2017 Aetna Pharmacy Drug List - Individual
Acamprosate Calcium

Products Affected

+ acamprosate calcium
QL Criteria 6 tabs 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 List - Individual
Last Update 12/2017



Accu-Chek Aviva Plus

Products Affected

+ ACCU-CHEK AVIVA PLUSIN VITRO

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017




Accu-Chek Compact Plus

Products Affected

+ ACCU-CHEK COMPACT PLUS

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017




Accu-Chek SmartView

Products Affected

+ ACCU-CHEK SMARTVIEW

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017




Accu-Chek Softclix Lancet Dev

Products Affected

+ ACCU-CHEK SOFTCLIX LANCET DEV

KIT

QL Criteria

1 device Per 1 year

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017




Accutrend Glucose

Products Affected

+ ACCUTREND GLUCOSE

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017




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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017




Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017




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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017




QL Ciriteria 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 List - Individual
Last Update 12/2017

10



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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

11




QL Ciriteria 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 List - Individual
Last Update 12/2017
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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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Acitretin

Products Affected
e acitretin

QL Ciriteria

2 caps 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 List - Individual
Last Update 12/2017

17




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 List - Individual
Last Update 12/2017

18



Actemra

Products Affected

+ ACTEMRA INTRAVENOUS

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

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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 1 syringe Per 1 month
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Actimmune

Products Affected
« ACTIMMUNE

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

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

mmune.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 List - Individual
Last Update 12/2017
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Actoplus met XR

Products Affected

+ ACTOPLUSMET XR ORAL TABLET
EXTENDED RELEASE 24 HOUR 15-1000

MG
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria )
metformin 1500mg/day
QL Criteria 2 tabs 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 List - Individual
Last Update 12/2017
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Actoplus met XR

Products Affected

+ ACTOPLUSMET XR ORAL TABLET
EXTENDED RELEASE 24 HOUR 30-1000

MG
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria )
metformin 1500mg/day
QL Criteria 1 tab Per 1 Day
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Adapalene

Products Affected

adapalene external lotion

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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

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

ST Criteria aryhypertensionagents.html
QL Criteria 2 tabs 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 List - Individual
Last Update 12/2017
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Addyi

Products Affected
- ADDYI

PA Criteria

Criteria Details

Covered Uses

Treatment of premenopausal women with acquired, generalized
hypoactive sexual desire disorder (HSDD) as characterized by low
sexual desire that causes marked distress or interpersonal difficulty
and is not due to a co-existing medical or psychiatric condition,
problems within the relationship, or the effects of a medication or
other drug substance

Exclusion
Criteria

Required Medical
Information

The patient is a premenopausal female 18 years of age or older with a
documented diagnosis of acquired, generalized hypoactive sexual
desire disorder (HSDD) that is appropriately documented (i.e.,
evaluated by a complete clinical assessment, using DSM-4,
interviews/questionnaires), and hypoactive sexual desire disorder
(HSDD) is not caused by a co-existing medical or psychiatric
condition, problems within the relationship, or the effects of a
medication or other drug substance, and the patient does not have any
of the following: alcohol use, concomitant use of Addyi with
moderate or strong CYP3A4 inhibitors, or hepatic impairment.For
renewals only: The patient is a premenopausal female 18 years of age
or older with a documented diagnosis of acquired, generalized
hypoactive sexual desire disorder (HSDD) that is appropriately
documented (i.e., evaluated by a complete clinical assessment, using
DSM-4, interviews/questionnaires), and the patient has been receiving
the requested drug for at least 8 weeks and has reported symptom
improvement.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Initial: 12 weeks - Renewal: 1 year

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

26




QL Ciriteria 1 tablet 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 List - Individual
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 List - Individual
Last Update 12/2017
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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 Day

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Advair Diskus

Products Affected

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

MCG/DOSE
o A documented contraindication, intolerance, allergy, or failure of
ST Criteria D
ulera
QL Criteria 1 diskus Per 1 month
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Advair Diskus

Products Affected

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

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Dulera

QL Ciriteria 2 inhalers Per 1 month
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Advair HFA

Products Affected
- ADVAIRHFA

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Dulera

QL Ciriteria 1 inhaler Per 1 month
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Advance Intuition Test

Products Affected

+ ADVANCE INTUITION TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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Advocate Duo

Products Affected

+ ADVOCATE DUO DEVICE

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria I meter Per 1 year
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Advocate Redi-Code

Products Affected

+ ADVOCATE REDI-CODE IN VITRO

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Advocate Redi-Code+ Test

Products Affected

+ ADVOCATE REDI-CODE+ TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Advocate Test

Products Affected

+ ADVOCATE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Afeditab CR

Products Affected

afeditab cr oral tablet extended release 24

hour 30 mg

QL Criteria

1 tab Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Afeditab CR

Products Affected

- afeditab cr oral tablet extended release 24

hour 60 mg

QL Criteria

2 tabs 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 List - Individual
Last Update 12/2017
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Afinitor

Products Affected
« AFINITOR

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 tab 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 List - Individual
Last Update 12/2017
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AgaMatrix AMP Test

Products Affected

+ AGAMATRIX AMP TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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AgaMatrix Jazz Test

Products Affected

+ AGAMATRIX JAZZ TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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AgaMatrix KeyNote Test

Products Affected

+ AGAMATRIX KEYNOTE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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AgaMatrix Presto Test

Products Affected

+ AGAMATRIX PRESTO TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Akynzeo

Products Affected
« AKYNZEO

PA Criteria

Criteria Details

Covered Uses

Prophylaxis of nausea and vomiting associated with cancer
chemotherapy

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

A documented contraindication, intolerance, allergy, or failure of

ST Criteria aprepitant and either ondansetron or granisetron
QL Criteria 2 capsules Per 1 month

Notes/ Annual Review: 03/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Aldurazyme

Products Affected
- ALDURAZYME

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/lys

osomal_storage.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: January 11, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Alendronate Sodium

Products Affected

+ alendronate sodium oral tablet 10 mg

QL Ciriteria

1 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 List - Individual
Last Update 12/2017
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Alendronate Sodium

Products Affected

+ alendronate sodium oral tablet 35 mg, 70 mg

QL Ciriteria

4 tabs Per 1 month

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Alendronate Sodium

Products Affected

alendronate sodium oral tablet 40 mg, 5 mg

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Alfuzosin HCI ER

Products Affected

alfuzosin hcl er

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Alimta

Products Affected
« ALIMTA

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
Alimta.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 List - Individual
Last Update 12/2017
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Almotriptan Malate

Products Affected

« almotriptan malate

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

ST Criteria of the following: sumatriptan, naratriptan, rizatriptan
QL Criteria 6 tablets Per 30 Days

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Alogliptin Benzoate

Products Affected

« alogliptin benzoate

QL Criteria 1 tablet 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 List - Individual
Last Update 12/2017
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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

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Alogliptin-Pioglitazone

Products Affected

+ alogliptin-pioglitazone

QL Criteria 1 tablet 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 List - Individual
Last Update 12/2017
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Alosetron HC1

Products Affected
« alosetron hcl

A documented contraindication, intolerance, allergy, or failure of 1

ST Criteria month each of diphenoxylate/atropine and loperamide
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 List - Individual
Last Update 12/2017

57




Aloxi

Products Affected

* ALOXI INTRAVENOUS SOLUTION 0.25

MG/5ML

PA Criteria

Criteria Details

Covered Uses

PENDING

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

PENDING

Other Criteria

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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ALPRAZolam ER

Products Affected
« alprazolamer

QL Ciriteria

2 tabs 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 List - Individual
Last Update 12/2017
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ALPRAZolam XR

Products Affected
+ alprazolamxr

QL Ciriteria

2 tabs 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 List - Individual
Last Update 12/2017
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Altoprev

Products Affected
« ALTOPREV
ST Criteri A documented contraindication, intolerance, allergy, or failure of two
riteria of the following: atorvastatin, lovastatin, pravastatin, simvastain
QL Criteria 2 tabs 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 List - Individual
Last Update 12/2017
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Alvesco

Products Affected
- ALVESCO
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria
QVAR
Notes/ Annual Review: 06/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

62




Amitiza

Products Affected
- AMITIZA
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria
lactulose or polyethylene glycol
QL Ciriteria 2 caps 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 List - Individual
Last Update 12/2017
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Amlodipine Besylate-Valsartan

Products Affected

amlodipine besylate-valsartan

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 List - Individual
Last Update 12/2017
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Amlodipine-Olmesartan

Products Affected

+ amlodipine-olmesartan

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 List - Individual
Last Update 12/2017
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Amlodipine-Valsartan-HCTZ

Products Affected

amlodipine-val sartan-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 List - Individual
Last Update 12/2017
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Amnesteem

Products Affected
¢ amnesteem

A documented contraindication, intolerance, allergy, or failure of

ST Criteria . . .

minocycline or doxycycline
QL Criteria 2 capsules Per 1 Day
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 List - Individual
Last Update 12/2017
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Amphetamine-Dextroamphet ER

Products Affected

+ amphetamine-dextroamphet 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

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

ST Criteria immediate release stimulant
QL Ciriteria 2 capsules Per 1 Day

Notes/ Annual Review: 09/2017
References

Revision Date

Prior Authorization: September 26, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Amphetamine-Dextroamphetamine

Products Affected

+ amphetamine-dextroamphetamine

QL Ciriteria

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 List - Individual
Last Update 12/2017
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Ampyra

Products Affected
- AMPYRA

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/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

QL Criteria 2 tabs 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 List - Individual
Last Update 12/2017
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Anoro Ellipta

Products Affected

ANORO ELLIPTA

QL Ciriteria

1 kit Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Anzemet

Products Affected

« ANZEMET ORAL
QL Criteria 10 tabs Per 1 fill
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Apidra

Products Affected
- APIDRA
L. A documented contraindication, intolerance, allergy, or failure of a
ST Criteria :
Humulin or Humalog product
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Apidra SoloStar

Products Affected

+ APIDRA SOLOSTAR SUBCUTANEOUS
SOLUTION PEN-INJECTOR

ST Criteria

A documented contraindication, intolerance, allergy, or failure of a
Humulin or Humalog product

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Aprepitant

Products Affected

+ aprepitant oral capsule 40 mg, 80 mg

QL Ciriteria

3 capsules Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Aprepitant

Products Affected

« aprepitant oral capsule 80 & 125 mg
QL Criteria 9 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 List - Individual
Last Update 12/2017
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Apriso

Products Affected
« APRISO

QL Ciriteria

4 caps 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 List - Individual
Last Update 12/2017
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Aptiom

Products Affected

+ APTIOM ORAL TABLET 200 MG

QL Criteria 6 tablets Per 1 Day
Notes/ Annual Review: 06/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Aralast NP

Products Affected

+ ARALAST NPINTRAVENOUS
SOLUTION RECONSTITUTED 1000 MG,

500 MG

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
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
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 List - Individual
Last Update 12/2017

81




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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Arcalyst

Products Affected
« ARCALYST

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

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

unomodulators. CAP.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 List - Individual
Last Update 12/2017

83




Arcapta Neohaler

Products Affected

+ ARCAPTA NEOHALER

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

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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ARIPiprazole

Products Affected

+ aripiprazole oral solution

QL Ciriteria

30 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 List - Individual
Last Update 12/2017
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ARIPiprazole

Products Affected

« aripiprazole oral tablet + 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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FOR THE TREATMENT OF EXCESSIVE DAYTIME
SLEEPINESS ASSOCIATED WITH NARCOLEPSY: A
documented contraindication, intolerance, allergy, or failure of an
adequate trial of at least two immediate release stimulants and
modafinil (modafinil requires prior authorization). FOR THE

ST Criteria TREATMENT OF EXCESSIVE DAYTIME SLEEPINESS
ASSOCIATED WITH OBSTRUCTIVE SLEEP
APNEA/HYPOPNEA SYNDROME: A documented
contraindication, intolerance, allergy, or failure of an adequate trial of
modafinil (modafinil requires prior authorization).

