2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Abstral

Products Affected
« ABSTRAL

PA Criteria

Criteria Details

Covered Uses

For pain due to malignant diagnosis only

Exclusion Use in non-malignant pain
Criteria

A documented diagnosis of cancer with concomitant use of around
Required Medical | the clock long acting opioid therapy for cancer pain, requiring
Information management of breakthrough pain and meet step therapy

requirements, or the patient is terminally ill.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

6 months

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update




PA Criteria

Criteria Details

Other Criteria

For additional quantities, the member must have a documented
diagnosis of cancer and prescription is written by an oncologist or
pain specialist, or the member is enrolled in a hospice program or
meets hospice criteria, or the member is terminally ill, or the patient
has signed an opioid agreement in support of clinical guidelines by the
American Pain Society and the American Academy of Pain Medicine.
In addition, there must be documentation of one of the following: (1)
A 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 are
only for those patients that have a diagnosis of cancer or that are
enrolled in a hospice program), or (2) the 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
is being titrated on the long-acting opioid by physician, and the
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))

A documented contraindication, intolerance, allergy, or failure of one
week each of fentanyl transmucosal lozenge and two other short

ST Criteria acting opioids (i.e., morphine, hydrocodone, oxycodone,
hydromorphone)

QL Ciriteria 120 tablets Per 30 Days

Notes/ Annual Review: 06/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update




Acamprosate Calcium

Products Affected

+ acamprosate calcium
QL Criteria 6 tablets Per 1 day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Accolate

Products Affected
« ACCOLATE

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Accu-Chek Aviva Plus

Products Affected

+ ACCU-CHEK AVIVA PLUS

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Accu-Chek Compact Plus Care

Products Affected

+ ACCU-CHEK COMPACT PLUS CARE

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update




Accu-Chek Multiclix Lancet Dev

Products Affected

+ ACCU-CHEK MULTICLIX LANCET DEV

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update




Accu-Chek Nano SmartView

Products Affected

+ ACCU-CHEK NANO SMARTVIEW

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update




Acetaminophen-Codeine

Products Affected

+ acetaminophen-codeine oral solution

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update




PA Criteria Criteria Details

Other Criteria

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Acetaminophen-Codeine

Products Affected

+ acetaminophen-codeine oral tablet

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 tablets Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Acetaminophen-Codeine #2

Products Affected

+ acetaminophen-codeine #2

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 tablets Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Acetaminophen-Codeine #3

Products Affected

+ acetaminophen-codeine #3

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 tablets Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Acetaminophen-Codeine #4

Products Affected

+ acetaminophen-codeine #4

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 tablets Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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AcipHex Sprinkle

Products Affected

+ ACIPHEX SPRINKLE

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion

Criteria
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
Requlred.Medlcal (Additional documentation of two concurrent antibiotics (i.e.
Information

amoxicillin or clarithromycin or metronidazole or tetracycline) that
will be used in the treatment regimen combined with the requested
PPI as part of the therapy are required). In addition for approval the
following criteria must also be met: Documentation of an inability to
swallow tablets/capsules.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 2
.. generic RX or OTC proton pump inhibitors (i.e. esomeprazole mag,

ST Criteria .
lansoprazole, omeprazole, pantoprazole, rabeprazole) (not required
for Nexium requests for members under one year of age)

QL Criteria 1 capsule Per 1 Day

Notes/ Annual Review: 02/2017

References

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Prior Authorization: November 21, 2016
Revision Date Step Therapy: October 06, 2017
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Acitretin

Products Affected
e acitretin

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Actemra

Products Affected
+ ACTEMRA INTRAVENOUS
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:

Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Act
emra.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

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

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Act

ST Criteria emra.html

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Actemra

Products Affected

+ ACTEMRA SUBCUTANEOUS

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Act
emra.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Act

ST Criteria emra. html

QL Criteria 4 SYRINGES Per 28 DAYSs
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Actimmune

Products Affected
« ACTIMMUNE

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/acti
mmune.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

24



Actoplus met XR

Products Affected

« ACTOPLUSMET XR
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Aczone

Products Affected
« ACZONE
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria . .
Epiduo and generic dapsone gel
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: November 06, 2017
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

26



Adagen

Products Affected
- ADAGEN

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/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 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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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/rxnonmedicare/data/2017/CV/pulmon
aryhypertensionagents.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/rxnonmedicare/data/2017/CV/pulmon
aryhypertensionagents.html

QL Criteria

2 tablets Per 1 day

Notes/
References

Revision Date

Prior Authorization: December 22, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Adefovir Dipivoxil

Products Affected

adefovir dipivoxil

QL Ciriteria

1 tablet Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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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/rxnonmedicare/data/2017/CV/pulmon
aryhypertensionagents.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/CV/pulmon

ST Criteria aryhypertensionagents.html
QL Criteria 3 TABS Per 1 DAYS
Notes/

References

Revision Date

Prior Authorization: December 22, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Advair Diskus

Products Affected

« ADVAIRDISKUSINHALATION
AEROSOL POWDER BREATH
ACTIVATED 100-50 MCG/DQOSE, 250-50
MCG/DOSE

QL Ciriteria 1 diskus Per 1 month

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Advair Diskus

Products Affected

+ ADVAIRDISKUSINHALATION
AEROSOL POWDER BREATH
ACTIVATED 500-50 MCG/DOSE

QL Criteria 2 diskus Per 1 month

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Advair HFA

Products Affected
- ADVAIRHFA

QL Ciriteria I inhaler Per 1 month

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Advate

Products Affected
- ADVATE

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/bloo
dproducts_coagulants.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Advocate Duo

Products Affected

- ADVOCATE DUO DEVICE
QL Ciriteria 1 meter Per 1 year
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Adynovate

Products Affected
+ adynovate

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/bloo
dproducts_coagulants.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Adyphren

Products Affected
- ADYPHREN

QL Criteria 4 injections Per 30 Days

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Adyphren Amp II

Products Affected
« ADYPHREN AMPII

QL Criteria 4 injections Per 30 Days

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Adyphren 11

Products Affected
« ADYPHREN II

QL Criteria 4 injections Per 30 Days

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Adzenys XR-ODT

Products Affected

+ ADZENYS XR-ODT

PA Criteria

Criteria Details

Covered Uses

Attention deficit hyperactivity disorder (ADHD)

Exclusion

Criteria

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

Age Restrictions

For Quillivant Only- 17 years of age and older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 14
days each of 3 of the following medications:

ST Ceriteria amphetamine/dextroamphetamine/sr, dexmethylphenidate/sr,
dextroamphetamine, methamphetamine, methylphenidate/er/sr,
atomoxetine or Vyvanse

QL Criteria 1 tablet Per 1 Day

Notes/

References

Revision Date

Prior Authorization: May 16, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Aerospan

Products Affected
+ AEROSPAN

PA Criteria

Criteria Details

Covered Uses

Asthma

Exclusion
Criteria

Required Medical
Information

Documented diagnosis of Asthma

Age Restrictions

Prescriber

Restrictions

Coverage 1 year

Duration

Other Criteria

ST Criteri A documented contraindication, intolerance, allergy, or failure of one
riteria month of Asmanex and QVAR

QL Criteria 1 inhaler Per 1 month

Notes/ Annual Review: 06/2017

References

Revision Date

Prior Authorization: November 30, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Afeditab CR

Products Affected

- afeditab cr oral tablet extended release 24
hour 30 mg

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Afeditab CR

Products Affected

- afeditab cr oral tablet extended release 24

hour 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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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/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.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 1 tablet Per 1 day

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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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/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Ciriteria

1 tabs Per 1 DAYS

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update

45




Afrezza

Products Affected
« AFREZZA INHALATION POWDER 12
UNIT, 8UNIT
PA Criteria Criteria Details

Covered Uses

Type 1 Diabetes, Type 2 Diabetes

Exclusion
Criteria

Required Medical
Information

Documentation of ALL of the following: (1) In patients with type 1
diabetes, concomitant use of long-acting insulin, (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 (FEV1) to identify
potential lung disease in all patients.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Notes/
References

Revision Date

Prior Authorization: February 24, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Afrezza

Products Affected

- AFREZZA INHALATION POWDER 4 & 8
& 12 UNIT, 4 (30) & 8 (60) UNIT, 4 (90) &
8 (90) UNIT, 4 UNIT, 8 (60)& 12 (30) UNIT

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes, Type 2 Diabetes

Exclusion
Criteria

Required Medical
Information

Documentation of ALL of the following: (1) In patients with type 1
diabetes, concomitant use of long-acting insulin, (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 (FEV1) to identify
potential lung disease in all patients.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Notes/
References

Annual Review: 02/2017

Revision Date

Prior Authorization: February 24, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Afrezza

Products Affected
+ AFREZZA INHALATION POWDER 4 (60)
& 8(30) UNIT
PA Criteria Criteria Details

Covered Uses

Type 1 Diabetes, Type 2 Diabetes

Exclusion
Criteria

Required Medical
Information

Documentation of ALL of the following: (1) In patients with type 1
diabetes, concomitant use of long-acting insulin, (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 (FEV1) to identify
potential lung disease in all patients.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Notes/
References

Annual Review: 02/2016

Revision Date

Prior Authorization: February 24, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Afstyla

Products Affected
« AFSTYLA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/bloo
dproducts_coagulants.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 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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AgaMatrix Presto

Products Affected

+ AGAMATRIX PRESTO

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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AirDuo RespiClick 113/14

Products Affected

+ AIRDUO RESPICLICK 113/14

PA Criteria Criteria Details

Covered Uses Asthma

Exclusion

Criteria

Required Medical | A documented diagnosis of Asthma
Information

Age Restrictions

12 years of age or older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Breo, Dulera, Symbicort and propionate/salmeterol inhaler (generic
Airduo)

QL Criteria 1 inhaler Per 30 Days

Notes/

References

Revision Date

Prior Authorization: May 10, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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AirDuo RespiClick 232/14

Products Affected

+ AIRDUO RESPICLICK 232/14

PA Criteria Criteria Details

Covered Uses Asthma

Exclusion

Criteria

Required Medical | A documented diagnosis of Asthma
Information

Age Restrictions

12 years of age or older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Breo, Dulera, Symbicort and propionate/salmeterol inhaler (generic
Airduo)

QL Criteria 1 inhaler Per 30 Days

Notes/

References

Revision Date

Prior Authorization: May 10, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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AirDuo RespiClick 55/14

Products Affected

+  AIRDUO RESPICLICK 55/14

PA Criteria Criteria Details

Covered Uses Asthma

Exclusion

Criteria

Required Medical | A documented diagnosis of Asthma
Information

Age Restrictions

12 years of age or older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Breo, Dulera, Symbicort and propionate/salmeterol inhaler (generic
Airduo)

QL Criteria 1 inhaler Per 30 Days

Notes/

References

Revision Date

Prior Authorization: May 10, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Akynzeo

Products Affected
« AKYNZEO

PA Criteria

Criteria Details

Covered Uses

Prophylaxis of chemotherapy-induced nausea and vomiting

Exclusion

Criteria

Required Medical | A documented diagnosis of nausea and vomiting associated with
Information cancer chemotherapy

