURNIDE

ST Criteria Try 2 preferred ACE/ARB
QL Criteria 1tablet Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

93




AndroGd

Products Affected

« ANDROGEL TRANSDERMAL GEL 20.25
MG/1.25GM (1.62%)

PA Criteria

Criteria Details

Covered Uses

1. Primary hypogonadism or hypogonadotropic hypogonadism2. Gender
Dysphoria3. gender reassignment

Exclusion Criteria

1. patient with carcinoma of the breast or suspected carcinoma of the prostate?.
patient will be using therapy for muscle building purposes

Required Medical
I nfor mation

Documented diagnosis of primary hypogonadism or hypogonadotropic
hypogonadism as defined by either one of the following: 1. Member has
undergone bilateral orchiectomy (no total fasting serum testosterone levels
required), OR: 2. Having two consecutive low total fasting serum testosterone
levels (below the testing laboratory's reference range or below 300ng/dl if
reference ranges are not available), OR For persons with low normal total
testosterone levels (above 300 ng/dL but below 400 ng/dL), two consecutive low
free or bioavailable fasting serum testosterone levels (below the testing
laboratory's reference range or less than 225 picomoles per liter (pmol/L) (6
ng/dL) if reference ranges are not available)Note: Two morning samples drawn
between 7:00 am. and 10:00 am. obtained on two different daysis required for
NEW starts only. ORMember has a documented diagnosis of gender dysphoria
Or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

QL Criteria

30 packs Per 30 days

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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AndroGd

Products Affected

« ANDROGEL TRANSDERMAL GEL 50

MG/5GM (1%)

PA Criteria

Criteria Details

Covered Uses

1. Primary hypogonadism or hypogonadotropic hypogonadism2. Gender
Dysphoria3. gender reassignment

Exclusion Criteria

1. patient with carcinoma of the breast or suspected carcinoma of the prostate?.
patient will be using therapy for muscle building purposes

Required Medical
I nfor mation

Documented diagnosis of primary hypogonadism or hypogonadotropic
hypogonadism as defined by either one of the following: 1. Member has
undergone bilateral orchiectomy (no total fasting serum testosterone levels
required), OR: 2. Having two consecutive low total fasting serum testosterone
levels (below the testing laboratory's reference range or below 300ng/dl if
reference ranges are not available), OR For persons with low normal total
testosterone levels (above 300 ng/dL but below 400 ng/dL), two consecutive low
free or bioavailable fasting serum testosterone levels (below the testing
laboratory's reference range or less than 225 picomoles per liter (pmol/L) (6
ng/dL) if reference ranges are not available)Note: Two morning samples drawn
between 7:00 am. and 10:00 am. obtained on two different daysis required for
NEW starts only. ORMember has a documented diagnosis of gender dysphoria
Or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

A documented step through one month of Androgel 1.62%

QL Criteria

60 packs Per 30 days

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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AndroGd

Products Affected

« ANDROGEL TRANSDERMAL GEL 25

MG/2.5GM (1%)

PA Criteria

Criteria Details

Covered Uses

1. Primary hypogonadism or hypogonadotropic hypogonadism2. Gender
Dysphoria3. gender reassignment

Exclusion Criteria

1. patient with carcinoma of the breast or suspected carcinoma of the prostate?.
patient will be using therapy for muscle building purposes

Required Medical
I nfor mation

Documented diagnosis of primary hypogonadism or hypogonadotropic
hypogonadism as defined by either one of the following: 1. Member has
undergone bilateral orchiectomy (no total fasting serum testosterone levels
required), OR: 2. Having two consecutive low total fasting serum testosterone
levels (below the testing laboratory's reference range or below 300ng/dl if
reference ranges are not available), OR For persons with low normal total
testosterone levels (above 300 ng/dL but below 400 ng/dL), two consecutive low
free or bioavailable fasting serum testosterone levels (below the testing
laboratory's reference range or less than 225 picomoles per liter (pmol/L) (6
ng/dL) if reference ranges are not available)Note: Two morning samples drawn
between 7:00 am. and 10:00 am. obtained on two different daysis required for
NEW starts only. ORMember has a documented diagnosis of gender dysphoria
Or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

A documented step through one month of Androgel 1.62%

QL Criteria

30 pack Per 30 Days

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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AndroGd

Products Affected

« ANDROGEL TRANSDERMAL GEL 40.5
MG/2.5GM (1.62%)

PA Criteria

Criteria Details

Covered Uses

1. Primary hypogonadism or hypogonadotropic hypogonadism2. Gender
Dysphoria3. gender reassignment

Exclusion Criteria

1. patient with carcinoma of the breast or suspected carcinoma of the prostate?.
patient will be using therapy for muscle building purposes

Required Medical
I nfor mation

Documented diagnosis of primary hypogonadism or hypogonadotropic
hypogonadism as defined by either one of the following: 1. Member has
undergone bilateral orchiectomy (no total fasting serum testosterone levels
required), OR: 2. Having two consecutive low total fasting serum testosterone
levels (below the testing laboratory's reference range or below 300ng/dl if
reference ranges are not available), OR For persons with low normal total
testosterone levels (above 300 ng/dL but below 400 ng/dL), two consecutive low
free or bioavailable fasting serum testosterone levels (below the testing
laboratory's reference range or less than 225 picomoles per liter (pmol/L) (6
ng/dL) if reference ranges are not available)Note: Two morning samples drawn
between 7:00 am. and 10:00 am. obtained on two different daysis required for
NEW starts only. ORMember has a documented diagnosis of gender dysphoria
Or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

QL Criteria

60 packs Per 30 days

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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AndroGel Pump

Products Affected

« ANDROGEL PUMP TRANSDERMAL GEL
20.25 MG/ACT (1.62%)

PA Criteria

Criteria Details

Covered Uses

1. Primary hypogonadism or hypogonadotropic hypogonadism2. Gender
Dysphoria3. gender reassignment

Exclusion Criteria

1. patient with carcinoma of the breast or suspected carcinoma of the prostate?.
patient will be using therapy for muscle building purposes

Required Medical
I nfor mation

Documented diagnosis of primary hypogonadism or hypogonadotropic
hypogonadism as defined by either one of the following: 1. Member has
undergone bilateral orchiectomy (no total fasting serum testosterone levels
required), OR: 2. Having two consecutive low total fasting serum testosterone
levels (below the testing laboratory's reference range or below 300ng/dl if
reference ranges are not available), OR For persons with low normal total
testosterone levels (above 300 ng/dL but below 400 ng/dL), two consecutive low
free or bioavailable fasting serum testosterone levels (below the testing
laboratory's reference range or less than 225 picomoles per liter (pmol/L) (6
ng/dL) if reference ranges are not available)Note: Two morning samples drawn
between 7:00 am. and 10:00 am. obtained on two different daysis required for
NEW starts only. ORMember has a documented diagnosis of gender dysphoria
Or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

QL Criteria

2 pumps Per 30 days

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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AndroGel Pump

Products Affected

« ANDROGEL PUMP TRANSDERMAL GEL
12.5 MG/ACT (1%)

PA Criteria

Criteria Details

Covered Uses

1. Primary hypogonadism or hypogonadotropic hypogonadism2. Gender
Dysphoria3. gender reassignment

Exclusion Criteria

1. patient with carcinoma of the breast or suspected carcinoma of the prostate?.
patient will be using therapy for muscle building purposes

Required Medical
I nfor mation

Documented diagnosis of primary hypogonadism or hypogonadotropic
hypogonadism as defined by either one of the following: 1. Member has
undergone bilateral orchiectomy (no total fasting serum testosterone levels
required), OR: 2. Having two consecutive low total fasting serum testosterone
levels (below the testing laboratory's reference range or below 300ng/dl if
reference ranges are not available), OR For persons with low normal total
testosterone levels (above 300 ng/dL but below 400 ng/dL), two consecutive low
free or bioavailable fasting serum testosterone levels (below the testing
laboratory's reference range or less than 225 picomoles per liter (pmol/L) (6
ng/dL) if reference ranges are not available)Note: Two morning samples drawn
between 7:00 am. and 10:00 am. obtained on two different daysis required for
NEW starts only. ORMember has a documented diagnosis of gender dysphoria
Or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

A documented step through one month of Androgel 1.62%

QL Criteria

4 pumps Per 30 days

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
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Angelig

Products Affected
e ANGELIQ

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Anoro Ellipta

Products Affected

* ANOROELLIPTA

QL Criteria

2 aerosols Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Antara

Products Affected
« ANTARA ORAL CAPSULE 43 MG, 130 MG

QL Criteria 1 capsule Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Antibiotic Ear