QL Criteria 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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FOR THE TREATMENT OF EXCESSIVE DAYTIME
SLEEPINESS ASSOCIATED WITH NARCOLEPSY: A
documented contraindication, intolerance, allergy, or failure of an
adequate trial of at least two immediate release stimulants and
modafinil (modafinil requires prior authorization). FOR THE

ST Criteria TREATMENT OF EXCESSIVE DAYTIME SLEEPINESS
ASSOCIATED WITH OBSTRUCTIVE SLEEP
APNEA/HYPOPNEA SYNDROME: A documented
contraindication, intolerance, allergy, or failure of an adequate trial of
modafinil (modafinil requires prior authorization).

QL Criteria 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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Arzerra

Products Affected
« ARZERRA

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

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

Arzerra.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 List - Individual
Last Update 12/2017
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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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria

120 capsules Per 30 Days

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Asmanex 120 Metered Doses

Products Affected

ASMANEX 120 METERED DOSES

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Asmanex 14 Metered Doses

Products Affected

- ASMANEX 14 METERED DOSES

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Asmanex 30 Metered Doses

Products Affected

« ASMANEX 30 METERED DOSES

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

96




Asmanex 60 Metered Doses

Products Affected

+ ASMANEX 60 METERED DOSES

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Asmanex HFA

Products Affected
« ASMANEX HFA

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Assure 3 Test

Products Affected

*+ ASSURE 3 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Assure 4 Test

Products Affected

*+ ASSURE 4 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Assure Platinum

Products Affected

+ ASSURE PLATINUM

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Assure Pro Test

Products Affected

+ ASSURE PRO TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Atomoxetine HCI

Products Affected

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

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

ST Criteria stimulant

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 List - Individual
Last Update 12/2017
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Atomoxetine HCI

Products Affected

+ atomoxetine hcl oral capsule 100 mg, 80 mg

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

ST Criteria stimulant

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 List - Individual
Last Update 12/2017
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Atorvastatin Calcium

Products Affected

atorvastatin calcium oral

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Atripla

Products Affected

ATRIPLA

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 List - Individual
Last Update 12/2017
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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 tab 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 List - Individual
Last Update 12/2017
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Avandia

Products Affected

+ AVANDIA ORAL TABLET 2 MG, 4 MG

QL Ciriteria 1 tab 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 List - Individual
Last Update 12/2017
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Avonex

Products Affected
« AVONEX

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/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 kit Per 30 Days
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
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 pens 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 List - Individual
Last Update 12/2017
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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 Ciriteria 4 syringes Per 28 Days
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Balsalazide Disodium

Products Affected

balsalazide disodium

QL Ciriteria

9 caps 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 List - Individual
Last Update 12/2017
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Banzel

Products Affected

- BANZEL ORAL TABLET

QL Criteria 8 tabs Per 1 Day
Notes/ Annual Review: 06/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bayer Breeze 2 Test

Products Affected

+ BAYERBREEZE 2 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bayer Contour Next Test

Products Affected

+ BAYER CONTOUR NEXT TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bayer Contour Test

Products Affected

+ BAYER CONTOUR TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Beconase AQ

Products Affected
« BECONASE AQ

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
fluticasone propionate and flunisolide

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Belsomra

Products Affected
+ BELSOMRA

PA Criteria

Criteria Details

Covered Uses

Insomnia

Exclusion
Criteria

Required Medical
Information

A diagnosis of insomnia

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 .
zolpidem
QL Criteria 1 tablet Per 1 Day
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Belviq

Products Affected
« BELVIQ

PA Criteria

Criteria Details

Covered Uses

Body Mass Index (BMI) greater than 30kg/m2 or BMI greater than
27kg/m?2 with one or more of the items in the required medical
information section

Exclusion Concomitant use of two or more anti-obesity agents, pregnancy
Criteria
Hypertension (systolic blood pressure greater than 140mm Hg or
diastolic blood pressure greater than 90mm Hg on more than one
Required Medical | occasion), Dyslipidemia (LDL cholesterol greater than/= 160mg/dL:
Information HDL cholesterol less than 35mg/dL: triglycerides greater than/=

400mg/dL), Type 2 Diabetes Mellitus, Coronary Heart Disease, or
Obstructive Sleep Apnea

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 Year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria phentermine cap or phendimetrazine tab
QL Criteria 2 tablets Per 1 Day

Notes/ Annual Review: 04/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Benlysta

Products Affected

+ BENLYSTA INTRAVENOUS

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

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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

ST Criteria

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Berinert

Products Affected
+ BERINERT

PA Criteria

Criteria Details

Covered Uses

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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 15 vials Per 1 fill
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bexarotene

Products Affected
* bexarotene

PA Criteria Criteria Details

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bicalutamide

Products Affected

bicalutamide

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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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

ST Criteria 1

atanoprost
Notes/ Annual Review: 03/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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

ST Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/ANEOPL/
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 List - Individual
Last Update 12/2017
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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 tab 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 List - Individual
Last Update 12/2017

128




Botox

Products Affected
« BOTOX

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

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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Breo Ellipta

Products Affected
« BREOELLIPTA

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Dulera

QL Ciriteria 2 blisters 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 List - Individual
Last Update 12/2017
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Brilinta

Products Affected
« BRILINTA
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria .
clopidogrel
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 List - Individual
Last Update 12/2017
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Brilinta

Products Affected
« BRILINTA
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria .
clopidogrel
QL Criteria 2 tabs 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 List - Individual
Last Update 12/2017

133



Brovana

Products Affected

« BROVANA
QL Criteria 60 vials Per 1 fill
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 List - Individual
Last Update 12/2017
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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.

Notes/
References

Annual Review: 07/2017

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bunavail

Products Affected

+ BUNAVAIL BUCCAL FILM 2.1-0.3 MG

A documented contraindication, intolerance, allergy, or failure of

ST Criteria buprenorphine-naloxone sublingual tablet and Suboxone SL film
QL Ciriteria 6 films Per 1 Day

Notes/ Annual Review: 04/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bunavail

Products Affected

+ BUNAVAIL BUCCAL FILM 4.2-0.7 MG

A documented contraindication, intolerance, allergy, or failure of

ST Criteria buprenorphine-naloxone sublingual tablet and Suboxone SL film
QL Ciriteria 3 films Per 1 Day

Notes/ Annual Review: 04/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bunavail

Products Affected

« BUNAVAIL BUCCAL FILM 6.3-1 MG

A documented contraindication, intolerance, allergy, or failure of

ST Criteria buprenorphine-naloxone sublingual tablet and Suboxone SL film
QL Ciriteria 2 films Per 1 Day

Notes/ Annual Review: 04/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Buphenyl

Products Affected
+ BUPHENYL ORAL TABLET
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 List - Individual
Last Update 12/2017
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Buprenorphine

Products Affected
* buprenorphine

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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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Buprenorphine HCI-Naloxone HCI

Products Affected

* buprenor phine hcl-naloxone hcl

QL Criteria 3 tabs 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 List - Individual
Last Update 12/2017
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BuPROPion HCI

Products Affected

bupropion hcl oral

QL Ciriteria

6 tabs 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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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BuPROPion HCI ER (SR)

Products Affected

bupropion hcl er (sr)

QL Ciriteria

2 tabs 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 List - Individual
Last Update 12/2017
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BuPROPion HCI ER (XL)

Products Affected

bupropion hcl er (xI)

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Butalbital-APAP-Caff-Cod

Products Affected
+ butalbital-apap-caff-cod oral capsule 50-
325-40-30 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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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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

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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Butorphanol Tartrate

Products Affected

+ butorphanol tartrate nasal

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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria

2 bottles Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Bydureon

Products Affected
- BYDUREON SUBCUTANEOUS PEN-
INJECTOR
PA Criteria Criteria Details

Covered Uses

Type 2 Diabetes Mellitus (NIDDM)

Diagnosis of metabolic syndrome or any other pre-diabetic diagnosis,
diagnosis of Type 1 Diabetes, treatment of diabetic ketoacidosis,

]éx.c lus.ion pediatric patients, patients with multiple endocrine neoplasia
riteria syndrome type 2 (MEN2), family history of medullary thyroid
carcinoma (MTC), patients with a history of pancreatitis
Required Medical | Patient must have an A1C level is greater than 6.5%,
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

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

ST Ceriteria of the following: Invokana/Invokamet, Jentadueto/Tradjenta, or
Januvia/Janumet/Janumet XR

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 List - Individual
Last Update 12/2017
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Byetta 10 MCG Pen

Products Affected

+ BYETTA 10 MCG PEN SUBCUTANEOUS
SOLUTION PEN-INJECTOR

PA Criteria

Criteria Details

Covered Uses

Type 2 Diabetes Mellitus (NIDDM)

Diagnosis of metabolic syndrome or any other pre-diabetic diagnosis,
diagnosis of Type 1 Diabetes, treatment of diabetic ketoacidosis,

]éx.c lus.lon pediatric patients, patients with multiple endocrine neoplasia
riteria syndrome type 2 (MEN2), family history of medullary thyroid
carcinoma (MTC), patients with a history of pancreatitis
Required Medical | Patient must have an A1C level is greater than 6.5%,
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

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

ST Ceriteria of the following: Invokana/Invokamet, Jentadueto/Tradjenta, or
Januvia/Janumet/Janumet XR

QL Criteria 1 pen Per 1 fill

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 List - Individual
Last Update 12/2017
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Byetta S MCG Pen

Products Affected

+ BYETTA 5MCG PEN SUBCUTANEOUS
SOLUTION PEN-INJECTOR

PA Criteria

Criteria Details

Covered Uses

Type 2 Diabetes Mellitus (NIDDM)

Diagnosis of metabolic syndrome or any other pre-diabetic diagnosis,
diagnosis of Type 1 Diabetes, treatment of diabetic ketoacidosis,

]éx.c lus.lon pediatric patients, patients with multiple endocrine neoplasia
riteria syndrome type 2 (MEN2), family history of medullary thyroid
carcinoma (MTC), patients with a history of pancreatitis
Required Medical | Patient must have an A1C level is greater than 6.5%,
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

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

ST Ceriteria of the following: Invokana/Invokamet, Jentadueto/Tradjenta, or
Januvia/Janumet/Janumet XR

QL Criteria 1 pen Per 1 fill

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 List - Individual
Last Update 12/2017
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Bystolic

Products Affected
« BYSTOLIC ORAL TABLET 10MG,5MG + BYSTOLIC ORAL TABLET 25MG

QL Ciriteria 1 tab Per 1 Day

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 List - Individual
Last Update 12/2017
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Bystolic

Products Affected

+ BYSTOLIC ORAL TABLET 20 MG

QL Criteria 2 tabs Per 1 Day
Notes/ Annual Review: 07/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Calcipotriene

Products Affected

+ calcipotriene external

ST Criteria

A documented contraindication, intolerance, allergy, or failure of a
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 List - Individual
Last Update 12/2017
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Calcipotriene-Betameth Diprop

Products Affected

+ calcipotriene-betameth diprop

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
calcipotriene and a 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 List - Individual
Last Update 12/2017
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Calcitonin (Salmon)

Products Affected

+ calcitonin (salmon)

A documented contraindication, intolerance, allergy, or failure of

ST Criteria alendronate weekly 70mg
QL Criteria 1 bottle Per 1 fill

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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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Canasa

Products Affected
« CANASA
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria Abri
priso
QL Criteria 1 unit 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 List - Individual
Last Update 12/2017
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Candesartan Cilexetil

Products Affected

+ candesartan cilexetil oral tablet 16 mg, 4 mg,

8 mg

QL Criteria

1 tab Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Candesartan Cilexetil-HCTZ

Products Affected

candesartan cilexetil-hctz

QL Ciriteria

1 tab 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 List - Individual
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 List - Individual
Last Update 12/2017
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Caprelsa

Products Affected

+ CAPRELSA 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

QL Ciriteria

2 tabs 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 List - Individual
Last Update 12/2017
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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 Ciriteria 1 tab 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 List - Individual
Last Update 12/2017
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Carbaglu