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

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

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month of a generic 5-HT3 receptor antagonist, such as granisetron or
ondansetron, and one month of aprepitant

QL Criteria 2 capsules Per 1 month

Notes/ Annual Review: 03/2017

References

Revision Date

Prior Authorization: November 29, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Albenza

Products Affected
« ALBENZA

QL Criteria 120 tablets Per 30 Days

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Aldurazyme

Products Affected
- ALDURAZYME

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/lys
osomal_storage.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: January 11, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Alecensa

Products Affected
« ALECENSA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Ciriteria

8 capsules Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Alendronate Sodium

Products Affected
+ alendronate sodium oral tablet 10 mg, 40
mg, 5mg

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Alendronate Sodium

Products Affected

+ alendronate sodium oral tablet 35 mg, 70 mg
QL Ciriteria 4 tablets Per 1 month
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Alfuzosin HCI ER

Products Affected
« alfuzosin hcl er

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

60



Alinia

Products Affected

« ALINIA ORAL SUSPENSION
RECONSTITUTED

QL Criteria

60 ml Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update

61




Alinia

Products Affected

« ALINIA ORAL TABLET
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

62



Almotriptan Malate

Products Affected

« almotriptan malate
QL Criteria 6 tablets Per 30 dayss
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Alogliptin Benzoate

Products Affected

« alogliptin benzoate
QL Criteria 1 tablets Per 1 day
Notes/ Annual Review: 05/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Alogliptin-Metformin HCI

Products Affected
+ alogliptin-metformin hcl

QL Criteria 2 tablets Per 1 day

Notes/

Annual Review: 05/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Alogliptin-Pioglitazone

Products Affected

+ alogliptin-pioglitazone
QL Criteria 1 tablets Per 1 day
Notes/ Annual Review: 05/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Alosetron HC1

Products Affected
» 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 (IBS) 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 1 year
Duration

Other Criteria Step Therapy

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month each diphenoxylate/atropine and loperamide
Notes/ Annual Review: 10/2017
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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ALPRAZolam ER

Products Affected
« 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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ALPRAZolam XR

Products Affected
+ alprazolamxr

QL Ciriteria

2 tablets Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Altoprev

Products Affected
« ALTOPREV

A documented contraindication, intolerance, allergy, or failure of two
ST Criteria generic statin medications: atorvastatin, fluvastatin, lovastatin,
pravastatin, rosuvastatin, or simvastatin

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Alunbrig

Products Affected
« ALUNBRIG

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Alunbrig.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Ciriteria

6 tablets Per 1 day

Notes/
References

Revision Date

Prior Authorization: June 06, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Alvesco

Products Affected
« ALVESCO

PA Criteria

Criteria Details

Covered Uses

Asthma

Exclusion
Criteria

Required Medical
Information

Documented diagnosis of Asthma

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month of Asmanex and QVAR
QL Criteria 1 inhaler Per 1 month

Notes/ Annual Review: 06/2017
References

Revision Date

Prior Authorization: November 30, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Amcinonide

Products Affected

« amcinonide external cream « amcinonide external lotion

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
betamethasone dipropionate (cream/ointment/lotion)

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Amitiza

Products Affected
- AMITIZA

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Amlodipine Besylate-Valsartan

Products Affected

+ amlodipine besylate-valsartan
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Amlodipine-Olmesartan

Products Affected

+ amlodipine-olmesartan
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

76



Amlodipine-Valsartan-HCTZ

Products Affected

« amlodipine-valsartan-hctz
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Amnesteem

Products Affected
* amnesteem

QL Criteria 2 capsules Per 1 Day

Notes/

Annual Review: 02/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

78



Amphetamine-Dextroamphet ER

Products Affected

+ amphetamine-dextroamphet er
QL Criteria 2 capsules Per 1 Day
Notes/

Annual Review: 09/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update



Amphetamine-Dextroamphetamine

Products Affected
+ amphetamine-dextroamphetamine

QL Criteria 4 tablets Per 1 Day

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Ampyra

Products Affected
- AMPYRA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi
ple_sclerosis.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Ciriteria

2 tablets Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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AndroGel

Products Affected

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

PA Criteria

Criteria Details

Covered Uses

Primary hypogonadism or hypogonadotropic hypogonadism, gender
dysphoria, gender reassignment

Exclusion
Criteria

Patients with carcinoma of the breast or suspected carcinoma of the
prostate, patient will be using therapy for muscle building purposes

Required Medical
Information

A 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 a.m. and
10:00 a.m. obtained on two different days is required for NEW starts
only), or (3) Member has a documented diagnosis of gender dysphoria
or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

ST Criteria

A documented contraindication, intolerance, allergy, or failure of one
month of Androgel 1.62%

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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QL Ciriteria 1 1.25 gm packet Per 1 day
Notes/ Annual Review: 02/2017
References

Revision Date

Prior Authorization: May 11, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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AndroGel

Products Affected

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

PA Criteria

Criteria Details

Covered Uses

Primary hypogonadism or hypogonadotropic hypogonadism, gender
dysphoria, gender reassignment

Exclusion
Criteria

Patients with carcinoma of the breast or suspected carcinoma of the
prostate, patient will be using therapy for muscle building purposes

Required Medical
Information

A 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 a.m. and
10:00 a.m. obtained on two different days is required for NEW starts
only), or (3) Member has a documented diagnosis of gender dysphoria
or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

ST Criteria

A documented contraindication, intolerance, allergy, or failure of one
month of Androgel 1.62%

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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QL Ciriteria 5 grams-2 packets Per 1 day
Notes/ Annual Review: 02/2017
References

Revision Date

Prior Authorization: May 11, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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AndroGel Pump

Products Affected

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

PA Criteria

Criteria Details

Covered Uses

Primary hypogonadism or hypogonadotropic hypogonadism, gender
dysphoria, gender reassignment

Exclusion
Criteria

Patients with carcinoma of the breast or suspected carcinoma of the
prostate, patient will be using therapy for muscle building purposes

Required Medical
Information

A 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 a.m. and
10:00 a.m. obtained on two different days is required for NEW starts
only), or (3) Member has a documented diagnosis of gender dysphoria
or documentation of undergoing gender reassignment surgery.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

ST Criteria

A documented contraindication, intolerance, allergy, or failure of one
month of Androgel 1.62%
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QL Ciriteria 4 pumps Per 1 day
Notes/ Annual Review: 02/2017
References

Revision Date

Prior Authorization: May 11, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Anoro Ellipta

Products Affected
« ANOROELLIPTA

QL Ciriteria 60 BLISTERS Per 30 DAYSs

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Antara

Products Affected

 ANTARA ORAL CAPSULE 30 MG, 90
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Anzemet

Products Affected

« ANZEMET ORAL
QL Criteria 5 tablets Per 1 month
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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APAP-Caff-Dihydrocodeine

Products Affected

+ apap-caff-dihydrocodeine oral capsule

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 capsules Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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ApexiCon E

Products Affected
« APEXICON E

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
augmented betamethasone (cream/ointment/lotion/gel)

Notes/
References

Revision Date

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

Products Affected
- APIDRA
L. A documented contraindication, intolerance, allergy, or failure of one
ST Criteria D ) -
month of one preferred alternative insulin, Humulin or Humalog
Notes/
References

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

Products Affected

+ APIDRA SOLOSTAR SUBCUTANEOUS
SOLUTION PEN-INJECTOR

ST Criteria

A documented contraindication, intolerance, allergy, or failure of one

month of one preferred alternative insulin, Humulin or Humalog

Notes/
References

Revision Date

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

Products Affected
+ aprepitant oral capsule 125 mg, 40 mg, 80
mg

QL Criteria 5 capsules Per 30 Days

Notes/
References

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

Products Affected

« aprepitant oral capsule 80 & 125 mg
QL Criteria 9 capsules Per 30 days
Notes/
References

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

Products Affected
« APRISO
A documented contraindication, intolerance, allergy, or failure of one
ST Criteria month of mesalamine DR (generic Asacol HD), Delzicol, Lialda, or
Pentasa
QL Criteria 4 capsules 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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Aptensio XR

Products Affected
« APTENSIO XR

PA Criteria

Criteria Details

Covered Uses

Attention deficit hyperactivity disorder (ADHD)

Exclusion

Criteria

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

Age Restrictions

For Quillivant Only- 17 years of age and older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 14
days each of 3 of the following medications:

ST Criteria amphetamine/dextroamphetamine/sr, dexmethylphenidate/sr,
dextroamphetamine, methamphetamine, methylphenidate/er/sr,
atomoxetine or Vyvanse

QL Ciriteria 1 capsule Per 1 Day

Notes/ Annual Review: 05/2017

References

Revision Date

Prior Authorization: May 16, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Aptiom

Products Affected

+ APTIOM ORAL TABLET 200 MG, 600
MG

PA Criteria Criteria Details

Covered Uses Partial-onset seizures

Exclusion
Criteria

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

Age Restrictions

Prescriber
Restrictions

Coverage 1 year
Duration

Other Criteria

QL Criteria 2 TABS Per 1 DAYS

Notes/

Annual Review: 06/2017
References

Prior Authorization: October 19, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Aptiom

Products Affected
« APTIOM ORAL TABLET 400 MG, 800
MG
PA Criteria Criteria Details

Covered Uses

Partial-onset seizures

Exclusion
Criteria

A documented diagnosis of partial-onset seizures AND documented
Required Medical | concurrent therapy with one of the following: carbamazepine,
Information divalproex dr/er/sprinkle, gabapentin, lamotrigine, levetiracetam/ER,

oxcarbazepine, phenytoin, topiramate, valproic acid, or zonisamide

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Criteria

1 TABS Per 1 DAYS

Notes/
References

Annual Review: 06/2017

Revision Date

Prior Authorization: October 19, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Aralast NP

Products Affected

+ ARALAST NPINTRAVENOUS
SOLUTION RECONSTITUTED 1000 MG,
500 MG

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/Alp
ha-1 Antitrypsin Inhibitor Therapy.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Aranesp (Albumin Free)

Products Affected

+ ARANESP (ALBUMIN FREE) INJECTION SOLUTION PREFILLED SYRINGE 100
SOLUTION 100 MCG/ML, 200 MCG/ML, MCG/0.5ML, 150 MCG/0.3ML, 200
25 MCG/ML, 300 MCG/ML, 40 MCG/ML, MCG/0.4ML, 25 MCG/0.42ML, 300
60 MCG/ML MCG/0.6ML, 40 MCG/0.4ML, 500

+ ARANESP (ALBUMIN FREE) INJECTION MCG/ML, 60 MCG/0.3ML

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Eryt
hropoiesis_Stimulating_Agents.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 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Arcalyst

Products Affected
« ARCALYST
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Arca
lyst.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: December 22, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Arcapta Neohaler

Products Affected

+ ARCAPTA NEOHALER

PA Criteria

Criteria Details

Covered Uses

Chronic Obstructive Pulmonary Disorder (COPD)

Exclusion

Criteria

Required Medical | A documented diagnosis of Chronic obstructive pulmonary disease
Information (COPD)

Age Restrictions

Prescriber
Restrictions
Coverage 1 year
Duration
Other Criteria
L A documented contraindication, intolerance, allergy, or failure of one
ST Criteria
month of Serevent
QL Criteria 1 capsule Per 1 day
Notes/ Annual Review: 07/2017
References