Products Affected
e antibiotic ear

QL Criteria

2 ml Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Anzemet

Products Affected

* ANZEMET ORAL

QL Criteria

5 tab Per 30 Days

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Apidra

Products Affected
« APIDRA
PA Criteria Criteria Details
Covered Uses Diabetes Mellitus Type 1 or 2

Exclusion Criteria

Required Medical
I nfor mation

A Documented diagnosis of type 1 or type 2 diabetes mellitus AND documented

trial and failure of one month of the preferred aternative Humalog product.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

Trial of one month of the preferred alternative Humalog product

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Apidra SoloStar

Products Affected

* APIDRA SOLOSTAR SUBCUTANEOUS*

PA Criteria

Criteria Details

Covered Uses

Diabetes Mellitus Type 1 or 2

Exclusion Criteria

Required Medical
I nfor mation

A Documented diagnosis of type 1 or type 2 diabetes mellitus AND documented
trial and failure of one month of the preferred aternative Humalog product.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

Trial of one month of the preferred alternative Humalog product

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Aplenzin

Products Affected
* APLENZIN
Tria of 1 month of 1 generic aternative on members formulary (i.e. budeprion
ST Criter] st/ xI, bupropion/ st/ xl, citalopram, escitalopram, fluoxetine, fluvoxamine,
riteria . : : ) .
paroxetine/ sr, mirtazapine, selfemra, sertraline, venlafaxine sr capsule, or
venlafaxine)
QL Criteria 1 tablet Per 1 Day
Notes/
References
Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Apri

Products Affected
e APRI

QL Criteria 1.5 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Apriso

Products Affected
« APRISO

ST Criteria Tria of 1 month of Asacol, Asacol HD, Delzicol, Lialda, OR Pentasa (NSO)

QL Criteria 4 caps Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Aptensio XR

Products Affected
e APTENSIO XR

PA Criteria Criteria Details

Covered Uses Attention deficit hyperactivity disorder (ADHD) Narcolepsy

Exclusion Criteria

Required Medical | A documented diagnosis of Attention deficit hyperactivity disorder (ADHD) OR
Information Narcolepsy

AgeRestrictions

Prescriber

Restrictions

Coverage 1year

Duration
The client has chosen to cover post quantity limits for the requested Attention
Deficit Hyperactivity Disorder (ADHD) agents with prior authorization when the
patient meets the following criteria: The requested dose is within the maximum
daily dose set by the FDA ANDThe patient's dose is being titrated by physician
(3-month limit), ORThe patient's total daily dosage cannot be achieved using a
higher strength of the requested drug (12-month limit) For Adderall XR

Other Criteria (amphetamine/dextroamphetamine SR)Patient requires twice daily dosing for

titration of Adderall XR (amphetamine/dextroamphetamine SR) 5 mg, 10 mg or
15 mg capsules, ORPatient requires Adderall XR
(amphetamine/dextroamphetamine SR) 20 mg capsule twice daily for a 40 mg
total daily doseORThe requested dose is within the maximum daily dose set by
the FDA ANDThe patient's dose is being titrated by physician (3-month limit),
ORThe patient's total daily dosage cannot be achieved using a higher strength of
the requested drug (12-month limit)

Tria of 14 days each of 3 of:

ST Criteria amphet/dextroamphetamine/ sr, dexmethylphenidate/ sr, dextroamphetamine,
methamphetamine, methylphenidate/ er/ sr,

Strattera, OR Vyvanse

QL Criteria 1 capsule Per 1 Day

Notes/
References

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Aptiom

Products Affected
e APTIOM

PA Criteria

Criteria Details

Covered Uses

partial-onset seizures

Exclusion Criteria

Required Medical
Information

A documented diagnosis of partial-onset seizures AND documented concurrent
therapy with one of the following: carbamazepine, divalproex dr/er/sprinkle,
gabapentin, lamotrigine, levetiracetam/ER, oxcarbazepine, phenytoin,
topiramate, valproic acid, or zonisamide

Age Restrictions

Prescriber

Restrictions

Coverage 1year

Duration
For coverage of additional quantities, amember's treating physician must request
prior authorization through the Pharmacy Management Precertification Unit. A

Other Criteria prior authorization will be granted for coverage of additional quantities for those
members who meet the following criterion: Patient's dose is being titrated by the
physician OR the patient requires higher doses of the requested drug after failure
of recommended standard doses.

Notes/

References

Revision Date

Prior Authorization: March 09, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Aralast NP

Products Affected
e ARALAST NP

PA Criteria

Criteria Details

Covered Uses

pending

Exclusion Criteria

Required Medical
I nfor mation

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

pending

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Aranedlle

Products Affected
e ARANELLE

QL Criteria 1.5 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Aranesp (Albumin Free)

Products Affected

* ARANESP (ALBUMIN FREE) INJECTION +« ARANESP (ALBUMIN FREE) INJECTION
SOLUTION 100 MCG/ML, 200 MCG/ML, 10
MCG/0.4ML, 60 MCG/ML, 25 MCG/ML, 300
MCG/ML, 40 MCG/ML

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetha.com/products/rxnonmedi care/data/2016/M | SC/Erythropoiesis
Stimulating_Agents.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage Refer to the clinical policy bulletin above for details.
Duration

Other Criteria

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Arava

Products Affected
« ARAVA

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Arcalyst

Products Affected
e ARCALYST

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/immunomodul a
tors CAP.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage Refer to the clinical policy bulletin above for details.
Duration

Other Criteria

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Arcapta Neohaler

Products Affected
e ARCAPTA NEOHALER

PA Criteria Criteria Details

Covered Uses Chronic Obstructive Pulmonary Disease (COPD)

Exclusion Criteria

Required Medical | A Documented diagnosis of Chronic Obstructive Pulmonary Disease (COPD)
Information

AgeRestrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

ST Criteria Trial of 1 month of Serevent

QL Criteria 1 capsule Per 1 Day

Notes/

Annual Review: 07/2016
References

Prior Authorization: March 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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ARIPiprazole

Products Affected

e aripiprazole oral solution

QL Criteria

30 ml Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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ARIPiprazole

Products Affected
e aripiprazole oral tablet e aripiprazole oral tablet dispersible
QL Criteria 1 tablet Per 1 Day
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Arixtra

Products Affected
e ARIXTRA

QL Criteria

1 ML Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Armodafinil

Products Affected
« armodafinil oral tablet 200 mg, 150 mg, 250
mg
PA Criteria Criteria Details
Covered Uses Narcolepsy, Obstructive sleep apnea/hypopnea syndrome (OSAHS)Shiftwork

Sleep Disorder

Exclusion Criteria

Required Medical
Information

(1) a Documented diagnosis of shift work sleep disorder, OR (2) Narcolepsy,
confirmed by sleep lab evaluation OR Obstructive sleep apnea’hypopnea
syndrome (OSAHS) confirmed by polysomnography (a study on sleep cycles
and behavior) AND one of the following: Member is currently using an
oral/dental applianceMember has undergone an uvul opal atopharyngoplasty
(UPPP), Member is greater than or equal to 65 yrs of age, Member has already
had an adequate therapeutic trial of twelve weeks of continuous positive airway
pressure (CPAP)/ bilevel positive airway pressure (BiPAP) treatment and meets
ALL of the following:Member is compliant with and currently using
CPAP/BIPAP treatment, Member is experiencing excessive sleepiness despite
CPAP/BIPAP use

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Armodafinil

Products Affected

« armodafinil oral tablet 50 mg

PA Criteria

Criteria Details

Covered Uses

Narcolepsy, Obstructive sleep apnea/hypopnea syndrome (OSAHS)Shiftwork
Sleep Disorder

Exclusion Criteria

Required Medical
I nfor mation

(1) aDocumented diagnosis of shift work sleep disorder, OR (2) Narcolepsy,
confirmed by sleep lab evaluation OR Obstructive sleep apnea’hypopnea
syndrome (OSAHS) confirmed by polysomnography (a study on sleep cycles
and behavior) AND one of the following: Member is currently using an
oral/dental applianceMember has undergone an uvul opal atopharyngoplasty
(UPPP), Member is greater than or equal to 65 yrs of age, Member has already
had an adequate therapeutic trial of twelve weeks of continuous positive airway
pressure (CPAP)/ bilevel positive airway pressure (BiPAP) treatment and meets
ALL of the following:Member is compliant with and currently using
CPAP/BiPAP treatment, Member is experiencing excessive sleepiness despite
CPAP/BIPAP use

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Arnuity Ellipta

Products Affected

e ARNUITY ELLIPTA

PA Criteria

Criteria Details

Covered Uses

Asthma

Exclusion Criteria

Required Medical
Information

1) A documented diagnosis of Asthma, OR 2) the requested drug will be used as
atopical steroid for the treatment of eosinophilic esophagitis AND other
treatments have been unsatisfactory (eosinophilic esophagitis coverage only
appliesto Flovent HFA and Flovent Diskus inhalers)