Products Affected
- CARBAGLU

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 List - Individual
Last Update 12/2017
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Cardura XL

Products Affected
« CARDURA XL

QL Ciriteria 1 tab 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 List - Individual
Last Update 12/2017
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CareSens N Glucose Test

Products Affected

+ CARESENSN GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
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 cap 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 List - Individual
Last Update 12/2017
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Cartia XT

Products Affected

cartia xt oral capsule extended release 24

hour 240 mg

QL Criteria

2 caps Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Cayston

Products Affected
« CAYSTON

QL Ciriteria

3 vials 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 List - Individual
Last Update 12/2017
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Celecoxib

Products Affected
« celecoxib oral

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

ST Criteria non steroidal anti-inflammatory drugs (NSAID)
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 List - Individual
Last Update 12/2017
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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 Ciriteria 2 caps 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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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Cesamet

Products Affected
« CESAMET

QL Ciriteria

2 caps 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 List - Individual
Last Update 12/2017
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Cetrotide

Products Affected
« CETROTIDE SUBCUTANEOUSKIT 0.25
MG
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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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Chantix

Products Affected
« CHANTIX

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 List - Individual
Last Update 12/2017
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Chantix Continuing Month Pak

Products Affected

+ CHANTIX CONTINUING 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 List - Individual
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.clus‘lon 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

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Chorionic Gonadotropin

Products Affected
+ chorionic gonadotropin intramuscul ar
PA Ciriteria 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 List - Individual
Last Update 12/2017
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Cialis

Products Affected

+ CIALISORAL TABLET 5MG

PA Criteria

Criteria Details

Covered Uses

Benign Prostatic hyperplasia (BPH)

Exclusion Use solely for erectile dysfunction.
Criteria

Required Medical | Diagnosis of benign prostatic hyperplasia
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

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

ST Criteria alpha blockers and one 5-alpha reductase inhibitor
QL Criteria 1 tablets Per 1 Day

Notes/ Annual Review: 07/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Ciclodan

Products Affected

» ciclodan external solution

PA Criteria

Criteria Details

Covered Uses

Onychomycosis due to dermatophyte

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 a 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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Ciclopirox

Products Affected

+ ciclopirox external solution

PA Criteria

Criteria Details

Covered Uses

Onychomycosis due to dermatophyte

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 a 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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Cimzia Prefilled

Products Affected
* CIMZIA PREFILLED
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:

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

ST Criteria mzia html

QL Criteria 1 kit 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 List - Individual
Last Update 12/2017
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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 year
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Citalopram Hydrobromide

Products Affected

citalopram hydrobromide oral tablet

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Citalopram Hydrobromide

Products Affected

citalopram hydrobromide oral tablet

QL Ciriteria

1 tabs 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 List - Individual
Last Update 12/2017
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Claravis

Products Affected
+ claravis
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria . } .
minocycline or doxycycline
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 List - Individual
Last Update 12/2017
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Clever Chek Auto-Code

Products Affected

+ CLEVER CHEK AUTO-CODE

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria I meter Per 1 year
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Clever Chek Auto-Code Test

Products Affected

+ CLEVER CHEK AUTO-CODE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Clever Chek Auto-Code Voice

Products Affected
* CLEVER CHEK AUTO-CODE VOICE IN
VITRO
PA Criteria Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requ1red.Med1cal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Criteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Clever Chek Test

Products Affected

+ CLEVER CHEK TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Clever Choice Auto-Code Test

Products Affected

+ CLEVER CHOICE AUTO-CODE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

198




Clever Choice Micro Test

Products Affected

+ CLEVER CHOICE MICRO TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

199




Climara Pro

Products Affected
« CLIMARA PRO

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 List - Individual
Last Update 12/2017
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CloNIDine HCI ER

Products Affected
« clonidine hcl er

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

ST Criteria stimulant

QL Criteria 4 tabs Per 1 Day

Notes/ Annual Review: 09/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

201




Clopidogrel Bisulfate

Products Affected

clopidogrel bisulfate oral

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Clopidogrel Bisulfate

Products Affected

clopidogrel bisulfate oral

QL Ciriteria

1 tab Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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CloZ APine

Products Affected

+ clozapine oral tablet 100 mg + clozapine oral tablet dispersible 100 mg
QL Criteria 9 tabs 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 List - Individual
Last Update 12/2017
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CloZ APine

Products Affected

clozapine oral tablet 200 mg

QL Ciriteria

4 tabs 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 List - Individual
Last Update 12/2017
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CloZ APine

Products Affected

+ clozapine oral tablet 25 mg, 50 mg + clozapine oral tablet dispersible 25 mg
QL Criteria 3 tabs 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 List - Individual
Last Update 12/2017
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CloZ APine

Products Affected

clozapine oral tablet dispersible 12.5 mg

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Colchicine

Products Affected

« colchicine 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 List - Individual
Last Update 12/2017
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CombiPatch

Products Affected
« COMBIPATCH

QL Ciriteria 8 patch 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 List - Individual
Last Update 12/2017
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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 capsules 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 List - Individual
Last Update 12/2017
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Cometriq (140 mg Daily Dose)

Products Affected

+ COMETRIQ (140 MG DAILY DOSE)

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

4 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 List - Individual
Last Update 12/2017
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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 Ciriteria 3 capsules 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 List - Individual
Last Update 12/2017
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Complera

Products Affected

COMPLERA

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Contrave

Products Affected
« CONTRAVE

PA Criteria

Criteria Details

Covered Uses

Body Mass Index (BMI) greater than 30kg/m2 or BMI greater than
27kg/m?2 with one or more of the items in the required medical
information section

Exclusion Concomitant use of two or more anti-obesity agents, pregnancy
Criteria
Hypertension (systolic blood pressure greater than 140mm Hg or
diastolic blood pressure greater than 90mm Hg on more than one
Required Medical | occasion), Dyslipidemia (LDL cholesterol greater than/= 160mg/dL:
Information HDL cholesterol less than 35mg/dL: triglycerides greater than/=

400mg/dL), Type 2 Diabetes Mellitus, Coronary Heart Disease, or
Obstructive Sleep Apnea

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 Year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria phentermine cap or phendimetrazine tab
QL Criteria 4 tablets Per 1 Day

Notes/ Annual Review: 04/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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Cordran

Products Affected

« CORDRAN EXTERNAL TAPE
QL Criteria 1 roll 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 List - Individual
Last Update 12/2017
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Coreg CR

Products Affected
« COREGCR
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria )
carvedilol
QL Criteria 1 cap 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 List - Individual
Last Update 12/2017
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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 a formualry ACE Inhibitor, ACE Inhibitor/HCTZ

ST Criteria combination product, Angiotensin-Receptor Blocker, or Angiotensin-
Receptor Blocker/HCTZ combination product

QL Criteria 2 tablets Per 1 Day

Notes/ Annual Review: 06/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Cosopt PF

Products Affected
« COSOPT PF
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria i }
dorzolamide/timolol
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Creon

Products Affected
* CREON

PA Criteria

Criteria Details

Covered Uses

Exocrine pancreatic Insufficiency

Uses not approved by the FDA, uses unapproved and not supported

léx.c lus-mn by the literature or evidence as an accepted off-label use. (see Off-
riteria Label Use Policy for determining accepted use).

Required Medical | Diagnosis of exocrine pancreatic insufficiency due to cystic fibrosis or
Information other conditions

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

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

ST Criteria weeks of Zenpep
Notes/ Annual Review: 07/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Crinone

Products Affected

+ CRINONE VAGINAL GEL 4 %

PA Criteria

Criteria Details

Covered Uses

ART (Assisted Reproductive Technology), secondary amenorrhea,
prevention of early pregnancy failure

Not covered for uses not approved by the FDA or if the use is

Exclusion unapproved and not supported by the literature or evidence as an
Criteria accepted off-label use (see Off-Label Use Policy for determining
accepted use).
Covered for prevention of early pregnancy failure, for ART (Assisted
Reproductive Technology) when there is a documented diagnosis of
Required Medical | progesterone deficiency in an infertile woman who has infertility
Information coverage, and for secondary amenorrhea when there is a documented

diagnosis of progesterone deficiency in an infertile woman who has
infertility coverage

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Notes/
References

Annual Review: 10/2017

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Crinone

Products Affected

+ CRINONE VAGINAL GEL 8 %

PA Criteria

Criteria Details

Covered Uses

ART (Assisted Reproductive Technology), secondary amenorrhea,
prevention of early pregnancy failure

Not covered for uses not approved by the FDA or if the use is

Exclusion unapproved and not supported by the literature or evidence as an
Criteria accepted off-label use (see Off-Label Use Policy for determining
accepted use).
Covered for prevention of early pregnancy failure, for ART (Assisted
Reproductive Technology) when there is a documented diagnosis of
Required Medical | progesterone deficiency in an infertile woman who has infertility
Information coverage, and for secondary amenorrhea when there is a documented

diagnosis of progesterone deficiency in an infertile woman who has
infertility coverage

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Crinone 4%
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 List - Individual
Last Update 12/2017
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Cuvposa

Products Affected
« CUVPOSA

PA Criteria

Criteria Details

Covered Uses

neurologic conditions associated with drooling (e.g. cerebral palsy)

Exclusion

Criteria

Required Medical | Documentaion of neurologic conditions associated with drooling (e.g.
Information cerebral palsy) to reduce severe chronic drooling

Age Restrictions

3 years to 16 years

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Notes/
References

Annual Review: 02/2017

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Cycloset

Products Affected
e CYCLOSET

QL Ciriteria

6 tabs 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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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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 4 bottles 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 List - Individual
Last Update 12/2017
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Dacogen

Products Affected
+ DACOGEN

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 List - Individual
Last Update 12/2017
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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 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 List - Individual
Last Update 12/2017
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Daliresp

Products Affected
« DALIRESP

PA Criteria

Criteria Details

Covered Uses

Severe COPD

Exclusion Use for relief of acute bronchospasm

Criteria

Reauired Medical A diagnosis of severe COPD (FEV1 less than 50% predicted)
cquire . edical | o ssociated with chronic bronchitis and at least one documented

Information

COPD exacerbation in the previous year

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Incruse and either Advair, Symbicort, or Serevent
QL Criteria 1 tab Per 1 Day

Notes/ Annual Review: 06/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Darifenacin Hydrobromide ER

Products Affected
+ darifenacin hydrobromide er

A documented contraindication, intolerance, allergy, or failure of

ST Criteria oxybutynin or trospium IR and through either Vesicare or Myrbetriq
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 List - Individual
Last Update 12/2017
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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 an

ST Criteria immediate release stimulant
QL Criteria 1 patch Per 1 Day

Notes/ Annual Review: 09/2017
References

Revision Date

Prior Authorization: September 26, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Decitabine

Products Affected
+ decitabine

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 List - Individual
Last Update 12/2017
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Delzicol

Products Affected
- DELZICOL
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria Abri
priso
QL Criteria 12 caps 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 List - Individual
Last Update 12/2017

237




Denavir

Products Affected
- DENAVIR
L. A documented contraindication, intolerance, allergy, or failure of oral
ST Criteria )
acyclovir
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Descovy

Products Affected
- DESCOVY
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ID/antivira
1_hiv.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 List - Individual
Last Update 12/2017
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Desloratadine

Products Affected
+ dedoratadine oral tablet + dedloratadine oral tablet dispersible 2.5 mg
ST Criteri A documented contraindication, intolerance, allergy, or failure of two
nteria of the following: Claritin OTC, Zyrtec OTC, Allegra OTC
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 List - Individual
Last Update 12/2017
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Desloratadine

Products Affected
+ dedloratadine oral tablet dispersible 5 mg

ST Criteri A documented contraindication, intolerance, allergy, or failure of two
riteria of the following: Claritin OTC, Zyrtec OTC, Allegra OTC

Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

241



Desvenlafaxine Succinate ER

Products Affected

» desvenlafaxine succinate er

PA Criteria

Criteria Details

Covered Uses

Major Depressive Disorder (MDD)

Exclusion
Criteria

Required Medical
Information

A diagnosis of Major Depressive Disorder

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of
three different antidepressants from at least two different therapeutic
subclasses (includes SSRIs, SNRIs, NDRIs, TCAs, tetracyclic

ST Criteria antidepressants, and MAOIs) (step therapy not required if patient is a
new member and has been receiving medication therapy for more than
4 weeks.)