Revision Date

Prior Authorization: November 29, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update

105




ARIPiprazole

Products Affected

+ aripiprazole oral solution
QL Ciriteria 30 ml Per 1 Day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

106



ARIPiprazole

Products Affected
« aripiprazoleoral tablet 10 mg, 15mg, 2mg + 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
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Armodafinil

Products Affected
+ armodafinil oral tablet 150 mg « armodafinil oral tablet 200 mg, 250 mg
PA Ciriteria Criteria Details

Excessive daytime sleepiness associated with narcolepsy, Excessive
Covered Uses daytime sleepiness associated with obstructive sleep apnea/hypopnea
syndrome (OSAHS), Shift Work Sleep Disorder

Exclusion
Criteria

FOR NARCOLEPSY: Documentation of diagnostic testing and
clinical notations supporting diagnosis of Narcolepsy, such as MSLT,
clinical progress notes, etc. (Failure to adequately support the
diagnosis of narcolepsy may result in denial of coverage). FOR
OSAHS: The prescribing physician is a sleep specialist, ear, nose and
throat, neurologist or pulmonologist or has obtained a consult from a
sleep specialist, and a Standard Diagnostic Nocturnal
Polysomnography (NPSG) has confirmed the diagnosis of OSAHS,
and the patient has received nasal continuous positive airway pressure
(CPAP) or bilevel positive airway pressure (BIPAP) for at least 1
month, and CPAP or BIPAP therapy must be continued on a routine
basis in combination with armodafinil therapy, and the daytime
fatigue is significantly impacting, impairing, or compromising the
patient's ability to function normally, and the prescribing physician
has established a patient care plan to treat the cause of OSAHS in
conjunction with treating the daily fatigue, and patient must be
compliant with recommendations for OSAHS treatment.

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 1 year
Duration

Other Criteria
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QL Ciriteria 1 tablet Per 1 Day
Notes/ Annual Review: 05/2017
References

Revision Date

Prior Authorization: June 19, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Armodafinil

Products Affected

+ armodafinil oral tablet 50 mg

PA Criteria

Criteria Details

Covered Uses

Excessive daytime sleepiness associated with narcolepsy, Excessive
daytime sleepiness associated with obstructive sleep apnea/hypopnea
syndrome (OSAHS), Shift Work Sleep Disorder

Exclusion
Criteria

Required Medical
Information

FOR NARCOLEPSY: Documentation of diagnostic testing and
clinical notations supporting diagnosis of Narcolepsy, such as MSLT,
clinical progress notes, etc. (Failure to adequately support the
diagnosis of narcolepsy may result in denial of coverage). FOR
OSAHS: The prescribing physician is a sleep specialist, ear, nose and
throat, neurologist or pulmonologist or has obtained a consult from a
sleep specialist, and a Standard Diagnostic Nocturnal
Polysomnography (NPSG) has confirmed the diagnosis of OSAHS,
and the patient has received nasal continuous positive airway pressure
(CPAP) or bilevel positive airway pressure (BIPAP) for at least 1
month, and CPAP or BIPAP therapy must be continued on a routine
basis in combination with armodafinil therapy, and the daytime
fatigue is significantly impacting, impairing, or compromising the
patient's ability to function normally, and the prescribing physician
has established a patient care plan to treat the cause of OSAHS in
conjunction with treating the daily fatigue, and patient must be
compliant with recommendations for OSAHS treatment.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria
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QL Ciriteria 2 tablets Per 1 day
Notes/ Annual Review: 05/2017
References

Revision Date

Prior Authorization: June 19, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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ArmonAir RespiClick 113

Products Affected

+ ARMONAIR RESPICLICK 113

PA Criteria

Criteria Details

Covered Uses

Maintenance treatment of asthma as prophylactic therapy in patients
12 years of age and older.

Exclusion Not indicated for the relief of acute bronchospasm
Criteria

Required Medical | A documented diagnosis of Asthma

Information

Age Restrictions

12 years of age or older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month of Asmanex and QVAR
QL Criteria 1 inhaler Per 30 Days

Notes/

References

Revision Date

Prior Authorization: September 08, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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ArmonAir RespiClick 232

Products Affected

+ ARMONAIR RESPICLICK 232

PA Criteria

Criteria Details

Covered Uses

Maintenance treatment of asthma as prophylactic therapy in patients
12 years of age and older.

Exclusion Not indicated for the relief of acute bronchospasm
Criteria

Required Medical | A documented diagnosis of Asthma

Information

Age Restrictions

12 years of age or older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

ST Criteria

A documented contraindication, intolerance, allergy, or failure of one
month of Asmanex and QVAR

QL Criteria

1 inhaler Per 30 Days

Notes/
References

Revision Date

Prior Authorization: September 08, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update

113




ArmonAir RespiClick 55

Products Affected

+ ARMONAIR RESPICLICK 55

PA Criteria

Criteria Details

Covered Uses

Maintenance treatment of asthma as prophylactic therapy in patients
12 years of age and older.

Exclusion Not indicated for the relief of acute bronchospasm
Criteria

Required Medical | A documented diagnosis of Asthma

Information

Age Restrictions

12 years of age or older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month of Asmanex and QVAR
QL Criteria 1 inhaler Per 30 Days

Notes/

References

Revision Date

Prior Authorization: September 08, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Arnuity Ellipta

Products Affected

* ARNUITY ELLIPTA

QL Ciriteria 1 blister 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
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Arymo ER

Products Affected
- ARYMOER

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information
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PA Criteria Criteria Details

Other Criteria

A documented contraindication, intolerance, allergy, or failure of one
ST Criteria month each of two preferred alternatives which include Hysingla ER,
Embeda and Oxycontin

QL Criteria 120 tablets Per 3 Days

Notes/

Annual Review: 06/2017
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Arzerra

Products Affected
« ARZERRA

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Arzerra.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
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Asacol HD

Products Affected
« ASACOL HD
ST Criteri A documented contraindication, intolerance, allergy, or failure of one
riteria month of Delzicol, Lialda, or Pentasa
QL Criteria 6 tablets 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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Ascomp-Codeine

Products Affected
+ ascomp-codeine

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 capsules Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Astagraf XL

Products Affected

+ ASTAGRAF XL ORAL CAPSULE
EXTENDED RELEASE 24 HOUR 0.5 MG

QL Criteria 1 CP24 Per 1 DAYS

Notes/
References

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

Products Affected

ASTAGRAF XL ORAL CAPSULE
EXTENDED RELEASE 24 HOUR 1 MG

QL Criteria

4 CP24 Per 1 DAYS

Notes/
References

Revision Date

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

Products Affected
« ATACAND ORAL TABLET 32 MG

A documented contraindication, intolerance, allergy, or failure of one
month each of any two preferred generic alternatives from the

ST Criteria following agents: candesartan, eprosartan, irbesartan, losartan,
valsartan, olmesartan, or telmisartan

QL Criteria 1 TABS Per 1 DAYS

Notes/

References

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

Products Affected

+ atomoxetine hcl oral capsule 10 mg, 18 mg,
25 mg, 40 mg, 60 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
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Atomoxetine HCI

Products Affected

+ atomoxetine hcl oral capsule 100 mg, 80 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
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Atorvastatin Calcium

Products Affected

atorvastatin calcium oral

QL Ciriteria

1 tablet 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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Atripla

Products Affected
- ATRIPLA

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Atrovent HFA

Products Affected

« ATROVENT HFA
QL Ciriteria 2 inhalers Per 1 month
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Aubagio

Products Affected
« AUBAGIO

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi
ple_sclerosis.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi

ST Criteria ple_sclerosis.html
QL Criteria 1 tablet Per 1 day
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Austedo

Products Affected
« AUSTEDO

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Aust
edo.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Aust

ST Criteria edo html

QL Criteria 4 tablets Per 1 Day
Notes/

References

Revision Date

Prior Authorization: May 09, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Avandia

Products Affected

- AVANDIA ORAL TABLET 2 MG, 4 MG
QL Criteria 1 tablet Per 1 day
Notes/ Annual Review: 05/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Avita

Products Affected

* avita external cream

PA Criteria

Criteria Details

Covered Uses

Acne Vulgaris (including comedonal, cystic, nodular and papular
acne), actinic keratoses with lesions, hypertrophic scars or keloids,
keratosis follicularis (e.g., Darier's disease, Darier-White disease),
facial flat warts, multiple flat warts (e.g.,common warts, plantar
warts)

Exclusion
Criteria

Required Medical
Information

For members greater than 35 years old, the following criteria must be
met: Documented diagnosis of acne vulgaris (includes comedonal,
cystic, nodular & papular acne), or Documented diagnosis of 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
tretinoin, or * Documented diagnosis of hypertrophic scars or keloids
AND intralesional injection of corticosteroids was ineffective or not
tolerated, or Documented diagnosis of keratosis follicularis (Darier's
disease, Darier-White disease), or Documented diagnosis of facial flat
warts, or Documented diagnosis of multiple flat warts (includes
common warts and plantar warts)

Age Restrictions

Prior authorization only applies for members greater than 35 years of
age

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Criteria

50 grams Per 1 fill

Notes/
References

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Prior Authorization: April 11, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Avita

Products Affected
+ avitaexternal gel

PA Criteria

Criteria Details

Covered Uses

Acne Vulgaris (including comedonal, cystic, nodular and papular
acne), actinic keratoses with lesions, hypertrophic scars or keloids,
keratosis follicularis (e.g., Darier's disease, Darier-White disease),
facial flat warts, multiple flat warts (e.g.,common warts, plantar
warts)

Exclusion

Criteria
For members greater than 35 years old, the following criteria must be
met: Documented diagnosis of acne vulgaris (includes comedonal,
cystic, nodular & papular acne), or Documented diagnosis of 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
Requlred.Medlcal tretinoin, or * Documented diagnosis of hypertrophic scars or keloids
Information

AND intralesional injection of corticosteroids was ineffective or not
tolerated, or Documented diagnosis of keratosis follicularis (Darier's
disease, Darier-White disease), or Documented diagnosis of facial flat
warts, or Documented diagnosis of multiple flat warts (includes
common warts and plantar warts)

Age Restrictions

Prior authorization only applies for members greater than 35 years of
age

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
Epiduo

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Notes/
References

Prior Authorization: April 11, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

136



Avonex

Products Affected
« AVONEX

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi
ple_sclerosis.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi

ST Criteria ple_sclerosis.html

QL Criteria 4 injections Per 1 month
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Avonex Pen

Products Affected

+ AVONEX PEN INTRAMUSCULAR
AUTO-INJECTOR KIT

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi
ple_sclerosis.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

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

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi

ST Criteria ple_sclerosis.html

QL Criteria 4 injections Per 1 month

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Avonex Prefilled

Products Affected

+ AVONEX PREFILLED
INTRAMUSCULAR PREFILLED

SYRINGE KIT

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi
ple_sclerosis.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi

ST Criteria ple_sclerosis.html

QL Criteria 4 injections Per 1 month
Notes/

References

Revision Date

Prior Authorization: September 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Azilect