Age Restrictions

Prescriber
Restrictions
Coverage 1year
Duration
Other Criteria
Trial of 1 month of Asmanex AND Qvar
ST Criteria (Note: No step therapy required for coverage of eosinophilic esophagitis
diagnosis for Flovent HFA/Flovent Diskus)
QL Criteria 1 blister Per 1 Day
Notes Annual Review: 06/2016
References
Prior Authorization: March 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Asacol HD

Products Affected
e ASACOL HD

QL Criteria

6 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Atacand

Products Affected

« ATACAND ORAL TABLET 16 MG, 8 MG, 4
MG

QL Criteria 2 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Atacand

Products Affected

« ATACAND ORAL TABLET 32 MG

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Atacand HCT

Products Affected

« ATACAND HCT ORAL TABLET 16-12.5

MG

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Atacand HCT

Products Affected

» ATACAND HCT ORAL TABLET 32-25 MG,

32-12.5MG

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Atelvia

Products Affected
e ATELVIA
QL Criteria 1tab Per 7 Days
Notes/ Annual Review: 06/2016
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Ativan

Products Affected
e ATIVAN ORAL

ST Criteria

A documented step through lorazepam and two other benzodiazepines

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Atorvastatin Calcium

Products Affected

e atorvastatin calciumoral

QL Criteria

1 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Atralin

Products Affected

e ATRALIN

PA Criteria Criteria Details
Covered Uses Acnevulgaris

Exclusion Criteria

Required Medical
Information

A documented diagnosis of any one of the following:Acne vulgaris (includes
comedonal, cystic, nodular & papular acne)Actinic keratoses AND Lesions are
on the face OR Lesions are not on the face and therapy includes the use of
5-fluorouracil in conjunction with tretinoinHypertrophic scars or keloids AND
Intralesional injection of corticosteroids isineffective or not toleratedK eratosis
follicularis (Darier's disease, Darier-White disease)Facial flat wartsMultiple flat
warts (includes common warts and plantar warts)

Age Restrictions

greater than 35

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

A documented step through one month each of generic Atralin and Retin-A

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Last Update 12/2016
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Aubagio

Products Affected
« AUBAGIO
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/CNS/multiple_scleros
s.html
Exclusion Criteria
Required Medical
Information
Age Restrictions
Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
Lo http://www.aetna.com/products/rxnonmedicare/data/2016/CNS/multiple_sclerosi
ST Criteria
s.html
QL Criteria 1 tablet Per 1 Day
Notes/
References
Prior Authorization: August 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Aubra

Products Affected
« AUBRA

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Auvi-Q

Products Affected

* AUVI-QINJECTION

QL Criteria

2 doses Per 1 fill

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Avalide

Products Affected

« AVALIDE ORAL TABLET 150-12.5 MG

Tria of one month each of any three preferred alternatives from the following as

asingle entity or hydrochlorothiazide combination product:
candesartan

ST Criteria _eprosartan
irbesartan
losartan
valsartan
telmisartan

QL Criteria 1tab Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Avalide

Products Affected
e AVALIDE ORAL TABLET 300-12.5 MG

Tria of one month each of any three preferred alternatives from the following as
asingle entity or hydrochlorothiazide combination product:

candesartan

ST Criteria _eprosartan
irbesartan
losartan
valsartan
telmisartan

QL Criteria 1tablet Per 1 Day

Notes/

References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Avandamet

Products Affected
« AVANDAMET

PA Criteria Criteria Details

Covered Uses Diabetes Mellitus Type 1 or 2

Exclusion Criteria

An adult patient with a documented diagnosis of type 2 diabetes mellitus and all
Required Medical of the following: unable to achieve adequate glycemic control (HbA1C lab value

greater than 6.5%) despite the use of other medications, and, in consultation with
their healthcare provider, has decided not to take Actos (pioglitazone) for
medical reasons.

I nfor mation

AgeRestrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

QL Criteria 2 tablets Per 1 Day

Notes/
References

Prior Authorization: March 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Avandaryl

Products Affected
« AVANDARYL

PA Criteria

Criteria Details

Covered Uses

Diabetes Mellitus Type 1 or 2

Exclusion Criteria

Required Medical
I nfor mation

An adult patient with a documented diagnosis of type 2 diabetes mellitus and all
of the following: unable to achieve adequate glycemic control (HbA1C lab value
greater than 6.5%) despite the use of other medications, and, in consultation with
their healthcare provider, has decided not to take Actos (pioglitazone) for
medical reasons.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1lyear

Other Criteria

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Avandia

Products Affected
« AVANDIA
PA Criteria Criteria Details
Covered Uses Diabetes Mellitus Type 1 or 2

Exclusion Criteria

An adult patient with a documented diagnosis of type 2 diabetes mellitus and all
Required Medical of the following: unable to achieve adequate glycemic control (HbA1C lab value

greater than 6.5%) despite the use of other medications, and, in consultation with
their healthcare provider, has decided not to take Actos (pioglitazone) for
medical reasons.

I nfor mation

AgeRestrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

QL Criteria 1 tablet Per 1 Day

Notes/
References

Prior Authorization: March 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Avapro

Products Affected
« AVAPRO

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Aviane

Products Affected
e AVIANE

QL Criteria

1.5 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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AVINza

Products Affected
e AVINZA

QL Criteria 2 capsules Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Avita

Products Affected

e AVITA

PA Criteria Criteria Details
Covered Uses Acnevulgaris

Exclusion Criteria

Required Medical
Information

A documented diagnosis of any one of the following:Acne vulgaris (includes
comedonal, cystic, nodular & papular acne)Actinic keratoses AND Lesions are
on the face OR Lesions are not on the face and therapy includes the use of
5-fluorouracil in conjunction with tretinoinHypertrophic scars or keloids AND
Intralesional injection of corticosteroids isineffective or not toleratedK eratosis
follicularis (Darier's disease, Darier-White disease)Facial flat wartsMultiple flat
warts (includes common warts and plantar warts)

Age Restrictions

greater than 35

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Avodart

Products Affected
« AVODART

QL Criteria 1 capsule Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Avonex

Products Affected
« AVONEX

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/CNS/multiple_scleros

s.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

ST Criteria

http://www.aetna.com/products/rxnonmedi care/data/2016/CNS/multiple_sclerosi

s.html

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Avonex Pen

Products Affected
e AVONEX PEN INTRAMUSCULAR*

I http://www.aetna.com/products/rxnonmedi care/data/2016/CNS/multiple_sclerosi
ST Criteria
s.html
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Avonex Prefilled

Products Affected
e AVONEX PREFILLED INTRAMUSCULAR*

I http://www.aetna.com/products/rxnonmedi care/data/2016/CNS/multiple_sclerosi
ST Criteria
s.html
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Axert

Products Affected

» AXERT

ST Criteria Tria _of_ 1 month of 3 of the following: naratriptan, rizatriptan, sumatriptan,
zolmitriptan

QL Criteria 6 tablets Per 30 Days

Notes/

References
Prior Authorization: August 25, 2015

Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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AXiron

Products Affected
e AXIRON

PA Criteria

Criteria Details

Covered Uses

1. Primary hypogonadism or hypogonadotropic hypogonadism2. Gender
Dysphoria3. gender reassignment

Exclusion Criteria

1. patient with carcinoma of the breast or suspected carcinoma of the prostate2.
patient will be using therapy for muscle building purposes

Required Medical
I nformation

Documented diagnosis of primary hypogonadism or hypogonadotropic
hypogonadism as defined by either one of the following: 1. Member has
undergone bilateral orchiectomy (no total fasting serum testosterone levels
required), OR: 2. Having two consecutive low total fasting serum testosterone
levels (below the testing laboratory's reference range or below 300ng/dl if
reference ranges are not available), OR For persons with low normal total
testosterone levels (above 300 ng/dL but below 400 ng/dL), two consecutive low
free or bioavailable fasting serum testosterone levels (below the testing
laboratory's reference range or less than 225 picomoles per liter (pmol/L) (6
ng/dL) if reference ranges are not available)Note: Two morning samples drawn
between 7:00 am. and 10:00 a.m. obtained on two different daysis required for
NEW starts only. ORMember has a documented diagnosis of gender dysphoria
Or documentation of undergoing gender reassignment surgery.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1lyear

Other Criteria

ST Criteria

A documented step through one month of Androgel 1.62%

QL Criteria

6 ML Per 1 Day

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Azilect

Products Affected
e AZILECT

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Azor

Products Affected

* AZOR
Tria of one month each of any two from the following:
candesartan in combination with amlodipine
eprosartan in combination with amlodipine