QL Criteria 1 tablet Per 1 Day

Notes/ Annual Review: 05/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Dexilant

Products Affected
« DEXILANT

PA Criteria

Criteria Details

Covered Uses

Diagnosis of Zollinger-Ellison syndrome, Uncomplicated
gastroesophageal reflux desease (Gerd) with breakthrough symptoms,
Complicated GERD and other higher risk conditions such as feflux-
associated laryngitis, recent gastroinestinal bleed, grade 3 or 4 erosive
esophagitis, or GERD exacerbated asthma.

Non-Covered uses include uses not approved by the FDA, or if use is
unapproved and not supported by the literature or evidence as an

EX.Clus'lOll accepted off-label use (see Off-Label Use Policy for determining
Criteria accepted use). Quantity levels exceeding the quantity limitations on
PPIs, Dexilant dosing exceeding 60mg/day
A diagnosis of Zollinger-Ellison syndrome, uncomplicated
) . gastroesophageal reflux desease (GERD) with breakthrough
ﬁiﬁ:ﬁgﬂixedlcal symptoms, Complicated GERD and other higher risk conditions such

as feflux-associated laryngitis, recent gastroinestinal bleed, grade 3 or
4 erosive esophagitis, or GERD exacerbated asthma.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, short term court of high dose= 3 months

Other Criteria

ONCE DAILY DOSING OF RABEPRAZOLE (20mg),
DEXILANT (60mg), AND NEXIUM (40mg): A documented
contraindication, intolerance, allergy, or failure of Prilosec
OTC/omeprazole, Prevacid 24H OTC, and pantoprazole. HIGH

ST Criteria DOSE NEXIUM (80mg) OR HIGH DOSE RABEPRAZOLE
(40mg): A documented contraindication, intolerance, allergy, or
failure of 80mg/day of Prilosec OTC/omeprazole or pantoprazole or
though 60mg/day of Prevacid 24H OTC.

QL Criteria 1 capsule Per 1 Day

017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017

245



Dexmethylphenidate HCI ER

Products Affected

+ dexmethylphenidate 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

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

ST Criteria immediate release stimulant
QL Ciriteria 2 capsules Per 1 Day

Notes/ Annual Review: 09/2017
References

Revision Date

Prior Authorization: September 26, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Dextroamphetamine Sulfate

Products Affected

+ dextroamphetamine sulfate oral solution

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 40 ML Per 1 Day
Notes/ Annual Review: 10/2017
References

Revision Date

Prior Authorization: September 26, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Dextroamphetamine Sulfate

Products Affected

dextroamphetamine sulfate oral tablet

QL Ciriteria

4 tabs 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 List - Individual
Last Update 12/2017
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Dextroamphetamine Sulfate ER

Products Affected

+ dextroamphetamine sulfate 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

3 caps Per 1 Day

Notes/
References

Revision Date

Prior Authorization: September 26, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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DiazePAM

Products Affected
+ diazepamrectal

QL Criteria 1 pack 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 List - Individual
Last Update 12/2017
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Diclofenac Sodium

Products Affected

+ diclofenac sodium transdermal gel 1 %
QL Ciriteria 200 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 List - Individual
Last Update 12/2017
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Dificid

Products Affected
 DIFICID

PA Criteria

Criteria Details

Covered Uses

clostridium difficile associated diarrhea

Exclusion Initial episodes of mild, moderate, or severe CDI.Severe complicated
Criteria CDI (i.e. hypotension, ileus, megacolon, or shock).

Required Medical | A diagnosis of clostridium difficile associated diarrhea in adults
Information

Age Restrictions

18 years old or greater

Prescriber
Restrictions

Coverage
Duration

10 Days of therapy

Other Criteria

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

ST Criteria courses of antibiotics, metronidazole and/or oral vancomycin
QL Criteria 20 tabs Per 1 fill

Notes/ Annual Review: 09/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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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

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Diltiazem HC1 ER

Products Affected

+ diltiazem hcl er oral capsule extended
release 24 hour 240 mg

QL Criteria

2 cap 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 List - Individual
Last Update 12/2017
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Diltiazem HCI ER Beads

Products Affected

+ diltiazem hcl er beads oral capsule extended
release 24 hour 120 mg, 180 mg, 300 mg,
360 mg

QL Criteria 1 cap 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 List - Individual
Last Update 12/2017
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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 caps 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 List - Individual
Last Update 12/2017
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Diltiazem HCI ER Beads

Products Affected
+ diltiazem hcl er beads oral capsule extended
release 24 hour 420 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 List - Individual
Last Update 12/2017
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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 cap 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 List - Individual
Last Update 12/2017
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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 cap 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 List - Individual
Last Update 12/2017
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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 cap 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 List - Individual
Last Update 12/2017
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Dilt-XR

Products Affected

+ dilt-xr 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 List - Individual
Last Update 12/2017
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Dipentum

Products Affected
« DIPENTUM
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria . .
Apriso and balsalazide
QL Ciriteria 4 caps 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 List - Individual
Last Update 12/2017
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Divigel

Products Affected
- DIVIGEL

QL Ciriteria 1 packet 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 List - Individual
Last Update 12/2017
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Donepezil HCI

Products Affected

+ donepez| hcl oral tablet 23 mg

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
donepezil 10mg

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Doxycycline

Products Affected
+ doxycycline

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 List - Individual
Last Update 12/2017

266



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 Multiple sclerosis (spasticity), Fibromyalgia (Neuropathic Pain)

Criteria

Required Medical A diagnosis of anorexia associated with weight loss in patients with
cquired VIedical | ATDS or for the treatment of chemotherapy induced nausea and

Information

vomiting

Age Restrictions

Prescriber

Restrictions

Coverage Initial: 6 months. Continuation: 12 months if demonstrated adequate
Duration response to therapy.

Other Criteria

FOR CHEMOTHERAPY INDUCED NAUSEA AND
VOMITING ONLY: A documented contraindication, intolerance,

ST Criteria allergy, or failure of prochlorperazine, chlorpromazine, haloperidol or
metoclopramide

QL Criteria 2 caps Per 1 Day

Notes/ Annual Review: 04/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Duavee

Products Affected
- DUAVEE

PA Criteria

Criteria Details

Covered Uses

Treatment of moderate to severe vasomotor symptoms associated
with menopause, Prevention of postmenopausal osteoporosis

Exclusion
Criteria
) . A documented diagnosis of moderate to severe vasomotor symptoms
Required Medical . . .
) associated with menopause or prevention of postmenopausal
Information

osteoporosis

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria estrogen products and raloxifene
QL Criteria 1 tab Per 1 Day

Notes/

References

Revision Date

Prior Authorization: October 12, 2016
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Dulera

Products Affected

DULERA

QL Ciriteria

1 inhaler Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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DULoxetine HCI

Products Affected

+ duloxetine hcl oral capsule delayed release

particles 20 mg

QL Criteria

2 tabs 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 List - Individual
Last Update 12/2017
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DULoxetine HCI

Products Affected
« duloxetine hcl oral capsule delayed release  +  duloxetine hcl oral capsule delayed release
particles 30 mg particles 40 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 List - Individual
Last Update 12/2017
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DULoxetine HCI

Products Affected

+ duloxetine hcl oral capsule delayed release

particles 60 mg

QL Criteria

1 tabs 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 List - Individual
Last Update 12/2017
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Dutasteride

Products Affected
+ dutasteride
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria )
finasteride
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 List - Individual
Last Update 12/2017
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Easy Plus II Glucose Test

Products Affected

+ EASY PLUSII GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Criteria 300 strips Per 1 month
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Easy Step Test

Products Affected

+ EASY STEPTEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Easy Talk Blood Glucose Test

Products Affected

+ EASY TALK BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Easy Touch Test

Products Affected

+ EASY TOUCH TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Easy Trak Blood Glucose Test

Products Affected

+ EASY TRAK BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EasyGluco

Products Affected

+ EASYGLUCOIN VITRO

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EasyMax 15 Test

Products Affected

+ EASYMAX 15 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EASYMax Test

Products Affected

+ EASYMAX TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EasyPlus Blood Glucose Test

Products Affected

+ EASYPLUSBLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EasyPRO Plus

Products Affected

+ EASYPRO PLUSIN VITRO

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Edarbi

Products Affected

EDARBI

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Edarbyclor

Products Affected

EDARBY CLOR

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Edurant

Products Affected
« EDURANT

QL Ciriteria 1 tab 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 List - Individual
Last Update 12/2017
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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 List - Individual
Last Update 12/2017
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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

http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/gau

ST Criteria cher_disease.html

Notes/
References

Prior Authorization: January 11, 2017
Revision Date Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Element Test

Products Affected

+ ELEMENT TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Elestrin

Products Affected

ELESTRIN

QL Ciriteria

52 gm 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 List - Individual
Last Update 12/2017
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Eletriptan Hydrobromide

Products Affected
+ ¢eetriptan hydrobromide

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

ST Criteria of the following: sumatriptan, naratriptan, rizatriptan
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 List - Individual
Last Update 12/2017
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Elidel

Products Affected
« ELIDEL

PA Criteria

Criteria Details

Covered Uses

atopic dermatitis

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year (3 months if less than 2 years old)

Other Criteria

FOR ADULTS: A documented contraindication, intolerance, allergy,
or failure of a 2 week trial (14 days) of one preferred alternative

ST Criteria topical corticosteroid indicated for the patients condition (Step
therapy not required if in an area at high risk area such as face,
eyelids, or genital areas)

Notes/ Annual Review: 06/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Eliquis

Products Affected
« ELIQUIS
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria
Xarelto and Pradaxa
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Embrace Blood Glucose Test

Products Affected

+ EMBRACE BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Emsam

Products Affected
- EMSAM

PA Criteria

Criteria Details

Covered Uses

Major Depressive Disorder (MDD)

Exclusion
Criteria

Required Medical
Information

A diagnosis of Major Depressive Disorder

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of
three different antidepressants from at least two different therapeutic
subclasses (includes SSRIs, SNRIs, NDRIs, TCAs, tetracyclic

ST Criteria antidepressants, and MAOIs) (step therapy not required if patient is a
new member and has been receiving medication therapy for more than
4 weeks.)

QL Criteria 1 patch Per 1 Day

Notes/ Annual Review: 09/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Emtriva

Products Affected

« EMTRIVA ORAL CAPSULE
QL Ciriteria 1 cap 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 List - Individual
Last Update 12/2017
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Enbrel

Products Affected

+ ENBREL SUBCUTANEOUS SOLUTION
PREFILLED SYRINGE 25 MG/0.5ML

PA Criteria

Criteria Details

Covered Uses

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

ST Criteria brel. html

QL Criteria 8 syringes Per 28 Days
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Enbrel

Products Affected

+ ENBREL SUBCUTANEOUS SOLUTION
PREFILLED SYRINGE 50 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/En
brel.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/En

ST Criteria brel. html

QL Criteria 4 syringes Per 28 Days
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Enbrel SureClick

Products Affected

+ ENBREL SURECLICK SUBCUTANEOUS
SOLUTION AUTO-INJECTOR

PA Criteria

Criteria Details

Covered Uses

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

ST Criteria brel. html

QL Criteria 4 syringes Per 28 Days
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Endocet

Products Affected

+ endocet oral tablet 10-325 mg, 5-325 mg .

endocet oral tablet 7.5-325 mg

ENDOCET ORAL TABLET 2.5-325 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 List - Individual
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 List - Individual
Last Update 12/2017
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Endometrin

Products Affected
- ENDOMETRIN

PA Criteria

Criteria Details

Covered Uses

ART (Assisted Reproductive Technology), prevention of early
pregnancy failure

Exclusion
Criteria

Not covered for uses not approved by the FDA or if the use is
unapproved and not supported by the literature or evidence as an
accepted off-label use (see Off-Label Use Policy for determining
accepted use).