Products Affected
- AZILECT

QL Criteria 1 capsules Per 1 Day

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Azor

Products Affected
+ AZOR
A documented contraindication, intolerance, allergy, or failure of
ST Criteria amlodipine in combination with two of the following: Atacand,
Avapro, Cozaar, Micardis
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017
Next Update

141




Balsalazide Disodium

Products Affected

« balsalazide disodium
QL Criteria 9 capsules Per 1 day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Banzel

Products Affected

+ BANZEL ORAL TABLET

PA Criteria

Criteria Details

Covered Uses

Seizures associated with Lennox-Gastaut syndrome or
refractory(therapy resistant) epilepsy

Exclusion

Criteria

Reduired Medical A documented diagnosis of seizures associated with Lennox-Gastaut
cquired Medical | syndrome or refractory(therapy resistant) epilepsy AND Concomitant

Information

use of an anticonvulsant drug

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Ciriteria

8 tablets Per 1 day

Notes/
References

Annual Review: 06/2017

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Basaglar KwikPen

Products Affected
« BASAGLARKWIKPEN

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month each of Levemir and Tresiba

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Baxdela

Products Affected

+ BAXDELA ORAL

PA Criteria

Criteria Details

Covered Uses

Treatment of acute bacterial skin and skin structure infections
(ABSSSI) caused by designated susceptible bacteria

Exclusion Known hypersensitivity to Baxdela or other fluoroquinolones
Criteria
A documented diagnosis of acute bacterial skin and skin structure
infections (ABSSSI) caused by one the following susceptible
pathogens: Gram-positive organisms include Staphylococcus aureus
(including methicillin-resistant [MRSA] and methicillinsusceptible
) . [MSSA] isolates), Staphylococcus haemolyticus, Staphylococcus
Requlred.Medlcal lugdunensis, Streptococcus agalactiae, Streptococcus anginosus
Information

Group (including Streptococcus anginosus, Streptococcus
intermedius, and Streptococcus constellatus), Streptococcus pyogenes,
or Enterococcus faecalis. Gram-negative organisms include:
Escherichia coli, Enterobacter cloacae, Klebsiella pneumoniae, and
Pseudomonas aeruginosa.

Age Restrictions

18 years of age or older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Criteria

28 tablets Per 1 fill

Notes/
References

Revision Date

Prior Authorization: November 06, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Bayer Contour Link Monitor

Products Affected

+ BAYER CONTOUR LINK MONITOR

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Bayer Contour Monitor

Products Affected
+ BAYER CONTOUR MONITORKIT
PA Criteria Criteria Details

Covered Uses Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage 3 years, 1 meter per year
Duration

Other Criteria

QL Criteria 1 KIT Per 365 DAYSs

Notes/
References

Prior Authorization: April 11, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Bayer Contour Next EZ

Products Affected

+ BAYER CONTOUR NEXT EZ

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Bayer Contour next Link

Products Affected
* BAYER CONTOUR NEXT LINK
PA Criteria Criteria Details

Covered Uses Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage 3 years, 1 meter per year
Duration

Other Criteria

QL Criteria 1 KIT Per 365 DAYSs

Notes/
References

Prior Authorization: April 11, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Bayer Contour Next Monitor

Products Affected

+ BAYER CONTOUR NEXT MONITOR

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Beconase AQ

Products Affected
« BECONASE AQ

A documented contraindication, intolerance, allergy, or failure of 2

ST Criteria weeks of flunisolide or mometasone and either OTC Nasacort 24HR
or Flonase OTC

Notes/

References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Belbuca

Products Affected
« BELBUCA

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information
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PA Criteria

Criteria Details

Other Criteria

QL Ciriteria

2 films Per 1 day

Notes/
References

Revision Date

Prior Authorization: September 06, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Belsomra

Products Affected
+ BELSOMRA
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria . .
zolpidem, zolpidem er, or zaleplon
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
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Benicar

Products Affected
« BENICAR
A documented contraindication, intolerance, allergy, or failure of one
L. month each of any two preferred generic alternatives from the
ST Criteria . . .
following agents: candesartan, eprosartan, irbesartan, losartan,
valsartan, olmesartan, or telmisartan
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
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Benicar HCT

Products Affected
« BENICARHCT

A documented contraindication, intolerance, allergy, or failure of one
month each of any two preferred alternatives from the following:

ST Criteria candesartan/hctz, eprosartan/hctz, irbesartan/hctz, losartan/hctz,
telmisartan/hctz, olmesartan/hctz, or valsartan/hctz

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

156



Benlysta

Products Affected
« BENLYSTA INTRAVENOUS
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/benl
ysta.html
Exclusion
Criteria
Required Medical
Information

Age Restrictions

Prescriber
Restrictions

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

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/benl

ST Criteria ysta.html

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Benlysta

Products Affected

+ BENLYSTA SUBCUTANEOUS

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/benl
ysta.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/benl

ST Criteria ysta.html

QL Criteria 4 injections Per 1 month
Notes/

References

Revision Date

Prior Authorization: September 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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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/rxnonmedicare/data/2017/MISC/here
ditary_angioedema.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

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

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/here

ST Criteria ditary_angioedema.html

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

159



Betamethasone Dipropionate Aug

Products Affected

+ betamethasone dipropionate aug external gel oi ntment
betamethasone dipropionate aug external

QL Criteria 100 grams Per 30 Days

Notes/
References

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

Products Affected

+ betamethasone dipropionate aug external

lotion

QL Criteria

120 grams Per 30 Days

Notes/
References

Revision Date

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

Products Affected

« betamethasone valerate external cream « betamethasone valerate external ointment
betamethasone val er ate external lotion

A documented contraindication, intolerance, allergy, or failure of

ST Criteria triamcinolone (cream/ointment/lotion)

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Betaseron

Products Affected

+ BETASERON SUBCUTANEOUSKIT

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi
ple_sclerosis.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi

ST Criteria ple_sclerosis.html
QL Criteria 1 box Per 1 month
Notes/

References

Revision Date

Prior Authorization: September 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Bethkis

Products Affected
- BETHKIS

QL Criteria 56 ampules Per 30 DAYSs

Notes/
References

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

Products Affected

+ BEVESPI AEROSPHERE

PA Criteria

Criteria Details

Covered Uses

Chronic Obstructive Pulmonary Disorder (COPD)

Exclusion

Criteria

Required Medical | A documented diagnosis of Chronic obstructive pulmonary disease
Information (COPD)

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month each of Anoro Ellipta and Stiolto
QL Criteria 1 inhaler Per 30 Days

Notes/

References

Revision Date

Prior Authorization: November 29, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Bevyxxa

Products Affected
« BEVYXXA

PA Criteria

Criteria Details

Covered Uses

Prophylaxis of venous thromboembolism (VTE) in adult patients
hospitalized for an acute medical illness who are at risk for
thromboembolic complications due to moderate or severe restricted
mobility and other risk factors for VTE.

Exclusion Active pathological bleeding, severe hypersensitivity reaction to

Criteria Bevyxxa, or for anyone with prosthetic heart valves.

Required Medical Member is requesting product for use of prophylaxis of VTE and is
cquired VIeQICal | currently taking Bevyxxa during hospitalization and will be

Information

continuing therapy following discharge from the hospital.

Age Restrictions

18 years of age or older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria . : .
enoxaparin or dalteparin, or heparin

QL Criteria 1 capsule Per 1 day

Notes/

References

Revision Date

Prior Authorization: October 04, 2017
Step Therapy: October 05, 2017
Quantity Limits: August 25, 2015
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Next Update
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Bexarotene

Products Affected
* bexarotene

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Targretin.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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Bicalutamide

Products Affected
« bicalutamide

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Bimatoprost

Products Affected

+ bimatoprost ophthalmic

PA Criteria

Criteria Details

Covered Uses

open-angle glaucoma, ocular hypertension

Exclusion
Criteria

Required Medical
Information

A documented diagnosis of glaucoma or ocular hypertension

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria week of latanoprost and one week of Travatan Z
Notes/ Annual Review: 03/2017
References

Revision Date

Prior Authorization: December 07, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Bosulif

Products Affected

+ BOSULIF ORAL TABLET 100 MG

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/

ST Criteria Antineoplastics.html
QL Criteria 4 tablets Per 1 day
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Bosulif

Products Affected

+ BOSULIF ORAL TABLET 500 MG

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/

ST Criteria Antineoplastics.html
QL Criteria 1 tablet Per 1 day
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Botox

Products Affected
« BOTOX

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/botu
linum_toxin.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

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

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/botu

ST Criteria linum_toxin.html

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Botox Cosmetic

Products Affected

+ BOTOX COSMETIC INTRAMUSCULAR
SOLUTION RECONSTITUTED 50 UNIT

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/botu
linum_toxin.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 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Bravelle

Products Affected
* BRAVELLE

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/infer
tility.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Breo Ellipta

Products Affected

« BREOELLIPTA INHALATION
AEROSOL POWDER BREATH
ACTIVATED 100-25 MCG/INH

QL Ciriteria 2 blister Per 1 DAYS

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Breo Ellipta

Products Affected

 BREOELLIPTA INHALATION
AEROSOL POWDER BREATH
ACTIVATED 200-25 MCG/INH

QL Criteria 1 inhaler Per 1 month

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Brilinta

Products Affected
« 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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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 | A documented diagnosis of moderate to severe vasomotor symptoms
Information associated with menopause

Age Restrictions

Prescriber
Restrictions

Coverage 1 year
Duration

Other Criteria

QL Criteria 1 capsule Per 1 Day

Notes/

Annual Review: 10/2017
References

Prior Authorization: August 28, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Briviact

Products Affected

+ BRIVIACT ORAL SOLUTION

PA Criteria

Criteria Details

Covered Uses

Partial-onset seizure

Exclusion
Criteria

A documented diagnosis of partial-onset seizures AND documented
Required Medical | concurrent therapy with one of the following: carbamazepine,
Information divalproex dr/er/sprinkle, gabapentin, lamotrigine, levetiracetam/ER,

oxcarbazepine, phenytoin, topiramate, valproic acid, or zonisamide

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Ciriteria 20 ML Per 1 Day
Notes/ Annual Review: 06/2017
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Briviact

Products Affected

- BRIVIACT ORAL TABLET
PA Criteria Criteria Details
Covered Uses Partial-onset seizure
Exclusion
Criteria

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

Age Restrictions

Prescriber
Restrictions

Coverage 1 year
Duration

Other Criteria

QL Criteria 2 tablets Per 1 Day
Notes/ Annual Review: 06/2017
References

Prior Authorization: April 11, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Brovana

Products Affected
- BROVANA

PA Criteria

Criteria Details

Covered Uses

Chronic Obstructive Pulmonary Disorder (COPD)

Exclusion

Criteria

Required Medical | A documented diagnosis of Chronic obstructive pulmonary disease
Information (COPD)

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month of Serevent (Step Therapy will not apply to members who have
a documented inability to use an inhaler)

QL Ciriteria 4 milliliters Per 1 day

Notes/ Annual Review: 07/2017

References

Revision Date

Prior Authorization: November 29, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Budesonide

Products Affected

* budesonide inhalation

PA Criteria Criteria Details

Covered Uses Asthma

Exclusion

Criteria

Required Medical | For ages 5-8 documented inability to use metered dose inhalers
Information

Age Restrictions

Less than 8 years of age

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

No prior authorization required for children 1-4 years of age.