ST Criteri irbesartan in combination with amlodipine

riteria ; S . -

losartan in combination with amlodipine
valsartan in combination with amlodipine
telmisartan in combination with amlodipine
telmisartan/ amlodipine OR Exforge

QL Criteria 1tablet Per 1 Day

Notes/

References
Prior Authorization: August 25, 2015

Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Azulfidine

Products Affected
« AZULFIDINE

ST Criteria Tria of 1 month of Asacol, Asacol HD, Delzicol, Lialda, OR Pentasa (NSO)
QL Criteria 8 tab Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Azulfidine EN-tabs

Products Affected
e AZULFIDINE EN-TABS

ST Criteria Tria of 1 month of Asacol, Asacol HD, Delzicol, Lialda, OR Pentasa (NSO)
QL Criteria 8 tab Per 1 Day

Notes/

References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Azurette

Products Affected
« AZURETTE

QL Criteria 1.5 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Balsalazide Disodium

Products Affected

e balsalazide disodium

QL Criteria

9 caps Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Balziva

Products Affected
e BALZIVA

QL Criteria 1.5 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Banzel

Products Affected

 BANZEL ORAL SUSPENSION

PA Criteria

Criteria Details

Covered Uses

L ennox-Gastaut syndrome

Exclusion Criteria

Required Medical
I nformation

A documented diagnosis of seizures associated with Lennox-Gastaut syndrome
or refractory (therapy resistant) epilepsy AND Concomitant use of an
anticonvulsant drug

Age Restrictions

Prescriber

Restrictions

Coverage 1year

Duration
For coverage of additional quantities, a member's treating physician must request
prior authorization through the Pharmacy Management Precertification Unit. A

Other Criteria prior authorization will be granted for coverage of additional quantities for those
members who meet the following criterion:1) Patient's dose is being titrated by
the physician OR the patient requires higher doses of the requested drug after
failure of recommended standard doses.

Notes Annual Review: 06/2016

References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

159




Banzel

Products Affected

» BANZEL ORAL TABLET

PA Criteria

Criteria Details

Covered Uses

L ennox-Gastaut syndrome

Exclusion Criteria

Required Medical
I nformation

A documented diagnosis of seizures associated with Lennox-Gastaut syndrome
or refractory (therapy resistant) epilepsy AND Concomitant use of an
anticonvulsant drug

Age Restrictions

Prescriber

Restrictions

Coverage 1year

Duration
For coverage of additional quantities, a member's treating physician must request
prior authorization through the Pharmacy Management Precertification Unit. A

Other Criteria prior authorization will be granted for coverage of additional quantities for those
members who meet the following criterion:1) Patient's dose is being titrated by
the physician OR the patient requires higher doses of the requested drug after
failure of recommended standard doses.

QL Criteria 8 tablets Per 1 Day

Notes/ Annual Review: 06/2016

References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Bebulin

Products Affected
e BEBULIN

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bl oodproducts_

coagulants.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

161




Bebulin VH

Products Affected
e BEBULIN VH

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bl oodproducts_
coagulants.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Beconase AQ

Products Affected
« BECONASE AQ

I Tria of 2 weeks each of 2 of Nasonex and 1 generic ( budesonide, flunisolide,
ST Criteria . i .
fluticasone, triamcinolone)
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Belbuca

Products Affected
e BELBUCA

PA Criteria

Criteria Details

Covered Uses

Pain severe enough to require daily, around-the-clock, long-term opioid
treatment and for which alternative treatment options are inadequate

Exclusion Criteria

Acute or severe bronchial asthma, known or suspected gastrointestinal
obstruction, including paralytic ileus

Required Medical
I nformation

(DPatient is 18 years of age or older and has a documented diagnosis of chronic
pain severe enough to require daily, around-the-clock, long-term opioid
treatment, (2)Alternative treatment options are ineffective, not tolerated, or
would be otherwise inadequate to provide sufficient management of pain (i.e.
non-opioid analgesics or immediate-release opioids), (3)Is not being used in
combination with other long-acting opioid therapy, and (4)Is NOT being used for
the treatment of opioid dependence

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

QL Criteria

2 films Per 1 Day

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Belsomra

Products Affected
« BELSOMRA

ST Criteria

Try generic Ambien/CR or generic Sonata

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Benel| X

Products Affected

* BENEFIX INTRAVENOUS* SOLUTION
RECONSTITUTED

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/bloodproducts
coagulants.html

Exclusion Criteria

Required Medical
I nfor mation

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Benicar

Products Affected

* BENICAR

ST Criteria Try 3 generic ARBSs (i.e. candesartan, telmisartan, losartan, valasartan,
irbesartan)

QL Criteria 1 tablet Per 1 Day

Notes/

References
Prior Authorization: August 25, 2015

Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Benicar HCT

Products Affected
e BENICARHCT

Tria of one month each of any three preferred alternatives from the following as
asingle entity or hydrochlorothiazide combination product:

candesartan
ST Criteria _eprosartan
irbesartan
losartan
valsartan
telmisartan
QL Criteria 1tab Per 1 Day
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Benicar HCT

Products Affected
e BENICARHCT

Tria of one month each of any three preferred alternatives from the following as

asingle entity or hydrochlorothiazide combination product:
candesartan

ST Criteria _eprosartan
irbesartan
losartan
valsartan
telmisartan

QL Criteria 1tablet Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Benlysta

Products Affected
e BENLYSTA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/benlysta.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: September 28, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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BenzEFoamUItra

Products Affected

» BENZEFOAMULTRA

ST Criteria

Trial of one month of benzoyl peroxide foam

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Berinert

Products Affected
* BERINERT
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/hereditary_angi
oedema.html
Exclusion Criteria
Required Medical
Information
Age Restrictions
Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
Notes/
References
Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Betaseron

Products Affected

« BETASERON SUBCUTANEOUS* KIT

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/CNS/multiple_scleros

s.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

ST Criteria

http://www.aetna.com/products/rxnonmedi care/data/2016/CNS/multiple_sclerosi

s.html

Notes/
References

Revision Date

Prior Authorization: August 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Bevespi Aerosphere

Products Affected
« BEVESPI AEROSPHERE

PA Criteria Criteria Details

Covered Uses Chronic Obstructive Pulmonary Disease (COPD)

Exclusion Criteria

Required Medical | A Documented diagnosis of Chronic Obstructive Pulmonary Disease (COPD)
Information

AgeRestrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

ST Criteria Tria of 1 month each of Anoro Elliptaand Stiolto

QL Criteria linhaler Per 30 Days

Notes/
References

Prior Authorization: March 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Bimatopr ost

Products Affected

e bimatoprost ophthalmic

PA Criteria

Criteria Details

Covered Uses

Open-angle glaucoma, ocular hypertension

Exclusion Criteria

Required Medical
I nfor mation

A documented diagnosis of glaucoma or ocular hypertension

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

Trial of 1 week of latanoprost AND 1 week of Travatan Z

Notes/
References

Revision Date

Prior Authorization: May 24, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Binosto

Products Affected
e BINOSTO
o Tria of one month each of two alendronate AND Actonel or Actonel with

ST Criteria . .
calcium OR Atelvia

QL Criteria 1tab Per 7 Days

Notes/

References
Prior Authorization: August 25, 2015

Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Bivigam

Products Affected
« BIVIGAM

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/ivig.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: September 28, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Blephamide

Products Affected
« BLEPHAMIDE

QL Criteria 1 pen Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016

178



Boniva

Products Affected

 BONIVA ORAL TABLET 150 MG

QL Criteria

1 tab Per 30 Days

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Boniva

Products Affected
« BONIVA INTRAVENOUS*

PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:

Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/M USC/bone_disease
agents.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage Refer to the clinical policy bulletin above for details.
Duration

Other Criteria

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Bosulif

Products Affected
 BOSULIF
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/ANEOPL /Antineoplas
tics.html
Exclusion Criteria
Required Medical
Information
Age Restrictions
Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
Lo http://www.aetna.com/products/rxnonmedi care/data/2016/ANEOPL/Antineoplas
ST Criteria .
tics.html
QL Criteria 30 days supply Per 1 prescription
Notes/
References
Prior Authorization: May 27, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Botox

Products Affected
e BOTOX

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/botulinum_toxi
n.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Bravelle

Products Affected
e BRAVELLE

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedicare/data/2016/M | SClinfertility.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Breo Ellipta

Products Affected

* BREOELLIPTA INHALATION AEROSOL
POWDER, BREATH ACTIVATED 200-25

MCG/INH
Lo Trial of 1 month each of 2 preferred aternatives:
ST Criteria : T
anoro/symbicort/dulera/sprivalincruse
Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Breo Ellipta