Required Medical
Information

Covered for prevention of early pregnancy failure and for ART
(Assisted Reproductive Technology) when there is a documented
diagnosis of progesterone deficiency in an infertile woman who has
infertility coverage

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Notes/
References

Annual Review: 10/2017

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Enoxaparin Sodium

Products Affected

+ enoxaparin sodium
QL Ciriteria 2 syringes 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 List - Individual
Last Update 12/2017
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Entecavir

Products Affected

entecavir

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 List - Individual
Last Update 12/2017
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Epclusa

Products Affected
« EPCLUSA

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

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 List - Individual
Last Update 12/2017
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Epiduo Forte

Products Affected
- EPIDUO FORTE

ST Criteria

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

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

308




EPINEPHTrine

Products Affected

+ epinephrine injection solution auto-injector

0.15 mg/0.15ml

QL Criteria

1 pack Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EPINEPHTrine

Products Affected

+ epinephrine injection solution auto-injector
0.15 mg/0.3ml, 0.3 mg/0.3ml

QL Criteria

8 pens Per 1 month

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EpiPen 2-Pak

Products Affected

+ EPIPEN 2-PAK INJECTION SOLUTION
AUTO-INJECTOR

QL Criteria

2 doses Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EpiPen Jr 2-Pak

Products Affected

« EPIPEN JR 2-PAK INJECTION
SOLUTION AUTO-INJECTOR

QL Criteria

2 doses Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Epogen

Products Affected

+ EPOGEN INJECTION SOLUTION 10000
UNIT/ML, 2000 UNIT/ML, 20000
UNIT/ML, 3000 UNIT/ML, 4000 UNIT/ML

PA Criteria Criteria Details

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

Exclusion
Criteria

Required Medical
Information

Age Restrictions

Prescriber
Restrictions

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

Other Criteria

Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Epoprostenol Sodium

Products Affected
+ epoprostenol sodium
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/CV/pulmon
aryhypertensionagents.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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Eprosartan Mesylate

Products Affected

+ eprosartan mesylate
QL Ciriteria 1 tab 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 List - Individual
Last Update 12/2017
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Erivedge

Products Affected
+ ERIVEDGE

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 Ciriteria 1 cap 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 List - Individual
Last Update 12/2017
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Escitalopram Oxalate

Products Affected

escitalopram oxalate oral tablet 10 mg

QL Ciriteria

1.5 tablets Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

317



Escitalopram Oxalate

Products Affected

escitalopram oxalate oral tablet 20 mg, 5 mg

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Esomeprazole Magnesium

Products Affected

+  esomeprazole magnesium

PA Criteria

Criteria Details

Covered Uses

Diagnosis of Zollinger-Ellison syndrome, Uncomplicated
gastroesophageal reflux desease (Gerd) with breakthrough symptoms,
Complicated GERD and other higher risk conditions such as feflux-
associated laryngitis, recent gastroinestinal bleed, grade 3 or 4 erosive
esophagitis, or GERD exacerbated asthma.

Non-Covered uses include uses not approved by the FDA, or if use is
unapproved and not supported by the literature or evidence as an

EX.Clus'lOll accepted off-label use (see Off-Label Use Policy for determining
Criteria accepted use). Quantity levels exceeding the quantity limitations on
PPIs, Dexilant dosing exceeding 60mg/day
A diagnosis of Zollinger-Ellison syndrome, uncomplicated
) . gastroesophageal reflux desease (GERD) with breakthrough
ﬁiﬁ:ﬁgﬂixedlcal symptoms, Complicated GERD and other higher risk conditions such

as feflux-associated laryngitis, recent gastroinestinal bleed, grade 3 or
4 erosive esophagitis, or GERD exacerbated asthma.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, short term court of high dose= 3 months

Other Criteria

ONCE DAILY DOSING OF RABEPRAZOLE (20mg),
DEXILANT (60mg), AND NEXIUM (40mg): A documented

contraindication, intolerance, allergy, or failure of Prilosec
OTC/omeprazole, Prevacid 24H OTC, and pantoprazole. HIGH

ST Criteria DOSE NEXIUM (80mg) OR HIGH DOSE RABEPRAZOLE
(40mg): A documented contraindication, intolerance, allergy, or
failure of 80mg/day of Prilosec OTC/omeprazole or pantoprazole or
though 60mg/day of Prevacid 24H OTC.

QL Criteria 1 capsule Per 1 Day

017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Estradiol

Products Affected

+ estradiol transdermal patch twice weekly
QL Criteria 8 patches Per 28 Days
Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Estradiol

Products Affected

+ estradiol transdermal patch weekly
QL Criteria 4 patches Per 28 Days
Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Estradiol-Norethindrone Acet

Products Affected

estradiol-norethindrone acet

QL Ciriteria

1 EA 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 List - Individual
Last Update 12/2017
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Estradiol-Norethindrone Acet

Products Affected

estradiol-norethindrone acet

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Estrogel

Products Affected

ESTROGEL

QL Ciriteria

50 grams Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Eszopiclone

Products Affected
+ eszopiclone

QL Ciriteria 1 tab 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 List - Individual
Last Update 12/2017
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Evamist

Products Affected
- EVAMIST

QL Criteria 2 bottles 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 List - Individual
Last Update 12/2017
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EvenCare + Blood Glucose Test

Products Affected

+ EVENCARE + BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Criteria 300 strips Per 1 month
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EvenCare Blood Glucose Test

Products Affected

+ EVENCARE BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EvenCare G2 Test

Products Affected

+ EVENCARE G2 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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EvenCare G3 Test

Products Affected

+ EVENCARE G3 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Evolution Autocode

Products Affected

+ EVOLUTION AUTOCODE IN VITRO

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Exjade

Products Affected
« EXJADE
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Anit
dotes.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 List - Individual
Last Update 12/2017
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Extavia

Products Affected

+ EXTAVIA 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 15 vials Per 1 fill
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Ez Smart Blood Glucose Test

Products Affected

+ EZ SMART BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Ez Smart Plus Glucose Test

Products Affected

+ EZ SMART PLUS GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Ezetimibe

Products Affected

ezetimibe

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 List - Individual
Last Update 12/2017
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Ezetimibe-Simvastatin

Products Affected

« ezetimibe-simvastatin

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

ST Criteria of the following: atorvastatin, lovastatin, pravastatin, simvastain
QL Criteria 1 tablet Per 1 Day

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fabrazyme

Products Affected
- FABRAZYME

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/lys

osomal_storage.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: January 11, 2017
Step Therapy: August 25, 2015
Quantity Limits: August 25, 2015

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Famciclovir

Products Affected
- famciclovir oral

QL Ciriteria

21 tabs Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fanapt

Products Affected
« FANAPT

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

ST Ceriteria of the following: aripiprazole, risperidone, quetiapine, ziprasidone,
olanzapine, or clozapine

QL Criteria 2 tabs 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 List - Individual

Last Update 12/2017

341




Fanapt Titration Pack

Products Affected

+ FANAPT TITRATION PACK

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

ST Ceriteria of the following: aripiprazole, risperidone, quetiapine, ziprasidone,
olanzapine, or clozapine

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Farxiga

Products Affected

FARXIGA

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 List - Individual
Last Update 12/2017
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Felodipine ER

Products Affected

felodipine er

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Femring

Products Affected

FEMRING

QL Ciriteria

1 ring Per 90 Days

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fenofibrate

Products Affected

+ fenofibrate 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 List - Individual
Last Update 12/2017
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Fenofibrate

Products Affected

fenofibrate oral tablet 145 mg, 160 mg, 48

mg, 54 mg

QL Criteria

1 tab Per 1 Day

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fenofibrate Micronized

Products Affected

fenofibrate micronized

QL Ciriteria

1 cap 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 List - Individual
Last Update 12/2017
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Fenofibric Acid

Products Affected

fenofibric acid oral tablet

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 List - Individual
Last Update 12/2017
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FentaNYL

Products Affected
+ fentanyl

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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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QL Ciriteria 20 patches Per 30 Days

Notes/

Annual Review: 09/2017
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FentaNYL Citrate

Products Affected
+ fentanyl citrate buccal
PA Criteria Criteria Details
Covered Uses Pain due to malignant diagnosis only
Exclusion Non-malignant pain, management of acute or postoperative or in
Criteria patients not taking chronic opiates or not tolerant to opioid therapy.

Required Medical | Covered for members with pain due to malignant diagnosis only
Information

Age Restrictions

Prescriber
Restrictions

Coverage 6 months
Duration

Other Criteria

A documented contraindication, intolerance, allergy, or failure of two
ST Criteria immediate-release opioids including morphine, hydrocodone,
oxycodone, or hydromorphone.

QL Criteria 120 lozenges Per 30 Days

Notes/

Annual Review: 06/2017
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Ferriprox

Products Affected
+ FERRIPROX
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Anit
dotes.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 List - Individual
Last Update 12/2017
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Fetzima

Products Affected
- FETZIMA

PA Criteria

Criteria Details

Covered Uses

Major Depressive Disorder (MDD)

Exclusion
Criteria

Required Medical
Information

A diagnosis of Major Depressive Disorder

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of
three different antidepressants from at least two different therapeutic
subclasses (includes SSRIs, SNRIs, NDRIs, TCAs, tetracyclic

ST Criteria antidepressants, and MAOIs) (step therapy not required if patient is a
new member and has been receiving medication therapy for more than
4 weeks.)

QL Criteria 1 cap Per 1 Day

Notes/ Annual Review: 05/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fetzima Titration

Products Affected

+ FETZIMA TITRATION

PA Criteria

Criteria Details

Covered Uses

Major Depressive Disorder (MDD)

Exclusion
Criteria

Required Medical
Information

A diagnosis of Major Depressive Disorder

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

A documented contraindication, intolerance, allergy, or failure of
three different antidepressants from at least two different therapeutic
subclasses (includes SSRIs, SNRIs, NDRIs, TCAs, tetracyclic

ST Criteria antidepressants, and MAOIs) (step therapy not required if patient is a
new member and has been receiving medication therapy for more than
4 weeks.)

QL Criteria 1 capsule Per 1 Day

Notes/ Annual Review: 05/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fifty50 Glucose Test 2.0

Products Affected

* FIFTY50 GLUCOSE TEST 2.0

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Firmagon

Products Affected

+ FIRMAGON SUBCUTANEOUS
SOLUTION RECONSTITUTED 80 MG

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 List - Individual
Last Update 12/2017
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First-Progesterone VGS 100

Products Affected

+  FIRST-PROGESTERONE VGS 100

PA Criteria

Criteria Details

Covered Uses

ART (Assisted Reproductive Technology), prevention of early
pregnancy failure

Exclusion
Criteria

Not covered for uses not approved by the FDA or if the use is
unapproved and not supported by the literature or evidence as an
accepted off-label use (see Off-Label Use Policy for determining
accepted use).

Required Medical
Information

Covered for prevention of early pregnancy failure and for ART
(Assisted Reproductive Technology) when there is a documented
diagnosis of progesterone deficiency in an infertile woman who has
infertility coverage

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

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 List - Individual
Last Update 12/2017
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First-Progesterone VGS 200

Products Affected

+  FIRST-PROGESTERONE VGS 200

PA Criteria

Criteria Details

Covered Uses

ART (Assisted Reproductive Technology), prevention of early
pregnancy failure

Exclusion
Criteria

Not covered for uses not approved by the FDA or if the use is
unapproved and not supported by the literature or evidence as an
accepted off-label use (see Off-Label Use Policy for determining
accepted use).