Medical Exception allowed for topical steroid treatment of
eosinophilic esophagitis for which other treatments have been
unsatisfactory and for Nasal Polyps when all criteria met: A diagnosis
of chronic sinusitis with nasal polyposis, endoscopic sinus surgery has
been performed, and standard nasal steroid sprays have been used as
part of post-operative management and have failed.

QL Ciriteria 4 ML Per 1 Day
Notes/ Annual Review: 07/2017
References

Revision Date

Prior Authorization: January 20, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Bunavail

Products Affected

+ BUNAVAIL BUCCAL FILM 2.1-0.3 MG

A documented contraindication, intolerance, allergy, or failure of one

ST Ceriteria month each of the preferred alternatives, buprenorphine-naloxone
sublingual tablet and Suboxone SL film

QL Criteria 6 films Per 1 Day

Notes/ Annual Review: 04/2016

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017
Next Update
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Bunavail

Products Affected
« BUNAVAIL BUCCAL FILM 4.2-0.7 MG,
6.3-1 MG

A documented contraindication, intolerance, allergy, or failure of one
ST Criteria month each of the preferred alternatives, buprenorphine-naloxone
sublingual tablet and Suboxone SL film

QL Criteria 3 films Per 1 Day
Notes/ Annual Review: 04/2016
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

184



Buprenorphine

Products Affected
* buprenorphine

PA Criteria Criteria Details

Covered Uses All FDA approved indications

Exclusion
Criteria

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A

Required Medical | DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
Information includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage Length of Therapy; see required medical information
Duration

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 4 patches Per 28 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Buprenorphine HCI

Products Affected

* buprenorphine hcl sublingual

QL Criteria 3 tablets Per 1 Day
Notes/ Annual Review: 04/2016
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Buprenorphine HCI-Naloxone HCI

Products Affected

* buprenor phine hcl-naloxone hcl
QL Criteria 3 tablets Per 1 day
Notes/ Annual Review: 04/2016
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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BuPROPion HCI

Products Affected

bupropion hcl oral

QL Ciriteria

6 tablets Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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BuPROPion HCI ER (Smoking Det)

Products Affected

+ bupropion hcl er (smoking det)
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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BuPROPion HCI ER (SR)

Products Affected

bupropion hcl er (sr)

QL Ciriteria

2 tablets Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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BuPROPion HCI ER (XL)

Products Affected

* bupropion hcl er (xI)
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Butalbital-APAP-Caff-Cod

Products Affected
+ butalbital-apap-caff-cod
PA Criteria Criteria Details

Covered Uses All FDA approved indications

Exclusion
Criteria

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A

Required Medical | DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
Information includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage Length of Therapy; see required medical information
Duration

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 capsules Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Butalbital-ASA-Caff-Codeine

Products Affected
« butalbital-asa-caff-codeine
PA Criteria Criteria Details

Covered Uses All FDA approved indications

Exclusion
Criteria

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A

Required Medical | DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
Information includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage Length of Therapy; see required medical information
Duration

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 capsules Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Butorphanol Tartrate

Products Affected
+ butorphanol tartrate nasal
PA Criteria Criteria Details

Covered Uses All FDA approved indications

Exclusion
Criteria

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A

Required Medical | DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
Information includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage Length of Therapy; see required medical information
Duration

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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PA Criteria Criteria Details

Other Criteria

QL Ciriteria 2 bottles Per 1 month

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Butrans

Products Affected
« BUTRANS

PA Criteria Criteria Details

Covered Uses All FDA approved indications

Exclusion
Criteria

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A

Required Medical | DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
Information includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage Length of Therapy; see required medical information
Duration

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 4 patches Per 28 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Bydureon

Products Affected
+ BYDUREON SUBCUTANEOUS PEN-
INJECTOR
ST Criteri A documented contraindication, intolerance, allergy, or failure of one
nieria month each of Victoza and Trulicity
QL Criteria 4 pens Per 1 month
Notes/ Annual Review: 02/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Byetta 10 MCG Pen

Products Affected

+ BYETTA 10 MCG PEN SUBCUTANEOUS
SOLUTION PEN-INJECTOR

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month each of Victoza and Trulicity
QL Criteria 1 pen Per 1 month

Notes/ Annual Review: 02/2017

References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Byetta S MCG Pen

Products Affected

« BYETTA 5MCG PEN SUBCUTANEOUS
SOLUTION PEN-INJECTOR

A documented contraindication, intolerance, allergy, or failure of one

ST Criteria month each of Victoza and Trulicity
QL Criteria 1 pen Per 1 month

Notes/ Annual Review: 02/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Bystolic

Products Affected

+ BYSTOLIC ORAL TABLET 1I0MG,5MG + BYSTOLIC ORAL TABLET 2.5MG

PA Criteria

Criteria Details

Covered Uses

Treatment of hypertension

Exclusion
Criteria

Required Medical
Information

A documented diagnosis of hypertension

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of two

ST Criteria generic beta-blockers
QL Ciriteria 1 tablet Per 1 day
Notes/ Annual Review: 07/2017
References

Revision Date

Prior Authorization: April 03, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Bystolic

Products Affected

+ BYSTOLIC ORAL TABLET 20 MG

PA Criteria

Criteria Details

Covered Uses

Treatment of hypertension

Exclusion
Criteria

Required Medical
Information

A documented diagnosis of hypertension

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of two

ST Criteria generic beta-blockers
QL Criteria 2 tablets Per 1 day
Notes/ Annual Review: 07/2017
References

Revision Date

Prior Authorization: April 03, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Byvalson

Products Affected
* BYVALSON

PA Criteria

Criteria Details

Covered Uses

Treatment of hypertension

Exclusion
Criteria

Required Medical
Information

A documented diagnosis of hypertension

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 2

ST Criteria generic beta-blockers and 2 generic angiotensin receptor blockers
(ARBs)

QL Criteria 1 tablet Per 1 Day

Notes/ Annual Review: 08/2017

References

Revision Date

Prior Authorization: April 03, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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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/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Ciriteria

1 tablet Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Calcipotriene

Products Affected
+ calcipotriene external cream + calcipotriene external ointment
L. A documented contraindication, intolerance, allergy, or failure of a
ST Criteria . . : )
medium to high potency topical steroid
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Calcitonin (Salmon)

Products Affected

+ calcitonin (salmon)

QL Ciriteria 1 bottle Per 1 month
Notes/ Annual Review: 06/2016
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Calcitrene

Products Affected
« calcitrene
L. A documented contraindication, intolerance, allergy, or failure of a
ST Criteria . i . )
medium to high potency topical steroid
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Canasa

Products Affected
« CANASA

QL Criteria 1 suppository Per 1 day

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Candesartan Cilexetil

Products Affected
+ candesartan cilexetil oral tablet 16 mg, 4 mg,
8 mg

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

212



Candesartan Cilexetil-HCTZ

Products Affected

candesartan cilexetil-hctz

QL Ciriteria

1 tablet Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017
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Capecitabine

Products Affected
+ capecitabine

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Caprelsa

Products Affected
+ CAPRELSA ORAL TABLET 100 MG
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Caprelsa

Products Affected
* CAPRELSA ORAL TABLET 300 MG
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.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 1 tablet Per 1 day

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Next Update
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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/rxnonmedicare/data/2017/MISC/meta
bolic_agents.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 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Cardizem LA

Products Affected

+ CARDIZEM LA ORAL TABLET
EXTENDED RELEASE 24 HOUR 120 MG

QL Criteria 1 TB24 Per 1 DAYS

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Cardura XL

Products Affected

CARDURA XL

QL Ciriteria

1 tablet Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017
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Cartia XT

Products Affected
+ cartiaxt oral capsule extended release 24 + cartiaxt oral capsule extended release 24
hour 120 mg, 300 mg hour 180 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cartia XT

Products Affected

cartia xt oral capsule extended release 24

hour 240 mg

QL Criteria

2 tablet Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Cayston

Products Affected
« CAYSTON

QL Ciriteria 3 vials Per 1 Day

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Celecoxib

Products Affected
« celecoxib oral

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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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/rxnonmedicare/data/2017/ENDO/ga
ucher_disease.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: January 11, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Cerezyme

Products Affected

+ CEREZYME INTRAVENOUS SOLUTION
RECONSTITUTED 400 UNIT

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses ?http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/ga
ucher_disease.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: January 11, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cesamet

Products Affected
« CESAMET

QL Ciriteria 2 capsules Per 1 month

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Cetrotide

Products Affected
« CETROTIDE SUBCUTANEOUSKIT 0.25
MG
PA Criteria Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/infer
tility.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 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Cevimeline HCI

Products Affected
« cevimeline hcl

QL Ciriteria 3 capsules Per 1 Day

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Chantix

Products Affected
« CHANTIX

QL Ciriteria

2 tablets Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Chantix Continuing Month Pak

Products Affected

« CHANTIX CONTINUING MONTH PAK
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Chantix Starting Month Pak

Products Affected

+ CHANTIX STARTING MONTH PAK

QL Ciriteria

2 tablets Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017
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Chenodal

Products Affected
+ CHENODAL

PA Criteria

Criteria Details

Covered Uses

For treatment of cholesterol-type gallstones in patients over 18 years
of age and have tried and failed 2 years of generic Actigall (ursodiol)
therapy and are not able to undergo surgery due to systemic disease or
age, and for treatment of diagnosed Cerebrotendinous
Xanthomatosis (CTX) in patients over 18 years of age

Intrahepatic duct calculus, Chronic constipation in patients with

EX.ClllS-lOIl cholesterol gallstones, Prophylaxis of recurrent gallstones,

Criteria Hyperlipidemia, Rheumatoid Arthritis
Prior to initial coverage for gallstone disease, a cholecystogram or
other appropriate imaging studies is required to determine presence of
radiolucent gallstones, stones that are transparent to x-rays. Due to
high risk of hepatotoxicity and adverse effects, for the first 3 months,

. . authorization is required each month pending hepatic function tests
Requlred.Medlcal (for both gallstones and CTX). After initial 3 months, authorization
Information

required every 3 months for length of treatment, pending hepatic
function tests. At 6 months prior to authorization, the following
results are required, serum cholesterol levels, hepatic function test,
and cholecystogram (monitor dissolution of stones). Safety of use
beyond a total of 24 months has not been established

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 month (initial authorization), 3 month (reauthorization)

Other Criteria

Max authorization up to 2 years

Notes/
References

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017
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Cholbam

Products Affected
+ CHOLBAM

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Chol
bam.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Chorionic Gonadotropin

Products Affected

+ chorionic gonadotropin intramuscul ar

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/infer
tility.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 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
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Cialis

Products Affected
« CIALISORAL TABLET 25MG « CIALISORAL TABLET5MG
PA Criteria Criteria Details

Covered Uses

diagnosis of benign prostatic hyperplasia

Erectile dysfunction (ED) diagnosis is not covered except for members

Ex.clus‘ion with ED benefit rider or Fully Insured (FI) members in the state of
Criteria

NY.
Required Medical | A documented diagnosis of diagnosis of benign prostatic hyperplasia
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year (30 tablets every 30 days)

Other Criteria

Member has failed two alpha blockers (e.g. Cardura (doxazosin),
Hytrin (terazosin), Flomax (tamsulosin), Uroxatral (alfuzosin),
Rapaflo (silodosin) and failed one 5-alpha reductase inhibitor (e.g.
Avodart (dutasteride), Proscar (finasteride), Jalyn
(dutasteride/tamsulosin).