Products Affected

* BREOELLIPTA INHALATION AEROSOL
POWDER, BREATH ACTIVATED 100-25

MCG/INH
N Trial of 1 month each of 2 preferred aternatives:

ST Criteria : .
anoro/symbicort/dulera/sprivalincruse

QL Criteria 2 blisters Per 1 Day

Notes/

References
Prior Authorization: August 25, 2015

Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

185




Brielyn

Products Affected
e brielyn

QL Criteria 1.5 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Brilinta

Products Affected
e BRILINTA

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Brilinta

Products Affected
e BRILINTA

QL Criteria 2 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Brisdelle

Products Affected
* BRISDELLE
PA Criteria Criteria Details
Covered Uses moderate to severe vasomotor symptoms associated with menopause

Exclusion Criteria

Required Medical
I nfor mation

A documented diagnosis of moderate to severe vasomotor symptoms associated

with menopause

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

QL Criteria

1 capsule Per 1 Day

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Briviact

Products Affected

* BRIVIACT ORAL SOLUTION

PA Criteria

Criteria Details

Covered Uses

partial-onset seizures

Exclusion Criteria

Required Medical
Information

A documented diagnosis of partial-onset seizures AND documented concurrent
therapy with one of the following: carbamazepine, divalproex dr/er/sprinkle,
gabapentin, lamotrigine, levetiracetam/ER, oxcarbazepine, phenytoin,
topiramate, valproic acid, or zonisamide

Age Restrictions

Prescriber

Restrictions

Coverage 1year

Duration
For coverage of additional quantities, amember's treating physician must request
prior authorization through the Pharmacy Management Precertification Unit. A

Other Criteria prior authorization will be granted for coverage of additional quantities for those
members who meet the following criterion: Patient's dose is being titrated by the
physician OR the patient requires higher doses of the requested drug after failure
of recommended standard doses.

QL Criteria 20 ML Per 1 Day

Notes/

References

Revision Date

Prior Authorization: March 09, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Briviact

Products Affected

* BRIVIACT ORAL TABLET

PA Criteria

Criteria Details

Covered Uses

partial-onset seizures

Exclusion Criteria

Required Medical
Information

A documented diagnosis of partial-onset seizures AND documented concurrent
therapy with one of the following: carbamazepine, divalproex dr/er/sprinkle,
gabapentin, lamotrigine, levetiracetam/ER, oxcarbazepine, phenytoin,
topiramate, valproic acid, or zonisamide

Age Restrictions

Prescriber

Restrictions

Coverage 1year

Duration
For coverage of additional quantities, amember's treating physician must request
prior authorization through the Pharmacy Management Precertification Unit. A

Other Criteria prior authorization will be granted for coverage of additional quantities for those
members who meet the following criterion: Patient's dose is being titrated by the
physician OR the patient requires higher doses of the requested drug after failure
of recommended standard doses.

QL Criteria 2 tablets Per 1 Day

Notes/

References

Revision Date

Prior Authorization: March 09, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Brovana

Products Affected
« BROVANA
PA Criteria Criteria Details
Covered Uses Chronic Obstructive Pulmonary Disease (COPD)

Exclusion Criteria

Required Medical | A Documented diagnosis of Chronic Obstructive Pulmonary Disease (COPD)
Information

AgeRestrictions

Prescriber
Restrictions

Coverage 1year
Duration

Other Criteria

ST Criteria Trial of 1 month of Serevent

QL Criteria 60 vials (120ml) Per 1 fill

Notes/

Annual Review: 07/2016
References

Prior Authorization: March 10, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Budeprion SR

Products Affected

 BUDEPRION SR

QL Criteria

6 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Budeprion XL

Products Affected

 BUDEPRION XL

QL Criteria

1 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Budesonide

Products Affected
* budesonide inhalation suspension 0.25 mg/2ml,
0.5 mg/2ml
PA Criteria Criteria Details

Covered Uses

Covered for the maintenance treatment of asthma and as prophylactic therapy in
children 1-4 years of age, or in children 5-8 years of age if unable to use metered
dose inhalers. Not FDA approved for therapy in children greater than 8

Exclusion Criteria

Budesonide inhalation solution is NOT covered for members with the following
criteria: A. Use not approved by the FDA and B. The use is unapproved and not
supported by the literature or evidence as an accepted off-label use. (see
Off-Label Use Policy for determining accepted use). C. Patient greater than 8
years of age. D. Children 5-8 years of age and able to use metered-dose inhalers.
E. Usein primary treatment of status asthmaticus or other acute episodes of
asthma where intensive measures are required. F. Use in acute bronchospasms.

Required Medical
I nfor mation

(1) Asthma, For ages 5-8 documented inability to use metered dose inhalers.No
prior authorization required for children 1-4 years of age. Medical Exception for
Pulmicort Respules: Covered for topical steroid treatment of eosinophilic
esophagitis for which other treatments have been unsatisfactory

Age Restrictions

8 years of age or younger

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Budesonide

Products Affected

* budesonide inhalation suspension 1 mg/2ml

PA Criteria

Criteria Details

Covered Uses

Covered for the maintenance treatment of asthma and as prophylactic therapy in
children 1-4 years of age, or in children 5-8 years of age if unable to use metered
doseinhalers. Not FDA approved for therapy in children greater than 8

Exclusion Criteria

Budesonide inhalation solution is NOT covered for members with the following
criteriac A. Use not approved by the FDA and B. The use is unapproved and not
supported by the literature or evidence as an accepted off-label use. (see
Off-Label Use Policy for determining accepted use). C. Patient greater than 8
years of age. D. Children 5-8 years of age and able to use metered-dose inhalers.
E. Usein primary treatment of status asthmaticus or other acute episodes of
asthma where intensive measures are required. F. Use in acute bronchospasms.

Required Medical
I nformation

(1) Asthma, For ages 5-8 documented inability to use metered dose inhalers.No
prior authorization required for children 1-4 years of age. Medical Exception for
Pulmicort Respules: Covered for topical steroid treatment of eosinophilic
esophagitis for which other treatments have been unsatisfactory

AgeRestrictions

8 years of age or younger

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Criteria

4 ml Per 1 Day

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Budesonide ER

Products Affected
e budesonide er

QL Criteria

3 caps Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Bunavail

Products Affected

« BUNAVAIL BUCCAL FILM 2.1-0.3 MG

PA Criteria

Criteria Details

Covered Uses

Opioid dependence. NOTE: Prior Authorization does not apply to members
residing in Massachusetts.

Exclusion Criteria

Medical literature does not support the concurrent use of opioids/Tramadol as
part of opioid drug dependence treatment. Abstinence of opioids/Tramadol is
required both during and following therapy with
Suboxone/Subutex/Zubsolv/Bunavail/buprenorphine, and will only be covered
when determined to be medically necessary (defined as short-term use during
and following opioid dependence treatment for the treatment of acute pain
related to surgery, dental procedure, or an emergency situation or for long-term
use following opioid dependence treatment for the treatment of chronic pain. For
long term use, the member must be treated by a single provider of their choice,
opioids will only be covered when prescribed by this single provider, and this
single provider is aware of past buprenorphine use for opioid dependence
treatment in which an opioid dependence diagnosis). Physicians can contact
(855) 746-0013 with any information related to the medical necessity for
opioid/Tramadol therapy.

Required Medical
I nfor mation

Prescriber provides verbal verification of patient's current and ongoing
enrollment in an outpatient drug addiction treatment program and/or counseling.
If the member is currently enrolled, the approval will be 6 months. If the member
isNOT enrolled (answer=no) and the prescriber provides verbal verification of
patient's agreed commitment to become enrolled in an acceptable drug addiction
treatment program counseling, the approval will be for 2 months (Note: 1 time
approval ONLY). If after 2 months member does not enroll in a program, then all
future requests will be denied until member enrollsin a program.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

6 months
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PA Criteria

Criteria Details

Other Criteria

For coverage of additional quantities, the following conditions must be met: FOR
BUPRENORPHONE SL: Member is pregnant or breastfeeding (Up to 120
tabletsin 30 days) or member has a documented contraindication, intolerance, or
alergy to buprenorphine-naloxone sublingual tablet or Suboxone (will allow up
to 90 tablets per month for max length of approval of 6 months). FOR
SUBOXONE OR BUPRENORPHINE-NALOXONE SUBLINGUAL TABLET
2mg/0.5mg: Member's dose is being titrated by physician for 7 day induction
therapy (max dose 12 mg/daily for total of 42 tablets/filmsin 7 days). FOR
ZUBSOLBYV 1.4mg/0.36mg: Member's dose is being titrated by physician for 7
day induction therapy (max dose 8.4 mg/daily for total of 42 tablets/filmsin 7
days). Note: Aetna considers the following as acceptable programs: Outpatient
drug addiction treatment programs and/or counseling, 12- step programs focused
on "drug" addiction such as Narcotics Anonymous (N.A.), Other accepted
programs can be found at

http://findtreatment.samhsa.gov/TreatmentL ocator/faces/quick Search.jspx.Aetna
considers the following as non-acceptable programs: On-line programs such as
Here to Help, 12-step programs that are not focused on "drug" addiction (ex:
Alcoholics Anonymous).