Required Medical
Information

Covered for prevention of early pregnancy failure and for ART
(Assisted Reproductive Technology) when there is a documented
diagnosis of progesterone deficiency in an infertile woman who has
infertility coverage

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

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 List - Individual
Last Update 12/2017
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Flebogamma DIF

Products Affected
« FLEBOGAMMA DIF
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/ivig.
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 List - Individual
Last Update 12/2017
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Flovent Diskus

Products Affected

« FLOVENT DISKUS

A documented contraindication, intolerance, allergy, or failure of

ST Criteria QVAR

QL Ciriteria 2 blisters Per 1 Day
Notes/

References

Revision Date

Prior Authorization: August 25, 2015
Step Therapy: August 25, 2015
Quantity Limits: October 30, 2017

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Flovent HFA

Products Affected
« FLOVENT HFA

A documented contraindication, intolerance, allergy, or failure of

ST Criteria QVAR

QL Ciriteria 1 inhaler Per 1 month
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Flowtuss

Products Affected
« FLOWTUSS
L. A documented contraindication, intolerance, allergy, or failure of a
ST Criteria . . ) L
codeine/guaifenesin combination product
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FLUoxetine HCI

Products Affected

+ fluoxetine hcl oral capsule 10 mg

QL Ciriteria

1 cap 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 List - Individual
Last Update 12/2017
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FLUoxetine HCI

Products Affected

+ fluoxetine hcl oral capsule 20 mg

QL Ciriteria

4 caps 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 List - Individual
Last Update 12/2017
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FLUoxetine HCI

Products Affected

+ fluoxetine hcl oral capsule 40 mg

QL Ciriteria

2 caps 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 List - Individual
Last Update 12/2017
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FLUoxetine HCI

Products Affected

+ fluoxetine hcl oral capsule delayed release
QL Ciriteria 4 caps 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 List - Individual
Last Update 12/2017
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FLUoxetine HCI

Products Affected

+ fluoxetine hcl oral tablet 10 mg

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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FLUoxetine HCI

Products Affected

+ fluoxetine hcl oral tablet 20 mg

QL Ciriteria

4 tabs 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 List - Individual
Last Update 12/2017
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Fluticasone Propionate

Products Affected

fluticasone propionate nasal

QL Ciriteria

1 bottle Per 1 month

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fluticasone-Salmeterol

Products Affected

+ fluticasone-salmeterol

QL Ciriteria

1 inhaler Per 30 dayss

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fluvastatin Sodium

Products Affected
« fluvastatin sodium

QL Ciriteria

2 caps 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 List - Individual
Last Update 12/2017
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Fluvastatin Sodium ER

Products Affected

« fluvastatin sodium 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 List - Individual
Last Update 12/2017
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FluvoxaMINE Maleate

Products Affected

+ fluvoxamine maleate oral tablet 100 mg

QL Ciriteria

3 tabs 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 List - Individual
Last Update 12/2017

374




FluvoxaMINE Maleate

Products Affected

+ fluvoxamine maleate oral tablet 25 mg + fluvoxamine maleate oral tablet 50 mg
QL Ciriteria 1 tab 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 List - Individual
Last Update 12/2017
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Follistim AQ

Products Affected
+ FOLLISTIM AQINJECTION SOLUTION -+ FOLLISTIM AQ SUBCUTANEOUS
75 UNT/0.5ML
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

ST Criteria

http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/infer
tility.html

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fondaparinux Sodium

Products Affected

fondaparinux sodium

QL Ciriteria

2 syringes 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 List - Individual
Last Update 12/2017
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FORA D10 2-in-1 Monitor

Products Affected

+ FORA D10 2-IN-1 MONITOR

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria I meter Per 1 year
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA D15g 2-in-1 Monitor

Products Affected

+ FORA D15G 2-IN-1 MONITOR

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria I meter Per 1 year
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA D15g Blood Glucose Test

Products Affected

+ FORA D15G BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA D20 2-in-1 Monitor

Products Affected

+ FORA D20 2-IN-1 MONITOR

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria I meter Per 1 year
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA D20 Blood Glucose Test

Products Affected

+ FORA D20 BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

382




FORA G20 Blood Glucose Test

Products Affected

+ FORA G20 BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA G30a Blood Glucose Test

Products Affected

+ FORA G30A BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fora GD20 Test

Products Affected

+ FORA GD20 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA V10 Blood Glucose Test

Products Affected

+ FORA V10 BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA V12 Blood Glucose Test

Products Affected

+ FORA V12 BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA V20 Blood Glucose Test

Products Affected

+ FORA V20 BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FORA V30a Blood Glucose Test

Products Affected

+ FORA V30A BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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ForaCare GD40 Test

Products Affected

+ FORACARE GD40 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

390




ForaCare premium V10 Test

Products Affected

+ FORACARE PREMIUM V10 TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Forteo

Products Affected

+ FORTEO SUBCUTANEOUS SOLUTION

600 MCG/2.4ML

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/bon
e_disease_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/MUSC/bon
e_disease_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 List - Individual
Last Update 12/2017
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Fosamax Plus D

Products Affected
« FOSAMAX PLUSD

A documented contraindication, intolerance, allergy, or failure of

ST Criteria alendronate weekly 70mg
QL Criteria 4 tabs Per 1 month
Notes/ Annual Review: 06/2016
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fragmin

Products Affected

+ FRAGMIN SUBCUTANEOUS SOLUTION
10000 UNIT/ML, 12500 UNIT/0.5ML,
15000 UNIT/0.6ML, 18000 UNT/0.72ML,
2500 UNIT/0.2ML, 5000 UNIT/0.2ML,
7500 UNIT/0.3ML, 95000 UNIT/3.8ML

QL Ciriteria 2 syringes 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 List - Individual
Last Update 12/2017
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FreeStyle InsuLinx Test

Products Affected

« FREESTYLE INSULINX TEST
QL Criteria 300 strips 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 List - Individual
Last Update 12/2017
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FreeStyle Lite Test

Products Affected

« FREESTYLELITETEST
QL Criteria 300 strips 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 List - Individual
Last Update 12/2017
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FreeStyle Test

Products Affected

« FREESTYLE TEST
QL Criteria 300 strips 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 List - Individual
Last Update 12/2017

397




Frovatriptan Succinate

Products Affected

« frovatriptan succinate

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

ST Criteria of the following: sumatriptan, naratriptan, rizatriptan
QL Criteria 9 tablets Per 30 Days

Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Fycompa

Products Affected

+ FYCOMPA ORAL TABLET

QL Ciriteria 1 tab Per 1 Day
Notes/ Annual Review: 03/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Gabapentin

Products Affected

+ gabapentin oral capsule

QL Ciriteria

6 caps 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 List - Individual
Last Update 12/2017
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Gabapentin

Products Affected

+ gabapentin oral solution 250 mg/5ml

QL Ciriteria

40 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 List - Individual
Last Update 12/2017
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Gabapentin

Products Affected

gabapentin oral tablet

QL Ciriteria

6 tabs 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 List - Individual
Last Update 12/2017
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Gammaplex

Products Affected

+ GAMMAPLEX INTRAVENOUS
SOLUTION 10 GM/200ML, 20
GM/400ML, 5 GM/100ML

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

Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/ivig.
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 List - Individual
Last Update 12/2017
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Gamunex-C

Products Affected
« GAMUNEX-C
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/ivig.
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 List - Individual
Last Update 12/2017
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Ganirelix Acetate

Products Affected
+ ganirelix acetate

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 List - Individual
Last Update 12/2017
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Gattex

Products Affected
« GATTEX
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/Gatt
ex.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 box Per 30 fillss

Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017

406



GE100 Blood Glucose Test

Products Affected

+ GE100 BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Gelnique

Products Affected
« GELNIQUE TRANSDERMAL GEL 10 %

A documented contraindication, intolerance, allergy, or failure of

ST Criteria oxybutynin or trospium IR and through either Vesicare or Myrbetriq

Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Genvoya

Products Affected
« GENVOYA
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ID/antivira
1_hiv.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 List - Individual
Last Update 12/2017
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Giazo

Products Affected
- GIAZO
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria )
balsalazide
QL Criteria 6 tabs 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 List - Individual
Last Update 12/2017
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Gilenya

Products Affected
« GILENYA

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

QL Ciriteria 1 cap 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 List - Individual
Last Update 12/2017
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Gilotrif

Products Affected
« GILOTRIF

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 Ciriteria 1 tab 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 List - Individual
Last Update 12/2017
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Glatopa

Products Affected
« GLATOPA

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 List - Individual
Last Update 12/2017
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GlucaGen Diagnostic

Products Affected

+ GLUCAGEN DIAGNOSTIC

QL Ciriteria

1 kit Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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GlucaGen HypoKit

Products Affected

+ GLUCAGEN HYPOKIT

QL Ciriteria

1 kit Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Glucocard 01 Sensor Plus

Products Affected

+ GLUCOCARD 01 SENSOR PLUS

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Glucocard Expression Test

Products Affected

+ GLUCOCARD EXPRESSION TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Glucocard Vital Test

Products Affected

+ GLUCOCARD VITAL TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Glucocard X-Sensor

Products Affected

*+ GLUCOCARD X-SENSOR

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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GlucoCom Test

Products Affected

+ GLUCOCOM TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Glyxambi

Products Affected
« GLYXAMBI
ST Criteri A documented contraindication, intolerance, allergy, or failure of
nitena Tradjenta or Jentadueto and either Januvia or Janumet
QL Criteria 1 tablet Per 1 Day
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Gonal-f

Products Affected
« GONAL-F

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 List - Individual
Last Update 12/2017
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Gonal-f RFF

Products Affected
« GONAL-FRFF

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 List - Individual
Last Update 12/2017
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Gonal-f RFF Rediject

Products Affected
+ GONAL-F RFF REDIJECT
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 List - Individual
Last Update 12/2017
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Gralise

Products Affected

+ GRALISE ORAL TABLET 300 MG

A documented contraindication, intolerance, allergy, or failure of

ST Criteria .
gabapentin
QL Ciriteria 1 tab Per 1 Day
Notes/ Annual Review: 02/2016
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Gralise

Products Affected

+ GRALISE ORAL TABLET 600 MG

A documented contraindication, intolerance, allergy, or failure of

ST Criteria .
gabapentin
QL Criteria 3 tabs Per 1 Day
Notes/ Annual Review: 02/2016
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Gralise Starter

Products Affected
« GRALISE STARTER

A documented contraindication, intolerance, allergy, or failure of

ST Criteria .
gabapentin
QL Criteria 1 pack Per 1 fill
Notes/ Annual Review: 02/2016
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Grastek

Products Affected
« GRASTEK

PA Criteria

Criteria Details

Covered Uses

Allergic rhinitis with or without conjunctivitis

Exclusion

Criteria

Required Medical | A documented diagnosis of allergic rhinitis with or without
Information conjunctivitis

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 Year

Other Criteria

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
Claritin OTC, Zyrtec OTC, or Allegra OTC

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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GuanFACINE HCI ER

Products Affected
+ guanfacine hcl er

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

ST Criteria immediate release stimulant
QL Criteria 1 tablet 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 List - Individual
Last Update 12/2017
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Guardian REAL-Time System Ped

Products Affected

+ GUARDIAN REAL-TIME SYSTEM PED

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

Notes/
References

Annual Review: 04/2017

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Halaven

Products Affected
« HALAVEN

PA Criteria Criteria Details

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Harvoni

Products Affected
« HARVONI
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/Gl/hepatiti
s_c.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 List - Individual
Last Update 12/2017
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Helixate FS

Products Affected
« HELIXATEFS

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 List - Individual
Last Update 12/2017
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Hemangeol

Products Affected
+ HEMANGEOL

PA Criteria

Criteria Details

Covered Uses

Proliferating infantile hemangioma

Exclusion
Criteria

History of asthma or bronchospasms

Required Medical
Information

A documented diagnosis of proliferating infantile hemangioma
requiring systemic therapy and documented all of the following: (1)
Member was not born prematurely with a corrected age of less than 5
weeks, (2) Member does not weigh less than 2kg, have sustained heart
rate less than 80 beats per minute, have greater than first degree heart
block, or have decompensated heart failure, and (3) Member does not
have sustained blood pressure less than 50/ 30mmHg.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year