QL Criteria 1 tablets Per 1 day
Notes/ Annual Review: 07/2017
References

Revision Date

Prior Authorization: April 22, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Ciclodan

Products Affected
+ CICLODAN EXTERNAL SOLUTION
PA Criteria Criteria Details
Covered Uses Onychomycosis
Exclusion
Criteria
A documented diagnosis of onychomycosis confirmed by either a
Reauired Medical positive KOH stain (potassium hydroxide), positive PAS stain (para-
I (;qulre " cdieal | aminosalicylic acid), a positive DTM (dermatophyte test medium) or
nformation

positive fungal culture (NOTE: This positive test should be within the
last 3 - 6 months and associated with the current infection)

Age Restrictions

Prescriber
Restrictions

Coverage 1 year
Duration

Failure of an adequate trial of one systemic oral alternative is
terbinafine (6 weeks for fingernail infections, 12 weeks for toenail
infections), griseofulvin (6 months), itraconazole (60 days (PulsePak)
Other Criteria for fingernail infections, 90 days for toenail), OR If member has
hepatic dysfunction or increased risk for liver disease (for example,
has a history of alcohol abuse or a history of hepatitis), or is female
and is pregnant and/or breastfeeding. (No trial needed)

Notes/

Annual Review: 07/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Ciclopirox

Products Affected

+ ciclopirox external solution

PA Criteria

Criteria Details

Covered Uses

Onychomycosis

Exclusion
Criteria

Required Medical
Information

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 (NOTE: This positive test should be within the
last 3 - 6 months and associated with the current infection)

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Failure of an adequate trial of one systemic oral alternative is
terbinafine (6 weeks for fingernail infections, 12 weeks for toenail
infections), griseofulvin (6 months), itraconazole (60 days (PulsePak)
for fingernail infections, 90 days for toenail), OR If member has
hepatic dysfunction or increased risk for liver disease (for example,
has a history of alcohol abuse or a history of hepatitis), or is female
and is pregnant and/or breastfeeding. (No trial needed)

Notes/
References

Annual Review: 07/2017

Revision Date

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

Products Affected
« CIMZIA SUBCUTANEOUSKIT 2 X 200
MG
PA Criteria Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Ci
mzia.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/rxnonmedicare/data/2017/MUSC/Ci
mzia.html

QL Criteria

1 kit Per 1 month

Notes/
References

Revision Date

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

Products Affected

+ CIMZIA PREFILLED

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Ci
mzia.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/rxnonmedicare/data/2017/MUSC/Ci
mzia.html

QL Criteria

1 kit Per 1 month

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Cimzia Starter Kit

Products Affected

+ CIMZIA STARTERKIT

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Ci
mzia.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Ci

ST Criteria mzia html

QL Criteria 1 kit Per 1 month
Notes/

References

Revision Date

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

Products Affected
+ CINQAIR

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/RESP/Cinq
air.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
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Cinryze

Products Affected
« CINRYZE

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/here
ditary_angioedema.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

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

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/here

ST Criteria ditary_angioedema.html

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Citalopram Hydrobromide

Products Affected
+ citalopram hydrobromide oral tablet 10 mg,
20 mg

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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Citalopram Hydrobromide

Products Affected

citalopram hydrobromide oral tablet 40 mg

QL Ciriteria

1 tablet 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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Claravis

Products Affected

« claravis
QL Criteria 2 Capsules Per 1 Day
Notes/ Annual Review: 02/2017
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Clarinex-D 12 Hour

Products Affected

+ CLARINEX-D 12 HOUR

QL Ciriteria

2 TB12 Per 1 DAYS

Notes/
References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Clever Chek Auto-Code

Products Affected

« CLEVER CHEK AUTO-CODE
QL Ciriteria 1 meter Per 1 year
Notes/
References

Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Clever Choice Micro System

Products Affected

+ CLEVER CHOICE MICRO SYSTEM

PA Criteria

Criteria Details

Covered Uses

Type 1 Diabetes Mellitus, Type 2 Diabetes Mellitus

Exclusion
Criteria
Documentation of a physical limitation that makes utilization of a
Lifescan product unsafe, inaccurate or otherwise not feasible. Such
. . limitations may include, but are not limited to, manual dexterity or
Requlred.Medlcal visual impairment issues not accommodated by the features and
Information

capabilities of the Lifescan product line, or the member has
hematocrit levels which are chronically less than 30% or greater than
55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

3 years, 1 meter per year

Other Criteria

QL Criteria

1 KIT Per 365 DAYSs

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015
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Climara Pro

Products Affected
« CLIMARA PRO

QL Ciriteria 1 box (4 patches) Per 1 month

Notes/
References

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

Products Affected

+ clindamycin phosphate external gel + clindamycin phosphate external solution
clindamycin phosphate external lotion

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
Epiduo

Notes/
References

Revision Date

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

Products Affected

+ clobetasol propionate external cream + clobetasol propionate external ointment
clobetasol propionate external gel

A documented contraindication, intolerance, allergy, or failure of

ST Criteria augmented betamethasone (cream/ointment/lotion/gel)
QL Criteria 120 grams Per 30 Days

Notes/

References

Revision Date

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

Products Affected

+ clobetasol propionate external foam
QL Ciriteria 100 grams Per 30 Days
Notes/
References

Revision Date

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

Products Affected

+ clobetasol propionate external liquid
QL Ciriteria 125 ML Per 30 Days
Notes/
References

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

Products Affected

+ clobetasol propionate external lotion

A documented contraindication, intolerance, allergy, or failure of

ST Criteria augmented betamethasone (cream/ointment/lotion/gel)
QL Ciriteria 236 ML Per 30 Days

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Clobetasol Propionate

Products Affected

+ clobetasol propionate external shampoo
QL Ciriteria 236 ML Per 30 Days
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Clobetasol Propionate

Products Affected

+ clobetasol propionate external solution

A documented contraindication, intolerance, allergy, or failure of

ST Criteria augmented betamethasone (cream/ointment/lotion/gel)
QL Ciriteria 100 grams Per 30 Days

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Clobetasol Propionate E

Products Affected

+ clobetasol propionate e

A documented contraindication, intolerance, allergy, or failure of

ST Criteria augmented betamethasone (cream/ointment/lotion/gel)
QL Ciriteria 120 grams Per 30 Days

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Clobetasol Propionate Emulsion

Products Affected

+ clobetasol propionate emulsion
QL Ciriteria 100 grams Per 30 Days
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Clodan

Products Affected

+ clodan external shampoo
QL Ciriteria 236 ML Per 30 Days
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

260



CloNIDine HCI ER

Products Affected
« clonidine hcl er

PA Criteria

Criteria Details

Covered Uses

Attention deficit hyperactivity disorder (ADHD)

Exclusion

Criteria

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

Age Restrictions

For Quillivant Only- 17 years of age and older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Criteria 4 tablets Per 1 Day
Notes/ Annual Review: 09/2017
References

Revision Date

Prior Authorization: May 16, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Clopidogrel Bisulfate

Products Affected

+ clopidogrel bisulfate oral
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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CloZ APine

Products Affected

+ clozapine oral tablet 100 mg + clozapine oral tablet dispersible 100 mg
QL Criteria 9 tablets Per 1 day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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CloZ APine

Products Affected

+ clozapine oral tablet 200 mg
QL Criteria 4 tablets Per 1 day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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CloZ APine

Products Affected

+ clozapine oral tablet 25 mg, 50 mg + clozapine oral tablet dispersible 25 mg
QL Criteria 3 tablets Per 1 day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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CloZ APine

Products Affected

+ clozapine oral tablet dispersible 12.5 mg
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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CloZ APine

Products Affected

+ clozapine oral tablet dispersible 150 mg
QL Criteria 6 tablets Per 1 Day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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CloZ APine

Products Affected

+ clozapine oral tablet dispersible 200 mg
QL Criteria 4 tablets Per 1 Day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Coagadex

Products Affected
+ COAGADEX

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/bloo
dproducts_coagulants.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Codeine Sulfate

Products Affected

» codeine sulfate oral tablet

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 120 tablets Per 30 Days

Notes/
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Colchicine

Products Affected
« colchicineoral

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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CombiPatch

Products Affected
« COMBIPATCH

QL Criteria 8 patches Per 1 month

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Combivent Respimat

Products Affected

- COMBIVENT RESPIMAT
QL Ciriteria 2 inhalers Per 1 month
Notes/ Annual Review: 03/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cometriq (100 mg Daily Dose)

Products Affected
+ COMETRIQ (100 MG DAILY DOSE)
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.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 kits Per 1 day

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cometriq (140 mg Daily Dose)

Products Affected
+ COMETRIQ (140 MG DAILY DOSE)
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.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 4 caupsules Per 1 Day

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cometriq (60 mg Daily Dose)

Products Affected
+ COMETRIQ (60 MG DAILY DOSE)
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.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 3 kits Per 1 day

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Complera

Products Affected
« COMPLERA

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Copaxone

Products Affected

+ COPAXONE SUBCUTANEOUS
SOLUTION PREFILLED SYRINGE 40
MG/ML

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/multi
ple_sclerosis.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cordran

Products Affected

« CORDRAN EXTERNAL TAPE
QL Ciriteria 1 roll Per 1 month
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Coreg CR

Products Affected
« COREGCR
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria )
carvedilol
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Corlanor

Products Affected
* CORLANOR

PA Criteria

Criteria Details

Covered Uses

FDA labeled use for heart failure

Exclusion
Criteria
Documentation of stable, symptomatic chronic heart failure with left
ventricular ejection fraction less than or equal to 35%, who are in
. . sinus rhythm with resting heart rate greater than or equal to 70 beats
Requlred.Medlcal per minute, and who are on maximally tolerated doses of beta-
Information

blockers (bisoprolol/bisoprolol-HCTZ, carvedilol, carvedilol CR,
metoprolol succinate/metoprolol succinate-HCTZ, nevibolol) or have
a documented contraindication to beta-blocker use.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of one
month of one of the following: ACE Inhibitor or ACE

ST Criteria Inhibitor/HCTZ combination or Angiotensin-Receptor Blocker or
Angiotensin-Receptor Blocker/HCTZ combination

Notes/ Annual Review: 06/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Cormax Scalp Application

Products Affected

+ CORMAX SCALPAPPLICATION

A documented contraindication, intolerance, allergy, or failure of

ST Criteria augmented betamethasone (cream/ointment/lotion/gel)
QL Ciriteria 100 grams Per 30 Days

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Cosentyx

Products Affected
* COSENTYX

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:

Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Cos
entyx.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

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

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Cos

ST Criteria entyx.html

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cosentyx Sensoready Pen

Products Affected

+ COSENTY X SENSOREADY PEN
SUBCUTANEOUS SOLUTION AUTO-
INJECTOR 150 MG/ML

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Cos
entyx.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/rxnonmedicare/data/2017/MUSC/Cos
entyx.html

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Cotellic

Products Affected
« COTELLIC

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Antineoplastics.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 63 tablets Per 28 Days

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cotempla XR-ODT

Products Affected

+ COTEMPLA XR-ODT

PA Criteria

Criteria Details

Covered Uses

Treatment of Attention Deficit Hyperactivity Disorder (ADHD) in
pediatric patients 6 to 17 years of age.