ST Criteria

A documented step through one month each of the preferred alternatives,
buprenorphine-naloxone sublingual tablet and Suboxone SL film

QL Criteria

6 films Per 1 Day

Notes/
References

Annual Review: 04/2016

Revision Date

Prior Authorization: April 20, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Bunavail

Products Affected

 BUNAVAIL BUCCAL FILM 6.3-1 MG

PA Criteria

Criteria Details

Covered Uses

Opioid dependence. NOTE: Prior Authorization does not apply to members
residing in Massachusetts.

Exclusion Criteria

Medical literature does not support the concurrent use of opioids/Tramadol as
part of opioid drug dependence treatment. Abstinence of opioids/Tramadol is
required both during and following therapy with
Suboxone/Subutex/Zubsolv/Bunavail/buprenorphine, and will only be covered
when determined to be medically necessary (defined as short-term use during
and following opioid dependence treatment for the treatment of acute pain
related to surgery, dental procedure, or an emergency situation or for long-term
use following opioid dependence treatment for the treatment of chronic pain. For
long term use, the member must be treated by a single provider of their choice,
opioids will only be covered when prescribed by this single provider, and this
single provider is aware of past buprenorphine use for opioid dependence
treatment in which an opioid dependence diagnosis). Physicians can contact
(855) 746-0013 with any information related to the medical necessity for
opioid/Tramadol therapy.

Required Medical
I nfor mation

Prescriber provides verbal verification of patient's current and ongoing
enrollment in an outpatient drug addiction treatment program and/or counseling.
If the member is currently enrolled, the approval will be 6 months. If the member
isNOT enrolled (answer=no) and the prescriber provides verbal verification of
patient's agreed commitment to become enrolled in an acceptable drug addiction
treatment program counseling, the approval will be for 2 months (Note: 1 time
approval ONLY). If after 2 months member does not enroll in a program, then all
future requests will be denied until member enrollsin a program.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

6 months
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PA Criteria

Criteria Details

Other Criteria

For coverage of additional quantities, the following conditions must be met: FOR
BUPRENORPHONE SL: Member is pregnant or breastfeeding (Up to 120
tabletsin 30 days) or member has a documented contraindication, intolerance, or
alergy to buprenorphine-naloxone sublingual tablet or Suboxone (will allow up
to 90 tablets per month for max length of approval of 6 months). FOR
SUBOXONE OR BUPRENORPHINE-NALOXONE SUBLINGUAL TABLET
2mg/0.5mg: Member's dose is being titrated by physician for 7 day induction
therapy (max dose 12 mg/daily for total of 42 tablets/filmsin 7 days). FOR
ZUBSOLBYV 1.4mg/0.36mg: Member's dose is being titrated by physician for 7
day induction therapy (max dose 8.4 mg/daily for total of 42 tablets/filmsin 7
days). Note: Aetna considers the following as acceptable programs: Outpatient
drug addiction treatment programs and/or counseling, 12- step programs focused
on "drug" addiction such as Narcotics Anonymous (N.A.), Other accepted
programs can be found at

http://findtreatment.samhsa.gov/TreatmentL ocator/faces/quick Search.jspx.Aetna
considers the following as non-acceptable programs: On-line programs such as
Here to Help, 12-step programs that are not focused on "drug" addiction (ex:
Alcoholics Anonymous).

ST Criteria

A documented step through one month each of the preferred alternatives,
buprenorphine-naloxone sublingual tablet and Suboxone SL film

QL Criteria

2 films Per 1 Day

Notes/
References

Annual Review: 04/2016

Revision Date

Prior Authorization: April 20, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Bunavail

Products Affected

 BUNAVAIL BUCCAL FILM 4.2-0.7 MG

PA Criteria

Criteria Details

Covered Uses

Opioid dependence. NOTE: Prior Authorization does not apply to members
residing in Massachusetts.

Exclusion Criteria

Medical literature does not support the concurrent use of opioids/Tramadol as
part of opioid drug dependence treatment. Abstinence of opioids/Tramadol is
required both during and following therapy with
Suboxone/Subutex/Zubsolv/Bunavail/buprenorphine, and will only be covered
when determined to be medically necessary (defined as short-term use during
and following opioid dependence treatment for the treatment of acute pain
related to surgery, dental procedure, or an emergency situation or for long-term
use following opioid dependence treatment for the treatment of chronic pain. For
long term use, the member must be treated by a single provider of their choice,
opioids will only be covered when prescribed by this single provider, and this
single provider is aware of past buprenorphine use for opioid dependence
treatment in which an opioid dependence diagnosis). Physicians can contact
(855) 746-0013 with any information related to the medical necessity for
opioid/Tramadol therapy.

Required Medical
I nfor mation

Prescriber provides verbal verification of patient's current and ongoing
enrollment in an outpatient drug addiction treatment program and/or counseling.
If the member is currently enrolled, the approval will be 6 months. If the member
isNOT enrolled (answer=no) and the prescriber provides verbal verification of
patient's agreed commitment to become enrolled in an acceptable drug addiction
treatment program counseling, the approval will be for 2 months (Note: 1 time
approval ONLY). If after 2 months member does not enroll in a program, then all
future requests will be denied until member enrollsin a program.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

6 months
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PA Criteria

Criteria Details

Other Criteria

For coverage of additional quantities, the following conditions must be met: FOR
BUPRENORPHONE SL: Member is pregnant or breastfeeding (Up to 120
tabletsin 30 days) or member has a documented contraindication, intolerance, or
alergy to buprenorphine-naloxone sublingual tablet or Suboxone (will allow up
to 90 tablets per month for max length of approval of 6 months). FOR
SUBOXONE OR BUPRENORPHINE-NALOXONE SUBLINGUAL TABLET
2mg/0.5mg: Member's dose is being titrated by physician for 7 day induction
therapy (max dose 12 mg/daily for total of 42 tablets/filmsin 7 days). FOR
ZUBSOLBYV 1.4mg/0.36mg: Member's dose is being titrated by physician for 7
day induction therapy (max dose 8.4 mg/daily for total of 42 tablets/filmsin 7
days). Note: Aetna considers the following as acceptable programs: Outpatient
drug addiction treatment programs and/or counseling, 12- step programs focused
on "drug" addiction such as Narcotics Anonymous (N.A.), Other accepted
programs can be found at

http://findtreatment.samhsa.gov/TreatmentL ocator/faces/quick Search.jspx.Aetna
considers the following as non-acceptable programs: On-line programs such as
Here to Help, 12-step programs that are not focused on "drug" addiction (ex:
Alcoholics Anonymous).

ST Criteria

A documented step through one month each of the preferred alternatives,
buprenorphine-naloxone sublingual tablet and Suboxone SL film

QL Criteria

3films Per 1 Day

Notes/
References

Annual Review: 04/2016

Revision Date

Prior Authorization: April 20, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Buphenyl

Products Affected

 BUPHENYL ORAL POWDER 3 GM/TSP « BUPHENYL ORAL TABLET

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/metabolic_agen
ts.html

Exclusion Criteria

Required Medical
I nfor mation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 31, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Buprenorphine HCI

Products Affected
 buprenorphine hcl sublingual

PA Criteria Criteria Details

Opioid dependence. NOTE: Prior Authorization does not apply to members

Covered Uses residing in Massachusetts.

Medical literature does not support the concurrent use of opioids/Tramadol as
part of opioid drug dependence treatment. Abstinence of opioids/Tramadol is
required both during and following therapy with
Suboxone/Subutex/Zubsolv/Bunavail/buprenorphine, and will only be covered
when determined to be medically necessary (defined as short-term use during
and following opioid dependence treatment for the treatment of acute pain
related to surgery, dental procedure, or an emergency situation or for long-term
use following opioid dependence treatment for the treatment of chronic pain. For
long term use, the member must be treated by a single provider of their choice,
opioids will only be covered when prescribed by this single provider, and this
single provider is aware of past buprenorphine use for opioid dependence
treatment in which an opioid dependence diagnosis). Physicians can contact
(855) 746-0013 with any information related to the medical necessity for
opioid/Tramadol therapy.