Other Criteria

Notes/
References

Annual Review: 06/2017

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Hetlioz

Products Affected
« HETLIOZ

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/CNS/sedati
ve-hypnotics.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 List - Individual
Last Update 12/2017
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Horizant

Products Affected
+ HORIZANT ORAL TABLET EXTENDED
RELEASE 300 MG
FOR POST-HERPTIC NEURALGIA: A documented
ST Criteri contraindication, intolerance, allergy, or failure of gabapentin. FOR
riteria RESTLESS LESG SYNDROME: A documented contraindication,
intolerance, allergy, or failure of gabapentin or ropinirole.
QL Criteria 1 tablet 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 List - Individual
Last Update 12/2017
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Horizant

Products Affected
+ HORIZANT ORAL TABLET EXTENDED
RELEASE 600 MG
FOR POST-HERPTIC NEURALGIA: A documented
ST Criteri contraindication, intolerance, allergy, or failure of gabapentin. FOR
riteria RESTLESS LESG SYNDROME: A documented contraindication,
intolerance, allergy, or failure of gabapentin or ropinirole.
QL Criteria 1 tablet Per 2 Days
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 List - Individual
Last Update 12/2017
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Humira

Products Affected

*+ HUMIRA SUBCUTANEOUS PREFILLED
SYRINGE KIT 10 MG/0.2ML, 20

MG/0.4ML

PA Criteria

Criteria Details

Covered Uses

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

ST Criteria mira html

QL Criteria 2 injections Per 28 Days
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Humira

Products Affected

*+ HUMIRA SUBCUTANEOUS PREFILLED
SYRINGE KIT 40 MG/0.8ML

PA Criteria

Criteria Details

Covered Uses

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

QL Criteria

6 injections Per 28 Days

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Humira Pediatric Crohns Start

Products Affected

+ HUMIRA PEDIATRIC CROHNS START
SUBCUTANEOUS PREFILLED SYRINGE
KIT 40 MG/0.8ML

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

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

ST Criteria mira html

QL Criteria 6 injections Per 28 Days
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Humira Pen

Products Affected

+ HUMIRA PEN SUBCUTANEOUS PEN-

INJECTORKIT

PA Criteria

Criteria Details

Covered Uses

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

QL Criteria

6 injections Per 28 Days

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Humira Pen-Crohns Starter

Products Affected

*+ HUMIRA PEN-CROHNS STARTER
SUBCUTANEOUS PEN-INJECTOR KIT

PA Criteria

Criteria Details

Covered Uses

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

QL Criteria

6 injections Per 28 Days

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Humira Pen-Psoriasis Starter

Products Affected

+ HUMIRA PEN-PSORIASIS STARTER
SUBCUTANEOUS PEN-INJECTOR KIT

PA Criteria

Criteria Details

Covered Uses

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

QL Criteria

6 injections Per 28 Days

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Hycamtin

Products Affected
« HYCAMTIN ORAL
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 List - Individual
Last Update 12/2017
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Hydrocodone-Acetaminophen

Products Affected

+ hydrocodone-acetaminophen oral solution
2.5-108 mg/5ml, 5-217 mg/10ml, 7.5-325

mg/15ml

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 List - Individual
Last Update 12/2017
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PA Criteria

Criteria Details

Other Criteria

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Hydrocodone-Acetaminophen

Products Affected

+ hydrocodone-acetaminophen oral tablet 10-
300 mg, 10-325 mg, 2.5-325 mg, 5-300 mg,
5-325 mg, 7.5-300 mg, 7.5-325 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
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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 List - Individual
Last Update 12/2017
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Hydrocodone-Ibuprofen

Products Affected
+ hydrocodone-ibuprofen oral tablet 10-200 + hydrocodone-ibuprofen oral tablet 5-200 mg,
mg 7.5-200 mg
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
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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 List - Individual
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HYDROmorphone HCI

Products Affected

+ hydromorphone hcl 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

Other Criteria
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QL Ciriteria 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 List - Individual
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HYDROmorphone HCI

Products Affected

+ hydromorphone hcl rectal

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

Other Criteria
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Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
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HYDROmorphone HCI ER

Products Affected

+ hydromorphone hcl er oral tablet er 24 hour
abuse-deterrent 12 mg, 32 mg, 8 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
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PA Criteria

Criteria Details

Other Criteria

QL Ciriteria

2 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 List - Individual

Last Update 12/2017
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HYDROmorphone HCI ER

Products Affected

+ hydromorphone hcl er oral tablet er 24 hour
abuse-deterrent 16 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
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PA Criteria

Criteria Details

Other Criteria

QL Ciriteria

4 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 List - Individual
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Hyqvia

Products Affected
« HYQVIA
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/ivig.
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 List - Individual
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Ibandronate Sodium

Products Affected
* ibandronate sodiumoral
PA Criteria Criteria Details
Covered Uses Osteoporosis
Exclusion No failure of formulary bisphosphonates, use in combination with
Criteria one or more bisphosphonates.

Required Medical | A documented diagnosis of osteoporosis
Information

Age Restrictions

Prescriber
Restrictions

Coverage 1 year
Duration

Other Criteria

A documented contraindication, intolerance, allergy, or failure of

ST Criteria alendronate weekly 70mg
QL Criteria 1 tab 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 List - Individual
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Ibrance

Products Affected
- IBRANCE

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 21 capsules 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 List - Individual
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Ibudone

Products Affected

+ ibudone oral tablet 5-200 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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Iclusig

Products Affected
* |CLUSIGORAL TABLET 15 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 tabs 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 List - Individual
Last Update 12/2017
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Iclusig

Products Affected
* |CLUSIGORAL TABLET 45 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 Ciriteria 1 tab 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 List - Individual
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Ilaris

Products Affected
« |LARIS
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MUSC/Ilar
1s.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

2017 Aetna Pharmacy Drug List - Individual
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Iaris (150mg Delivered)

Products Affected
* ILARIS (150MG DELIVERED)
PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/imm
unomodulators_ CAP.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 List - Individual
Last Update 12/2017
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Imatinib Mesylate

Products Affected
+ imatinib mesylate

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 List - Individual
Last Update 12/2017
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Imiquimod

Products Affected

+ imiquimod external
QL Criteria 48 packets Per 365 Days
Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
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Increlex

Products Affected
« INCRELEX
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/Inc
relex.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 List - Individual
Last Update 12/2017

470



Incruse Ellipta

Products Affected

+ INCRUSE ELLIPTA

QL Ciriteria

1 blister 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 List - Individual
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Indomethacin

Products Affected
« indomethacin oral

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 List - Individual
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Infinity Blood Glucose Test

Products Affected

* INFINITY BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
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Inlyta

Products Affected
« INLYTA

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 tabs 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 List - Individual
Last Update 12/2017
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Intelence

Products Affected

* INTELENCE ORAL TABLET 100 MG, 25

MG

QL Criteria

4 tabs 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 List - Individual
Last Update 12/2017
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Intelence

Products Affected

« INTELENCE ORAL TABLET 200 MG

QL Ciriteria

2 tabs 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 List - Individual
Last Update 12/2017
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Intron A

Products Affected
« INTRON A
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/Gl/hepatiti
s_c.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 List - Individual
Last Update 12/2017
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Invokamet

Products Affected
« INVOKAMET

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 List - Individual
Last Update 12/2017
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Invokamet XR

Products Affected

« INVOKAMET 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 List - Individual
Last Update 12/2017
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Invokana

Products Affected

INVOKANA

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Ipratropium Bromide

Products Affected

ipratropium bromide nasal

QL Ciriteria

1 bottle Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Irbesartan

Products Affected

irbesartan

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Irbesartan-Hydrochlorothiazide

Products Affected

irbesartan-hydrochlorothiazide

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Isentress

Products Affected

+ ISENTRESS ORAL TABLET

QL Ciriteria

2 tabs 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 List - Individual
Last Update 12/2017
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Isentress

Products Affected

« |ISENTRESS ORAL TABLET CHEWABLE
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 List - Individual
Last Update 12/2017
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Isentress HD

Products Affected
 |ISENTRESS HD

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 List - Individual
Last Update 12/2017
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Itraconazole

Products Affected
* itraconazole oral

PA Criteria

Criteria Details

Covered Uses

Onychomycosis, invasive fungal infection, other fungal infection,
superficial mycoses

Exclusion
Criteria

Cosmetic use, patients with evidence of ventricular dysfunction such
as CHF or a history of CHF. Coadministration with certain drugs
metabolized by the cytochrome P-450 3A4 isoenzyme system
(CYP3A4), cisapride, oral midazolam, pimozide, quinidine, dofetilide,
triazolam, HMG-CoA reductase inhibitors metabolized by CYP3A4,
such as lovastatin and simvastatin, and ergot alkaloids metabolized by
CYP3A4, such as dihydroergotamine, ergotamine, ergonovine, and
methylergonovine.

Required Medical
Information

Itraconazole is covered for members who meet the following criteria:
Invasive fungal infections in patients who are immunocompromised
(such as histoplamosis, aspergillosis, and blastomycosis), treatment of
tinea barbae, tinea capitis, tinea favosa, tinea corporis, tinea cruris,
tinea faciei, tinea manuum, or tinea pedis, a diagnosis of majocchi
granuloma, or a diagnosis of onychomycosis in diabetic patients or
patients with peripheral vascular disease and either a positive
onychomycosis susceptible pathogen culture or a positive PAS stain
performed by a laboratory, or a diagnosis of onychomycosis with
documented disabling pain or impairment and a positive
onychomycosis susceptible pathogen culture

Age Restrictions

Prescriber

Restrictions

Coverage Nail: 12 wk(toe),5 wk (finger) per year,Invasive: 1-3 mo based on
Duration severity, Other Dx: 1-6 wk

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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FOR A DIAGNOSIS OF ONYCHOMYCOSIS, TINEA BARBAE,
TIBNEA CAPITIS, TINEA FAVOSA: A documented
contraindication, intolerance, allergy, or failure of terbinafine. FOR
A DIAGNOSIS OF TINEA CORPORIS, TINEA CRURIS, TINEA

ST Criteria FACIEI, TINEA MANUUM, TINEA PEDIS: A documented
contraindication, intolerance, allergy, or failure of a topical antifungal
and terbinafine. FOR A DIAGNOSIS OF TINEA VERSICOLOR:
A documented contraindication, intolerance, allergy, or failure of
selenium sulfide and a topcial antifungal.