Exclusion

Criteria

Required Medical | A documented diagnosis of Attention Deficit Hyperactivity Disorder
Information (ADHD)

Age Restrictions

Approved for patients 6 to 17 years of age

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 14
days each of 3 of the following medications:

ST Criteria amphetamine/dextroamphetamine/sr, dexmethylphenidate/sr,
dextroamphetamine, methamphetamine, methylphenidate/er/sr,
atomoxetine or Vyvanse

QL Criteria 1 tablet Per 1 Day

Notes/

References

Revision Date

Prior Authorization: September 08, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Crestor

Products Affected
* CRESTOR

A documented contraindication, intolerance, allergy, or failure of two
ST Criteria generic statin medications: atorvastatin, fluvastatin, lovastatin,
pravastatin, rosuvastatin, or simvastatin

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

288



Cuprimine

Products Affected

+ CUPRIMINE ORAL CAPSULE 250 MG

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/meta
bolic_agents.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/rxnonmedicare/data/2017/MISC/meta
bolic_agents.html

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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CVS Nicotine

Products Affected

* cvsnicotine transdermal patch 24 hour
QL Criteria 1 patch Per 1 day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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CVS Nicotine Polacrilex

Products Affected

+ cvsnicotine polacrilex mouth/throat lozenge

4 mg

QL Criteria

20 EA Per 1 DAYS

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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CVS NTS Step 1

Products Affected
+ cvsntsstep 1

QL Criteria 1 patch Per 1 day

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cycloset

Products Affected
e CYCLOSET

QL Ciriteria

6 tablets Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Cystadane

Products Affected
« CYSTADANE

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/meta
bolic_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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

294



Cystagon

Products Affected
+ CYSTAGON

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/lys
osomal_storage.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: January 11, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Cystaran

Products Affected
« CYSTARAN

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/EY E/ophth
almic_agents.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 ML Per 1 DAYS

Notes/
References

Prior Authorization: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Daklinza

Products Affected
« DAKLINZA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/Gl/hepatiti
s_c.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/Gl/hepatiti

ST Criteria s_c.html

QL Criteria 1 EA Per 1 Day
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Daklinza

Products Affected
« DAKLINZA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/Gl/hepatiti
s_c.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/rxnonmedicare/data/2017/Gl/hepatiti
s_c.html

QL Criteria

1 tablet Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Daliresp

Products Affected
« DALIRESP

PA Criteria

Criteria Details

Covered Uses

Chronic Obstructive Pulmonary Disease (COPD)

Exclusion

Criteria

Required Medical | A Documented diagnosis of severe COPD associated with chronic
Information bronchitis and a history of exacerbations.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of two

ST Criteria of the following: Breo, Symbicort, Anoro, Stiolto, Incruse, or Spiriva
QL Criteria 1 tablet Per 1 day

Notes/ Annual Review: 06/2017

References

Revision Date

Prior Authorization: July 19, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Dapsone

Products Affected
+ dapsone external

QL Criteria 60 grams Per 30 dayss

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Darifenacin Hydrobromide ER

Products Affected

darifenacin hydrobromide er

QL Ciriteria

1 tablet Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Daytrana

Products Affected
- DAYTRANA

PA Criteria

Criteria Details

Covered Uses

Attention deficit hyperactivity disorder (ADHD)

Exclusion

Criteria

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

Age Restrictions

For Quillivant Only- 17 years of age and older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 14
days each of 3 of the following medications:

ST Criteria amphetamine/dextroamphetamine/sr, dexmethylphenidate/sr,
dextroamphetamine, methamphetamine, methylphenidate/er/sr,
atomoxetine or Vyvanse

QL Criteria 1 patch Per 1 day

Notes/ Annual Review: 09/2017

References

Revision Date

Prior Authorization: May 16, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Delzicol

Products Affected
- DELZICOL

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Depen Titratabs

Products Affected
- DEPEN TITRATABS
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/meta
bolic_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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Descovy

Products Affected
- DESCOVY

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/ID/antivira
1_hiv.html

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Refer to the clinical policy bulletin above for details.

Other Criteria

QL Ciriteria

1 tablet Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Desloratadine

Products Affected
+ dedoratadine

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Desonide

Products Affected
« desonide external

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
alclometasone cream/ointment

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Desoximetasone

Products Affected

« desoximetasone external

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
betamethasone dipropionate (cream/ointment/lotion)

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Desoximetasone

Products Affected

« desoximetasone external

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
triamcinolone (cream/ointment/lotion)

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Desvenlafaxine ER

Products Affected
* desvenlafaxine er

PA Criteria

Criteria Details

Covered Uses

Major depressive disorder

Exclusion
Criteria

Required Medical
Information

A documented diagnosis of Major Depressive Disorder

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

For quantities over the allowed amount for the prescribed medication,
a member must meet one of the following: (1) Member requires a dose
including half tablets, (2) member's dose is being titrated by physician
(3-month limit), (3) member has had intolerance to drug administered
as a single daily dose, or (4) member's dose cannot be achieved with
proposed quantity limits for a given strength (ex. needs 375mg per
day and would require 5 capsules of venlafaxine sr cap or Effexor XR
75mg to achieve dose.)

QL Ciriteria 1 TB24 Per 1 Day
Notes/ Annual Review: 05/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Desvenlafaxine Succinate ER

Products Affected

» desvenlafaxine succinate er

PA Criteria

Criteria Details

Covered Uses

Major depressive disorder

Exclusion
Criteria

Required Medical
Information

A documented diagnosis of Major Depressive Disorder

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

For quantities over the allowed amount for the prescribed medication,
a member must meet one of the following: (1) Member requires a dose
including half tablets, (2) member's dose is being titrated by physician
(3-month limit), (3) member has had intolerance to drug administered
as a single daily dose, or (4) member's dose cannot be achieved with
proposed quantity limits for a given strength (ex. needs 375mg per
day and would require 5 capsules of venlafaxine sr cap or Effexor XR
75mg to achieve dose.)

A documented contraindication, intolerance, allergy, or failure of 3
different antidepressants from at least two different therapeutic

ST Criteria subclasses. Examples include SSRIs (fluoxetine, citalopram), SNRIs
(duloxetine, venlafaxine), TCAs (amitriptyline, nortriptyline), and
heterocyclic antidepressants (mirtazapine, trazodone).

QL Criteria 1 tablet Per 1 day

Notes/ Annual Review: 05/2017

References

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dexilant

Products Affected
« DEXILANT

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria
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,
Requlred.Medlcal Zollinger-Ellison Syndrome, or Helicobacter pylori eradication
Information

(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
PPI as part of the therapy are required).

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 2
.. generic RX or OTC proton pump inhibitors (i.e. esomeprazole mag,

ST Criteria .
lansoprazole, omeprazole, pantoprazole, rabeprazole) (not required
for Nexium requests for members under one year of age)

QL Criteria 1 capsule Per 1 Day

Notes/ Annual Review: 02/2017

References

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Prior Authorization: November 21, 2016
Revision Date Step Therapy: October 06, 2017
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dexmethylphenidate HCI

Products Affected

+ dexmethylphenidate hcl
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Dexmethylphenidate HCI ER

Products Affected

+ dexmethylphenidate hcl er
QL Criteria 2 capsules Per 1 Day
Notes/

Annual Review: 09/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dextroamphetamine Sulfate

Products Affected

+ dextroamphetamine sulfate oral solution

QL Ciriteria 40 milliliters Per 1 day
Notes/ Annual Review: 10/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Dextroamphetamine Sulfate

Products Affected

+ dextroamphetamine sulfate oral tablet
QL Criteria 4 tablets Per 1 day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dextroamphetamine Sulfate ER

Products Affected

dextroamphetamine sulfate er

QL Ciriteria

4 capsules Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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DiazePAM

Products Affected
+ diazepamrectal

QL Criteria 1 box Per 1 fill

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Diclegis

Products Affected
- DICLEGIS

PA Criteria

Criteria Details

Covered Uses

Nausea and vomiting in pregnant women

Exclusion
Criteria
A documented diagnosis of nausea and vomiting in a pregnant
woman who does not respond to conservative management (i.e.
Required Medical trigger avoidance, small frequent meals, etc) and a documented
Information contraindication, intolerance, allergy, or failure of an adequate trial of

one week of any of the following: otc doxylamine, or otc pyridoxine
(vit B6), or metoclopramide, or promethazine, or ondansetron

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Ciriteria

4 tablet Per 1 Day

Notes/
References

Revision Date

Prior Authorization: November 01, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Diclofenac Sodium

Products Affected

+ diclofenac sodium transdermal gel 1 %
QL Ciriteria 200 GM Per 30 Days
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Differin

Products Affected

+ DIFFERIN EXTERNAL LOTION

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
Epiduo

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Dificid

Products Affected

« DIFICID
QL Criteria 20 tablets Per 1 fill
Notes/ Annual Review: 09/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Diflorasone Diacetate

Products Affected

- diflorasone diacetate external

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
betamethasone dipropionate (cream/ointment/lotion)

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Dihydroergotamine Mesylate

Products Affected

+ dihydroergotamine mesylate nasal

A documented step through one month each of generic Migranal and

ST Criteria two of the following: naratriptan, rizatriptan, sumatriptan,
zolmitriptan

QL Ceriteria 9 ML Per 30 Days

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Diltiazem CD

Products Affected

+ diltiazem cd oral capsule extended release
24 hour 120 mg, 180 mg

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Diltiazem CD

Products Affected

+ diltiazem cd oral capsule extended release
24 hour 240 mg

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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DiltiaZEM CD

Products Affected

+ diltiazem cd oral capsule extended release

24 hour 300 mg

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Diltiazem HC1 ER

Products Affected
+ diltiazem hcl er oral capsule extended + diltiazem hcl er oral capsule extended
release 12 hour 120 mg release 24 hour 120 mg, 180 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Diltiazem HC1 ER

Products Affected

+ diltiazem hcl er oral capsule extended
release 24 hour 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Diltiazem HCI ER Beads

Products Affected

+ diltiazem hcl er beads oral capsule extended -+ diltiazem hcl er beads oral capsule extended
release 24 hour 120 mg, 180 mg, 300 mg, release 24 hour 420 mg
360 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Diltiazem HCI ER Beads

Products Affected

+ diltiazem hcl er beads oral capsule extended
release 24 hour 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Diltiazem HCI ER Coated Beads

Products Affected
+ diltiazem hcl er coated beads oral capsule + diltiazem hcl er coated beads oral capsule
extended release 24 hour 120 mg, 180 mg extended release 24 hour 360 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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DIITIAZem HCI ER Coated Beads

Products Affected

+ diltiazem hcl er coated beads oral capsule
extended release 24 hour 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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DIITIAZem HCI ER Coated Beads