Exclusion Criteria

Prescriber provides verbal verification of patient's current and ongoing
enrollment in an outpatient drug addiction treatment program and/or counseling.
If the member is currently enrolled, the approval will be 6 months. If the member
Required Medical | isNOT enrolled (answer=no) and the prescriber provides verbal verification of
Information patient's agreed commitment to become enrolled in an acceptable drug addiction
treatment program counseling, the approval will be for 2 months (Note: 1 time
approval ONLY). If after 2 months member does not enroll in a program, then all
future requests will be denied until member enrollsin a program.

AgeRestrictions

Prescriber
Restrictions

Coverage 6 months
Duration
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PA Criteria

Criteria Details

Other Criteria

For coverage of additional quantities, the following conditions must be met: FOR
BUPRENORPHONE SL: Member is pregnant or breastfeeding (Up to 120
tabletsin 30 days) or member has a documented contraindication, intolerance, or
alergy to buprenorphine-naloxone sublingual tablet or Suboxone (will allow up
to 90 tablets per month for max length of approval of 6 months). FOR
SUBOXONE OR BUPRENORPHINE-NALOXONE SUBLINGUAL TABLET
2mg/0.5mg: Member's dose is being titrated by physician for 7 day induction
therapy (max dose 12 mg/daily for total of 42 tablets/filmsin 7 days). FOR
ZUBSOLBYV 1.4mg/0.36mg: Member's dose is being titrated by physician for 7
day induction therapy (max dose 8.4 mg/daily for total of 42 tablets/filmsin 7
days). Note: Aetna considers the following as acceptable programs: Outpatient
drug addiction treatment programs and/or counseling, 12- step programs focused
on "drug" addiction such as Narcotics Anonymous (N.A.), Other accepted
programs can be found at

http://findtreatment.samhsa.gov/TreatmentL ocator/faces/quick Search.jspx.Aetna
considers the following as non-acceptable programs: On-line programs such as
Here to Help, 12-step programs that are not focused on "drug" addiction (ex:
Alcoholics Anonymous).

QL Criteria

3 tablets Per 1 Day

Notes/
References

Annual Review: 04/2016

Revision Date

Prior Authorization: April 20, 2016
Step Therapy: August 25, 2015
Quantity Limits: November 16, 2016
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Buprenor phine HCI-Naloxone HCI

Products Affected

 buprenorphine hcl-nal oxone hcl

PA Criteria

Criteria Details

Covered Uses

Opioid dependence. NOTE: Prior Authorization does not apply to members
residing in Massachusetts.

Exclusion Criteria

Medical literature does not support the concurrent use of opioids/Tramadol as
part of opioid drug dependence treatment. Abstinence of opioids/Tramadol is
required both during and following therapy with
Suboxone/Subutex/Zubsolv/Bunavail/buprenorphine, and will only be covered
when determined to be medically necessary (defined as short-term use during
and following opioid dependence treatment for the treatment of acute pain
related to surgery, dental procedure, or an emergency situation or for long-term
use following opioid dependence treatment for the treatment of chronic pain. For
long term use, the member must be treated by a single provider of their choice,
opioids will only be covered when prescribed by this single provider, and this
single provider is aware of past buprenorphine use for opioid dependence
treatment in which an opioid dependence diagnosis). Physicians can contact
(855) 746-0013 with any information related to the medical necessity for
opioid/Tramadol therapy.

Required Medical
I nfor mation

Prescriber provides verbal verification of patient's current and ongoing
enrollment in an outpatient drug addiction treatment program and/or counseling.
If the member is currently enrolled, the approval will be 6 months. If the member
isNOT enrolled (answer=no) and the prescriber provides verbal verification of
patient's agreed commitment to become enrolled in an acceptable drug addiction
treatment program counseling, the approval will be for 2 months (Note: 1 time
approval ONLY). If after 2 months member does not enroll in a program, then all
future requests will be denied until member enrollsin a program.

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

6 months
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PA Criteria

Criteria Details

Other Criteria

For coverage of additional quantities, the following conditions must be met: FOR
BUPRENORPHONE SL: Member is pregnant or breastfeeding (Up to 120
tabletsin 30 days) or member has a documented contraindication, intolerance, or
alergy to buprenorphine-naloxone sublingual tablet or Suboxone (will allow up
to 90 tablets per month for max length of approval of 6 months). FOR
SUBOXONE OR BUPRENORPHINE-NALOXONE SUBLINGUAL TABLET
2mg/0.5mg: Member's dose is being titrated by physician for 7 day induction
therapy (max dose 12 mg/daily for total of 42 tablets/filmsin 7 days). FOR
ZUBSOLBYV 1.4mg/0.36mg: Member's dose is being titrated by physician for 7
day induction therapy (max dose 8.4 mg/daily for total of 42 tablets/filmsin 7
days). Note: Aetna considers the following as acceptable programs: Outpatient
drug addiction treatment programs and/or counseling, 12- step programs focused
on "drug" addiction such as Narcotics Anonymous (N.A.), Other accepted
programs can be found at

http://findtreatment.samhsa.gov/TreatmentL ocator/faces/quick Search.jspx.Aetna
considers the following as non-acceptable programs: On-line programs such as
Here to Help, 12-step programs that are not focused on "drug" addiction (ex:
Alcoholics Anonymous).

QL Criteria

90 tab Per 30 Days

Notes/
References

Annual Review: 04/2016

Revision Date

Prior Authorization: April 20, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Last Update 12/2016
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BuPROPion HCI

Products Affected

e bupropion hcl oral

QL Criteria

6 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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BuPROPion HCI ER (Smoking Det)

Products Affected

e bupropion hcl er (smoking det)

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

210




BuPROPion HCI ER (SR)

Products Affected

e bupropion hcl er (sr)

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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BuPROPion HCI ER (XL)

Products Affected

e bupropion hcl er (xl)

QL Criteria

1 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Butorphanol Tartrate

Products Affected

e butorphanal tartrate nasal

QL Criteria

2 bottle Per 30 Days

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Butrans

Products Affected
« BUTRANS

QL Criteria 4 patches Per 28 Days

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Bydureon

Products Affected

« BYDUREON SUBCUTANEOUS* 2 MG

ST Criteria A documented step through one month each of Victoza and Trulicity
QL Criteria 4 pens Per 28 Days
e Annual Review: 02/2016

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Bydureon

Products Affected

» BYDUREON SUBCUTANEOUS*
SUSPENSION RECONSTITUTED

ST Criteria A documented step through one month each of Victoza and Trulicity
QL Criteria 4 vials Per 1 month

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Byetta 10 MCG Pen

Products Affected

« BYETTA 10 MCG PEN SUBCUTANEOUS*

ST Criteria A documented step through one month each of Victoza and Trulicity
QL Criteria 1 pen Per 30 Days
ggfwc& Annual Review: 02/2016

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

217




Byetta 5 MCG Pen

Products Affected

* BYETTA 5MCG PEN SUBCUTANEOUS*

ST Criteria A documented step through one month each of Victoza and Trulicity
QL Criteria 1 pen Per 30 Days
ggfwc& Annual Review: 02/2016

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Bystolic

Products Affected

* BYSTOLIC ORAL TABLET 10 MG, 2.5 MG,

SMG

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Bystolic

Products Affected
e BYSTOLIC ORAL TABLET 20 MG

QL Criteria 2 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Byvalson

Products Affected

e BYVALSON

PA Criteria Criteria Details
Covered Uses hypertension

Exclusion Criteria

Required Medical

I nfor mation

a documented diagnosis of Hypertension

AgeRestrictions

Prescriber
Restrictions

Coverage
Duration

1year

Other Criteria

ST Criteria

A documented step through 2 generic beta-blockers and 2 generic angiotensin
receptor blockers (ARBS)

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cabometyx

Products Affected
« CABOMETYX

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/ANEOPL /Antineoplas
tics.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: May 27, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Caduet

Products Affected
e CADUET

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

223




Calcipotriene

Products Affected
» calcipotriene external cream » calcipotriene external ointment
ST Criteria try a med/high potency topical steroid
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Calcipotriene-Betameth Diprop

Products Affected

 calcipotriene-betameth diprop

ST Criteria

try a med/high potency topical steroid

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Calcitonin (Salmon)

Products Affected

e calcitonin (salmon)

QL Criteria 1 bottle Per 1 month
gg;[grgenc&s Annual Review: 06/2016

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cambia

Products Affected
« CAMBIA

QL Criteria 9 pack Per 30 Days

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Camila

Products Affected
e CAMILA

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Camrese

Products Affected
« CAMRESE

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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CamreselLo