QL Criteria 4 capsules Per 1 Day

Notes/ Annual Review: 09/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
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Jakafi

Products Affected
- JAKAFI

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 List - Individual
Last Update 12/2017
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Jakafi

Products Affected
- JAKAFI

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 tabs 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 List - Individual
Last Update 12/2017
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Janumet

Products Affected
- JANUMET

QL Ciriteria

2 tabs 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 List - Individual
Last Update 12/2017
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Janumet XR

Products Affected

« JANUMET XR ORAL TABLET
EXTENDED RELEASE 24 HOUR 100-
1000 MG, 50-500 MG

QL Criteria 1 tab 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 List - Individual
Last Update 12/2017
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Janumet XR

Products Affected

« JANUMET XR ORAL TABLET
EXTENDED RELEASE 24 HOUR 50-1000
MG

QL Criteria 2 tabs 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 List - Individual
Last Update 12/2017
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Januvia

Products Affected

JANUVIA

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 List - Individual
Last Update 12/2017

494




Jardiance

Products Affected

JARDIANCE

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Jentadueto

Products Affected

- JENTADUETO
QL Criteria 2 tabs Per 1 Day
Notes/ Annual Review: 0512016
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Jentadueto XR

Products Affected

« JENTADUETO XR ORAL TABLET
EXTENDED RELEASE 24 HOUR 2.5-1000

MG
QL Criteria 2 tablets Per 1 Day
Notes/ Annual Review: 052016
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual

Last Update 12/2017
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Jentadueto XR

Products Affected

« JENTADUETO XR ORAL TABLET
EXTENDED RELEASE 24 HOUR 5-1000

MG
QL Criteria 1 tablet Per 1 Day
Notes/ Annual Review: 052016
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual

Last Update 12/2017

498




Jevtana

Products Affected
- JEVTANA
PA Criteria Criteria Details
Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/jevta
na.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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Jublia

Products Affected
« JUBLIA

PA Criteria

Criteria Details

Covered Uses

Onychomycosis due to dermatophyte

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

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

ST Criteria systemic (oral) alternative such as terbinafine, itraconazole,
griseofulvin

Notes/ Annual Review: 07/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Juxtapid

Products Affected
« JUXTAPID ORAL CAPSULE 10 MG, 5
MG
PA Criteria Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/CV/Antilipi
demic Agents_ HOFH.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/Antilipi

ST Criteria demic Agents_ HOFH.html
QL Criteria 1 tab 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 List - Individual
Last Update 12/2017
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Juxtapid

Products Affected

+ JUXTAPID ORAL CAPSULE 20 MG

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/CV/Antilipi
demic Agents. HOFH.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/Antilipi

ST Criteria demic Agents_ HOFH.html
QL Ciriteria 3 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 List - Individual
Last Update 12/2017

502




Juxtapid

Products Affected
« JUXTAPID ORAL CAPSULE 30 MG, 40
MG, 60 MG
PA Criteria Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/CV/Antilipi
demic Agents_ HOFH.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/Antilipi

ST Criteria demic Agents_ HOFH.html
QL Criteria 1 capsule 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 List - Individual
Last Update 12/2017
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Kadian

Products Affected

+ KADIAN ORAL CAPSULE EXTENDED
RELEASE 24 HOUR 200 MG, 40 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 List - Individual
Last Update 12/2017
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PA Criteria

Criteria Details

Other Criteria

ST Criteri A documented contraindication, intolerance, allergy, or failure of
nieria extended release morphine sulfate tablets (generic MS Contin)

QL Criteria 2 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 List - Individual
Last Update 12/2017
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Kalydeco

Products Affected
+ KALYDECO

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/cysti
c_fibrosis.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 packets 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 List - Individual
Last Update 12/2017
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Kalydeco

Products Affected
+ KALYDECO

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/cysti
c_fibrosis.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 tabs 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 List - Individual
Last Update 12/2017
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Kepivance

Products Affected
« KEPIVANCE

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 List - Individual
Last Update 12/2017
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Kerydin

Products Affected
« KERYDIN

PA Criteria

Criteria Details

Covered Uses

Onychomycosis due to dermatophyte

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

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

ST Criteria systemic (oral) alternative such as terbinafine, itraconazole,
griseofulvin

Notes/ Annual Review: 07/2017

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Ketoconazole

Products Affected

ketoconazole oral

QL Ciriteria

2 tabs 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 List - Individual
Last Update 12/2017
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Ketorolac Tromethamine

Products Affected

ketorolac tromethamine oral

QL Ciriteria

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 List - Individual
Last Update 12/2017
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Kineret

Products Affected

* KINERET SUBCUTANEOUS SOLUTION
PREFILLED SYRINGE

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:

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

ST Criteria eret.html

QL Criteria 1 syringe 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 List - Individual
Last Update 12/2017
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Kogenate FS

Products Affected
- KOGENATEFS

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 List - Individual
Last Update 12/2017
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Kogenate FS Bio-Set

Products Affected
+ KOGENATE FSBIO-SET
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 List - Individual
Last Update 12/2017
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Kombiglyze XR

Products Affected

+ KOMBIGLYZE XR ORAL TABLET
EXTENDED RELEASE 24 HOUR 2.5-1000

MG
ST Criteri A documented contraindication, intolerance, allergy, or failure of
fitena Tradjenta or Jentadueto and either Januvia or Janumet
QL Criteria 2 tabs 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 List - Individual
Last Update 12/2017
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Kombiglyze XR

Products Affected

+ KOMBIGLYZE XR ORAL TABLET
EXTENDED RELEASE 24 HOUR 5-1000

MG, 5-500 MG

A documented contraindication, intolerance, allergy, or failure of

ST Criteria Tradjenta or Jentadueto and either Januvia or Janumet
QL Criteria 1 tab 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 List - Individual
Last Update 12/2017
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Korlym

Products Affected
« KORLYM

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/ENDO/anti
diabetic 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 4 tabs 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 List - Individual
Last Update 12/2017
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Kroger Blood Glucose Test

Products Affected

+ KROGER BLOOD GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Kroger Premium Glucose Test

Products Affected

+ KROGER PREMIUM GLUCOSE TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Criteria 300 strips Per 1 month
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Kroger Test

Products Affected
+ KROGER TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Kuvan

Products Affected
+ KUVAN ORAL PACKET 500 MG « KUVAN ORAL TABLET SOLUBLE
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 List - Individual
Last Update 12/2017
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LamoTRIgine

Products Affected
« lamotrigine oral tablet dispersible 100 mg,
200 mg
QL Criteria 2 tablets Per 1 Day
Notes/ Annual Review: 09/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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LamoTRIgine

Products Affected

« lamotrigine oral tablet dispersible 25 mg

QL Criteria 6 tablets Per 1 Day
Notes/ Annual Review: 09/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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LamoTRIgine

Products Affected

« lamotrigine oral tablet dispersible 50 mg

QL Criteria 3 tablets Per 1 Day
Notes/ Annual Review: 09/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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LamoTRIgine ER

Products Affected

« lamotrigine er oral tablet extended release
24 hour 100 mg, 25 mg, 50 mg

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

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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LamoTRIgine ER

Products Affected

« lamotrigine er oral tablet extended release

24 hour 200 mg

QL Criteria 3 tabs Per 1 Day
Notes/ Annual Review: 09/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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LamoTRIgine ER

Products Affected

« lamotrigine er oral tablet extended release
24 hour 250 mg, 300 mg

QL Criteria 2 tablets Per 1 Day
Notes/ Annual Review: 09/2017
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Lansoprazole

Products Affected
+ lansoprazole oral capsule delayed release 15
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 List - Individual
Last Update 12/2017
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Lansoprazole

Products Affected

+ lansoprazole oral capsule delayed release 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 List - Individual
Last Update 12/2017
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Lantus

Products Affected
« LANTUS
ST Criteria A docqmegted contraindication, intolerance, allergy, or failure of
Levemir Vial
Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Lantus SoloStar

Products Affected

 LANTUS SOLOSTAR SUBCUTANEOUS
SOLUTION PEN-INJECTOR

ST Criteria

A documented contraindication, intolerance, allergy, or failure of
Levemir Vial

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Latuda

Products Affected
+ LATUDA ORAL TABLET 120 MG, 20
MG, 40 MG
A documented contraindication, intolerance, allergy, or failure of two
ST Criteria of the following: aripiprazole, risperidone, quetiapine, ziprasidone,
olanzapine, or clozapine
QL Criteria 1 tab 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 List - Individual

Last Update 12/2017
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Latuda

Products Affected
« LATUDA ORAL TABLET 60 MG

A documented contraindication, intolerance, allergy, or failure of two
ST Ceriteria of the following: aripiprazole, risperidone, quetiapine, ziprasidone,
olanzapine, or clozapine

Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Latuda

Products Affected

- LATUDA ORAL TABLET 80 MG

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

ST Ceriteria of the following: aripiprazole, risperidone, quetiapine, ziprasidone,
olanzapine, or clozapine

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 List - Individual

Last Update 12/2017
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Leflunomide

Products Affected

|leflunomide oral

QL Ciriteria

1 tab 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 List - Individual
Last Update 12/2017
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Lemtrada

Products Affected
- LEMTRADA

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 Ciriteria 999 ML Per 999 Days
Notes/

References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Letairis

Products Affected
« LETAIRIS

PA Criteria Criteria Details

Refer to the clinical policy bulletin for details:
Covered Uses http://www.aetna.com/products/rxnonmedicare/data/2017/CV/pulmon
aryhypertensionagents.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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Leukine

Products Affected

+ LEUKINE INTRAVENOUS

PA Criteria

Criteria Details

Covered Uses

Refer to the clinical policy bulletin for details:
http://www.aetna.com/products/rxnonmedicare/data/2017/MISC/G-
CSF.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 List - Individual
Last Update 12/2017
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Leuprolide Acetate

Products Affected
+ leuprolide acetate injection
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 List - Individual
Last Update 12/2017
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LevETIRAcetam ER

Products Affected

« levetiracetam er oral tablet extended release

24 hour 500 mg

QL Criteria

6 tabs 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 List - Individual
Last Update 12/2017
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LevETIRAcetam ER

Products Affected

« levetiracetam er oral tablet extended release

24 hour 750 mg

QL Criteria

4 tabs 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 List - Individual
Last Update 12/2017
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Levorphanol Tartrate

Products Affected

+ |levorphanol tartrate oral

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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Liberty Next Generation Test

Products Affected

+ LIBERTY NEXT GENERATION TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

Products Affected

* LIBERTY TEST

PA Criteria

Criteria Details

Covered Uses

Type II Diabetes Mellitus

Exclusion
Criteria
There is documentation the member has a physical limitation that
makes utilization of an Abbott or Lifescan product unsafe, inaccurate
. . or otherwise not feasible. Such limitations may include, but are not
Requlred.Medlcal limited to, manual dexterity or visual impairment issues not
Information

accommodated by the features and capabilities of the Abbott or
Lifescan product lines, or the member has hematocrit levels which are
chronically less than 30% or greater than 55%.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

1 year, limit one meter per year

Other Criteria

QL Ciriteria 300 strips Per 30 Days
Notes/ Annual Review: 04/2017
References

Revision Date

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

Products Affected

« lidocaine external ointment
QL Ciriteria 50 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 List - Individual
Last Update 12/2017
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Lidocaine

Products Affected
+ lidocaine external patch 5 %
PA Criteria Criteria Details
Covered Uses pain associated with post-herpetic neuralgia
Exclusion
Criteria

Required Medical | Documented diagnosis of pain associated with post-herpetic neuralgia
Information

Age Restrictions

Prescriber
Restrictions

Coverage 1 year
Duration

Other Criteria

QL Criteria 3 patches 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 List - Individual
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Lidocaine-Prilocaine

Products Affected

+ lidocaine-prilocaine external cream
QL Ciriteria 30 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 List - Individual
Last Update 12/2017
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Linezolid

Products Affected

linezolid oral suspension reconstituted

QL Ciriteria

150 ml Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Linezolid

Products Affected

linezolid oral tablet

QL Ciriteria

28 tablets Per 1 fill

Notes/
References

Revision Date

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Linzess

Products Affected
« LINZESS
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria
lactulose or polyethylene glycol
QL Ciriteria 1 cap 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 List - Individual
Last Update 12/2017
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Linzess

Products Affected
« LINZESS
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria
lactulose or polyethylene glycol
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 List - Individual
Last Update 12/2017
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Livalo

Products Affected
- LIVALO
L. A documented contraindication, intolerance, allergy, or failure of two
ST Criteria . . : S .
of the following: atorvastatin, lovastatin, pravastatin, simvastain
QL Criteria 1 tab 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 List - Individual
Last Update 12/2017
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Lorcet

Products Affected
* lorcet

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

Other Criteria

2017 Aetna Pharmacy Drug List - Individual
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Lorcet HD

Products Affected
* Jlorcet hd

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

Other Criteria
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QL Ciriteria 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 List - Individual
Last Update 12/2017
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Losartan Potassium

Products Affected

+ losartan potassium oral tablet 25 mg, 50 mg
QL Criteria 2 tablets Per 1 Day
Notes/
References

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

2017 Aetna Pharmacy Drug List - Individual
Last Update 12/2017
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Lovastatin

Products Affected
« Jovastatin

QL Ciriteria

2 tabs 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 List - Individual
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Lumigan

Products Affected
« LUMIGAN OPHTHALMIC SOLUTION
0.01 %
L. A documented contraindication, intolerance, allergy, or failure of
ST Criteria 1
atanoprost
Notes/ Annual Review: 03/2017
References

Revision Date

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

Products Affecte