Products Affected

+ diltiazem hcl er coated beads oral capsule
extended release 24 hour 300 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dilt-XR

Products Affected

+ dilt-xr oral capsule extended release 24 hour
120 mg, 180 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dilt-XR

Products Affected

+ dilt-xr oral capsule extended release 24 hour
240 mg

QL Criteria 2 capsule Per 1 Day

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dipentum

Products Affected
« DIPENTUM
A documented contraindication, intolerance, allergy, or failure of one
ST Criteria month of mesalamine DR (generic Asacol HD), Delzicol, Lialda, or
Pentasa
QL Criteria 4 capsules Per 1 day
Notes/
References
Prior Authorization: August 25, 2015
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update

339



Dolophine

Products Affected

+ DOLOPHINE ORAL TABLET 10 MG

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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PA Criteria

Criteria Details

Other Criteria

QL Ciriteria

6 tablets Per 1 Day

Notes/
References

Revision Date

Prior Authorization: September 06, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update

341




Donepezil HCI

Products Affected

+ donepezl hcl oral tablet 10 mg
PA Criteria Criteria Details
Covered Uses Alzheimer's Disease
Exclusion
Criteria

Required Medical | Documented diagnosis of mild, moderate, severe Alzheimer's Disease
Information

Age Restrictions | less than 40 years old

Prescriber
Restrictions

Coverage 1 year
Duration

Other Criteria

QL Criteria 1 tablet Per 1 day

Notes/
References

Prior Authorization: April 11, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Donepezil HCI

Products Affected
+ donepezl hcl oral tablet 23 mg, 5 mg + donepez| hcl oral tablet dispersible
PA Ciriteria Criteria Details

Covered Uses

Alzheimer's Disease

Exclusion
Criteria

Required Medical
Information

Documented diagnosis of mild, moderate, severe Alzheimer's Disease

Age Restrictions

less than 40 years old

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Notes/
References

Revision Date

Prior Authorization: April 11, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Doxepin HCI

Products Affected

+ doxepin hcl external
QL Ciriteria 45 grams Per 30 Days
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Doxercalciferol

Products Affected

« doxercalciferol oral
QL Criteria 1 capsules Per 1 Day
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dronabinol

Products Affected
* dronabinol

PA Criteria

Criteria Details

Covered Uses

Anorexia associated with weight loss in patients with AIDS,
Chemotherapy-induced nausea and vomiting

Exclusion
Criteria

Required Medical
Information

A documented diagnosis of Anorexia associated with weight loss in
patients with AIDS, or Chemotherapy-induced nausea and vomiting

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

6 months

Other Criteria

QL Criteria 2 capsules Per 1 Day
Notes/ Annual Review: 04/2017
References

Revision Date

Prior Authorization: July 10, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Duavee

Products Affected
- DUAVEE

QL Criteria 1 TABS Per 1 DAYS

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dulera

Products Affected
- DULERA

QL Ciriteria I inhaler Per 1 month

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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DULoxetine HCI

Products Affected

+ duloxetine hcl oral capsule delayed release

particles 20 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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DULoxetine HCI

Products Affected

+ duloxetine hcl oral capsule delayed release
particles 30 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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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DULoxetine HCI

Products Affected

+ duloxetine hcl oral capsule delayed release

particles 60 mg

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Dupixent

Products Affected
« DUPIXENT
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Du
pixent.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 injections Per 1 month
Notes/
References
Prior Authorization: May 09, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Durolane

Products Affected
- DUROLANE

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/visc
osupplements.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: September 21, 2016
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Dutasteride

Products Affected
« dutasteride

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Duzallo

Products Affected
« DUZALLO

PA Criteria

Criteria Details

Covered Uses

Treatment of hyperuricemia associated with gout in patients who have
not achieved target serum uric acid levels with a medically appropriate
daily dose of allopurinol alone.

For the treatment of asymptomatic hyperuricemia, severe renal
impairment, end stage renal disease, kidney transplant recipients, or

Ex.clus‘lon patients on dialysis, tumor lysis syndrome or Lesch-Nyhan syndrome,
Criteria or for anyone with a known hypersensitivity to allopurinol, including
previous occurrence of skin rash.
) . A documented diagnosis of hyperuricemia associated with gout and
Requlred.Medlcal the member has a documented trial of allopurinol and has not
Information

achieved target serum uric acid levels.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria allopurinol or febuxostat
QL Criteria 1 tablet Per 1 day

Notes/

References

Revision Date

Prior Authorization: October 03, 2017
Step Therapy: October 04, 2017
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Dyanavel XR

Products Affected

+ DYANAVEL XR

PA Criteria

Criteria Details

Covered Uses

Attention deficit hyperactivity disorder (ADHD)

Exclusion

Criteria

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

Age Restrictions

For Quillivant Only- 17 years of age and older

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 14
days each of 3 of the following medications:

ST Ceriteria amphetamine/dextroamphetamine/sr, dexmethylphenidate/sr,
dextroamphetamine, methamphetamine, methylphenidate/er/sr,
atomoxetine or Vyvanse

QL Ciriteria 240 ML Per 30 days

Notes/

References

Revision Date

Prior Authorization: May 16, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Dysport

Products Affected
« DYSPORT

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/botu
linum_toxin.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 21, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Econazole Nitrate

Products Affected

« econazole nitrate external
QL Ciriteria 85 grams Per 30 Days
Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Edarbi

Products Affected
- EDARBI
A documented contraindication, intolerance, allergy, or failure of one
L. month each of any two preferred generic alternatives from the
ST Criteria . . .
following agents: candesartan, eprosartan, irbesartan, losartan,
valsartan, olmesartan, or telmisartan
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Edarbyclor

Products Affected
« EDARBYCLOR

A documented contraindication, intolerance, allergy, or failure of one
month each of any two preferred alternatives from the following:

ST Criteria candesartan/hctz, eprosartan/hctz, irbesartan/hctz, losartan/hctz,
telmisartan/hctz, olmesartan/hctz, or valsartan/hctz

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Edurant

Products Affected

EDURANT

QL Ciriteria

1 tablet Per 1 day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary

Last Update 12/2017

Next Update
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Effient

Products Affected
« EFFIENT

PA Criteria

Criteria Details

Covered Uses

Acute coronary syndrome (ACS) managed with percutaneous
coronary intervention which includes unstable angina or non-ST
elevation myocardial infarction or ST elevation myocardial infarction
(MI)

Exclusion History of Stroke or transient ischemic attack (TTIA)
Criteria
Member has a documented diagnosis of acute coronary syndrome
(ACS) and is managed by percutaneous coronary intervention (PCI),
Required Medical | which includes unstable angina, non-ST-elevation myocardial
Information infarction (NSTEMI), or ST -elevation myocardial infarction

(STEMI) managed with primary or delayed PCI and member has no
prior history of stroke or transient ischemic attack (TIA)

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

QL Criteria 1 tablet Per 1 day
Notes/ Annual Review: 04/2017
References

Revision Date

Prior Authorization: May 22, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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Elaprase

Products Affected
« ELAPRASE

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/lys
osomal_storage.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: January 11, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Elelyso

Products Affected
« ELELYSO

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses ?http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/ga
ucher_disease.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: January 11, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Elestrin

Products Affected
« ELESTRIN

QL Criteria 52 GM Per 30 days

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Eletriptan Hydrobromide

Products Affected

+ ¢eetriptan hydrobromide
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Elidel

Products Affected
« ELIDEL

PA Criteria

Criteria Details

Covered Uses

Atopic dermatitis

Exclusion
Criteria

Required Medical
Information

FOR MEMBERS LESS THAN 2 YEARS OF AGE: Covered for the
treatment of mild to moderate atopic dermatitis (eczema) for short-
term use (up to 3 months). FOR MEMBERS OVER 2 YEARS OF
AGE: A documented diagnosis of atopic dermatitis (eczema) and has
a documented failure of an adequate trial of 2 weeks (14 days) of one
preferred alternative topical corticosteroid indicated for their
condition, or they are being treated for atopic dermatitis (eczema) in
an area at high risk for skin atrophy such as face, eyelids, or genital
areas.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Less than 2 years of age: 3 months. Over 2 years of age: 1 year.

Other Criteria

A documented contraindication, intolerance, allergy, or failure of 2

ST Criteria weeks (14 days) of one preferred alternative topical corticosteroid
indicated for the patients condition

Notes/ Annual Review: 06/2017

References

Revision Date

Prior Authorization: October 19, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update

367




Eligard

Products Affected
- ELIGARD

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Gon
adotropins.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: February 20, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Elmiron

Products Affected
« ELMIRON

QL Ciriteria 90 capsules Per 30 Days

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Embeda

Products Affected
- EMBEDA

PA Criteria

Criteria Details

Covered Uses

All FDA approved indications

Exclusion
Criteria

Required Medical
Information

(1) AMEMBER WILL RECEIVE LIFETIME APPROVAL OF
THE REQUESTED MEDICATION WHEN: Member is in hospice
care, if terminally ill or has end-of-life care (other than hospice), or
has an active oncology diagnosis (pain medication being used for pain
for cancer patients) or palliative care. (2) FOR A DOCUMENTED
DIAGNOSIS OF MODERATE TO SEVERE ACUTE PAIN
(INCLUDING POST-SURGICAL PAIN), TRAUMATIC
INJURY, OR FOR A CHILD ON AN OPIOID WEAN AT TIME
OF HOSPITAL DISCHARGE: additional medication after initial
coverage will be approved for up to 1 month. (3) FOR A
DOCUMENTED DIAGNOSIS OF CHRONIC PAIN: which
includes conditions of chronic pain not mentioned above, the
prescriber must certify there is an active treatment plan that includes
but is not limited to a specific treatment objective, the use of other
pharmacological and non-pharmacological agents for pain relief as
appropriate, that there has been an informed consent document
signed and an addiction risk assessment performed, and that a
written/signed agreement between prescriber and patient addressing
issues of prescription management, diversion, and the use of other
substances exists. When these criteria are met, the medication will be
approved for an initial 3 months. Continuation requests may be
approved for up to an additional 6 months.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Length of Therapy; see required medical information

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017

Next Update
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PA Criteria Criteria Details

Other Criteria

QL Criteria 2 capsules Per 1 Day

Notes/

Annual Review: 06/2017
References

Prior Authorization: September 06, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Emend

Products Affected
« EMEND ORAL CAPSULE 125 MG, 80 MG +« EMEND ORAL CAPSULE 40 MG

QL Ciriteria 5 capsules Per 30 Days

Notes/
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Emsam

Products Affected

- EMSAM
QL Criteria 1 patch Per 1 day
Notes/ Annual Review: 09/2017
References

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Emtriva

Products Affected

« EMTRIVA ORAL CAPSULE
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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Emverm

Products Affected
« EMVERM

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

2017 Aetna Pharmacy Drug Guide - Five Tier Open Value Small Group Formulary
Last Update 12/2017
Next Update
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Enablex

Products Affected
« ENABLEX

A documented contraindication, intolerance, allergy, or failure of
ST Criteria Vesicare and Myrbetriq and one generic (i.e. trospium, trospium ER,
tolterodin