Products Affected

« CAMRESELO

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Canasa

Products Affected
« CANASA

QL Criteria

1 EA Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Candesartan Cilexetil

Products Affected

e candesartan cilexetil oral tablet 32 mg

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Candesartan Cilexetil

Products Affected

e candesartan cilexetil oral tablet 4 mg, 8 mg, 16

mg

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

233




Candesartan Cilexetil-HCTZ

Products Affected

e candesartan cilexetil-hctz oral tablet 16-12.5

mg

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Capecitabine

Products Affected
e capecitabine
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/ANEOPL /Antineoplas
tics.html
Exclusion Criteria
Required Medical
Information
Age Restrictions
Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
QL Criteria 30 days supply Per 1 prescription
Notes/
References
Prior Authorization: May 27, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Caprelsa

Products Affected
e CAPRELSA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/ANEOPL /Antineoplas
tics.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Criteria

30 days supply Per 1 prescription

Notes/
References

Revision Date

Prior Authorization: May 27, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Carac

Products Affected
« CARAC
ST Criteria A documented step through generic Carac (fluorouracil) and either Efudex or
Aldara
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Carbaglu

Products Affected
« CARBAGLU

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/metabolic_agen
ts.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 31, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016

238




Cardizem CD

Products Affected
« CARDIZEM CD

ST Criteria

A documented step through one month each of diltiazem ER and two other
calcium channel blockers

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cardizem LA

Products Affected

» CARDIZEM LA ORAL TABLET
EXTENDED RELEASE 24 HR* 240 MG

QL Criteria

2 capsules Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cardura XL

Products Affected

« CARDURA XL

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Carimune NF

Products Affected

« CARIMUNE NF

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/ivig.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: September 28, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Caziant

Products Affected
e CAZIANT

QL Criteria

1.5 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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CeleBREX

Products Affected
e CELEBREX

ST Criteria

Tria of one month each of two generic non steroidal anti-inflammatory drugs

QL Criteria

2 caps Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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CeleBREX

Products Affected
e CELEBREX

ST Criteria

Tria of one month each of two generic non steroidal anti-inflammatory drugs

QL Criteria

2 capsules Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Celecoxib

Products Affected
e celecoxib oral

ST Criteria Tria of one month each of two generic non steroidal anti-inflammatory drugs
QL Criteria 2 capsules Per 1 Day

Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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CelexXA

Products Affected

 CELEXA ORAL TABLET

QL Criteria

1 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cenestin

Products Affected
e CENESTIN

QL Criteria

1 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cerdelga

Products Affected
» CERDELGA
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedi care/data/2016/ENDO/lysosomal _stor
age.html
Exclusion Criteria
Required Medical
Information
Age Restrictions
Prescriber
Restrictions
Coverage Refer to the clinical policy bulletin above for details.
Duration
Other Criteria
QL Criteria 2 capsules Per 1 Day
Notes/
References
Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Cerezyme

Products Affected
e CEREZYME

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/ENDO/lysosomal _stor
age.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cesamet

Products Affected
« CESAMET

QL Criteria 20 caps Per 30 Days

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016

251



Cesa

Products Affected
e CESIA

QL Criteria

2 tab Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cetrotide

Products Affected
» CETROTIDE SUBCUTANEOUS* KIT 0.25
MG
PA Criteria Criteria Details
Covered Uses Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/infertility.html

Exclusion Criteria

Required Medical
I nformation

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015

Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Chantix

Products Affected
e CHANTIX

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Chantix Continuing Month Pak

Products Affected

* CHANTIX CONTINUING MONTH PAK

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Chantix Starting Month Pak

Products Affected

* CHANTIX STARTING MONTH PAK

QL Criteria

2 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Chateal

Products Affected
e CHATEAL

QL Criteria 1.5 tablets Per 1 Day

Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured
Last Update 12/2016
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Cholbam

Products Affected
e CHOLBAM

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedi care/data/2016/M | SC/Cholbam.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Chorionic Gonadotropin

Products Affected

 chorionic gonadotropin intramuscular*

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedicare/data/2016/M | SClinfertility.html

Exclusion Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cialis

Products Affected

* CIALISORAL TABLET 25MG

PA Criteria

Criteria Details

Covered Uses

Male members with a diagnosis of BPH

Exclusion Criteria

Erectile dysfunction coverage is not covered unless Contract state of NY (see
other criteriabelow) or members with ED rider benefit

Required Medical
Information

Male member has diagnosis of BPH (Benign Prostatic Hyperplasia) AND ALL of
the following:Member is not currently on nitrite/nitrate therapy **Member is not
currently on another phosphodiesterase-5 inhibitorMember has a documented
contraindication or intolerance or allergy or failure of aone month trial of one of
the preferred drugs alfuzosin, finasteride, tamsulosin, Avodart, Jalyn or Rapaflo

Age Restrictions

Prescriber

Restrictions

Coverage 1 year (daily dosing covered only for BPH diagnosis)

Duration
For Fully Insured members of contract state New Y ork:A documented primary
diagnosis of erectile dysfunction in adult males over 18 years of age AND a
documented secondary diagnosis of one of the
following:DiabetesHypertensionSpinal cord injuryMultiple
sclerosisStrokeRadical surgery of genital tract, urinary tract, or
rectumHypogonadismANDMember is not receiving any of the following organic

Other Criteria nitrate product: 1sosorbide mononitrate (1smo), isosorbide dinitrate (Sorbitrate,
Isordil, Dilatrate-SR), Nitroglycerin (NTG, Nitrostat, Nitro-Dur,
Transderm-Nitro, Minitran, Nitro-par, Nitrol, Nitro-Bid, others) ANDMember is
not currently on another phosphodiesterase-5 inhibitor indicated for erectile
dysfunction ANDA documented contraindication or intolerance or allergy or
failure of an adequate trial of one month of the preferred aternative Cialis (For
Levitra, Staxyn, Stendra, and Viagra)

Notes/

References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Cialis

Products Affected

* CIALISORAL TABLET 5MG

PA Criteria

Criteria Details

Covered Uses

Male members with a diagnosis of BPH

Exclusion Criteria

Erectile dysfunction coverage is not covered unless Contract state of NY (see
other criteriabelow) or members with ED rider benefit

Required Medical
Information

Male member has diagnosis of BPH (Benign Prostatic Hyperplasia) AND ALL of
the following:Member is not currently on nitrite/nitrate therapy **Member is not
currently on another phosphodiesterase-5 inhibitorMember has a documented
contraindication or intolerance or allergy or failure of aone month trial of one of
the preferred drugs alfuzosin, finasteride, tamsulosin, Avodart, Jalyn or Rapaflo

Age Restrictions

Prescriber

Restrictions

Coverage 1 year (daily dosing covered only for BPH diagnosis)

Duration
For Fully Insured members of contract state New Y ork:A documented primary
diagnosis of erectile dysfunction in adult males over 18 years of age AND a
documented secondary diagnosis of one of the
following:DiabetesHypertensionSpinal cord injuryMultiple
sclerosisStrokeRadical surgery of genital tract, urinary tract, or
rectumHypogonadismANDMember is not receiving any of the following organic

Other Criteria nitrate product: 1sosorbide mononitrate (1smo), isosorbide dinitrate (Sorbitrate,
Isordil, Dilatrate-SR), Nitroglycerin (NTG, Nitrostat, Nitro-Dur,
Transderm-Nitro, Minitran, Nitro-par, Nitrol, Nitro-Bid, others) ANDMember is
not currently on another phosphodiesterase-5 inhibitor indicated for erectile
dysfunction ANDA documented contraindication or intolerance or allergy or
failure of an adequate trial of one month of the preferred aternative Cialis (For
Levitra, Staxyn, Stendra, and Viagra)

Notes/ Annual Review: 07/2016

References

Revision Date

Prior Authorization: March 10, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2016 Aetna Pharmacy Drug Guide - Fully Insured

Last Update 12/2016
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Ciclodan

Products Affected

* CICLODAN EXTERNAL CREAM

PA Criteria

Criteria Details

Covered Uses

Onychomycosis due to dermatophyte

Exclusion Criteria

Required Medical
I nfor mation

A documented diagnosis of onychomycosis confirmed by either a positive KOH
stain (potassium hydroxide), positive PAS stain (para-aminosalicylic acid), a
positive DTM (dermatophyte test medium) or positive fungal culture (positive
test should be recent (within the last 3 - 6 months) and associated with the
current infection) AND A documented contraindication or intolerance or alergy
or failure of an adequate trial of one systemic (oral) alternative either terbinafine
(6 weeks for fingernail infections: 12 weeks for toenail infections): fluconazole
(6 months): griseofulvin (6 months): itraconazole (60 days (PulsePak) for
fingernail infections: 90 days for toenail) ORPresence of hepatic dysfunction or
increased risk for l