2024 CONNECTED ACCESS Step Therapy Criteria

Aggrenox - B

Products Affected

aspirin-dipyridamole er capsule extended
release 12 hour 25-200 mg oral

Details

Criteria If the patient has tried a Step 1 drug, then authorization for a Step 2
drug will be covered. Step 1 Drug(s): clopidogrel. Step 2 Drug(s):
aspirin/extended-release dipyridamole. Applies to New Starts Only.
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Aptiom - D

Products Affected
APTIOM TABLET 200 MG ORAL + APTIOM TABLET 600 MG ORAL
APTIOM TABLET 400 MG ORAL + APTIOM TABLET 800 MG ORAL
Details
Criteria If the patient has tried a Step 1 drug, then authorization for a Step 2
drug will be covered. Step 1 Drug(s): Lamotrigine IR,
Levetiracetam IR\XR, Oxcarbazepine IR, Topiramate IR,
Zonisamide. Step 2 Drug(s): Aptiom (eslicarbazepine). Applies to
New Starts Only.
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Cycloset

Products Affected
CYCLOSET TABLET 0.8 MG ORAL

Details

Criteria If the patient has tried a Step 1 drug, then authorization for a Step 2
drug will be covered. Step 1 Drug(s): metformin. Step 2 Drug(s):
Cycloset (bromocriptine mesylate)
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Dexilant - B

Products Affected
dexlansoprazole capsule delayed « dexlansoprazole capsule delayed
release 30 mqg oral release 60 mgqg oral
Details
Criteria If the patient has tried ONE Step 1 drug, then authorization for a

Step 2 drug will be covered. Step 1 Drug(s): omeprazole,
pantoprazole, or lansoprazole. Step 2 Drug(s): Dexlansoprazole.
New Starts
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MTX

Products Affected

TREXALL TABLET 10 MG ORAL
TREXALL TABLET 15 MG ORAL

Details

XATMEP SOLUTION 2.5 MG/ML ORAL

Criteria If the patient has tried a Step 1 drug, then authorization for a Step 2

drug will be covered. Step 1 Drug(s): methotrexate sodium. Step 2
Drug(s): Trexall (methotrexate), Xatmep (methotrexate).
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NP Bisphosphonates - B

Products Affected
FOSAMAX PLUS D TABLET 70-2800 + risedronate sodium tablet 30 mg oral
MG-UNIT ORAL + risedronate sodium tablet 35 mg oral
FOSAMAX PLUS D TABLET 70-5600 + risedronate sodium tablet 5 mg oral
MG-UNIT ORAL + risedronate sodium tablet delayed
risedronate sodium tablet 150 mg oral release 35 mgqg oral

Details

Criteria If the patient has tried a Step 1 drug, then authorization for a Step 2

drug will be covered. Step 1 Drug(s): Alendronate, ibandronate
tablets. Step 2 Drug(s): Risedronate, Fosamax plus D.
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NP Fast Acting Insulin - B

Products Affected

NOVOLIN 70/30 FLEXPEN RELION
SUSPENSION PEN-INJECTOR (70-30)
100 UNIT/ML SUBCUTANEOUS
NOVOLIN 70/30 FLEXPEN
SUSPENSION PEN-INJECTOR (70-30)
100 UNIT/ML SUBCUTANEOUS
NOVOLIN 70/30 RELION SUSPENSION
(70-30) 100 UNIT/ML SUBCUTANEOUS
NOVOLIN 70/30 SUSPENSION (70-30)
100 UNIT/ML SUBCUTANEOUS
NOVOLIN N FLEXPEN RELION
SUSPENSION PEN-INJECTOR 100
UNIT/ML SUBCUTANEOUS

NOVOLIN N FLEXPEN SUSPENSION
PEN-INJECTOR 100 UNIT/ML

Details

SUBCUTANEOUS

NOVOLIN N RELION SUSPENSION
100 UNIT/ML SUBCUTANEOUS
NOVOLIN N SUSPENSION 100
UNIT/ML SUBCUTANEOUS
NOVOLIN R FLEXPEN RELION
SOLUTION PEN-INJECTOR 100
UNIT/ML INJECTION

NOVOLIN R FLEXPEN SOLUTION
PEN-INJECTOR 100 UNIT/ML
INJECTION

NOVOLIN R RELION SOLUTION 100
UNIT/ML INJECTION

NOVOLIN R SOLUTION 100 UNIT/ML
INJECTION

Criteria

starts Only.

If the patient has tried a Step 1 drug, then authorization for a Step 2
drug will be covered. Step 1 Drug(s): Humulin N, R, 70/30
(pen/vial). Step 2 Drug(s): Novolin N, R, 70/30 (pen/vial). New
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NP OAB -L

Products Affected
GELNIQUE GEL 10 % TRANSDERMAL

Details

If the patient has tried Gemtesa/Myrbetriq and one of the following:
darifenacin ER, oxybutynin, oxybutynin sol/syr, oxybutynin ER,
tolterodine IR/ER, solifenacin, OR trospium IR/ER. Then Gelnique
(oxybutynin), will be covered.

Criteria

H1350_PBM24152_C EFFECTIVE DATE 12/01/2024

H9656_PBM24336_C



NP RAPID INSULIN

Products Affected

APIDRA SOLOSTAR SOLUTION PEN-
INJECTOR 100 UNIT/ML
SUBCUTANEOUS

APIDRA SOLUTION 100 UNIT/ML
INJECTION

insulin asp prot & asp flexpen
suspension pen-injector (70-30) 100
unit/ml subcutaneous

insulin aspart flexpen solution pen-
injector 100 unit/ml subcutaneous
insulin aspart penfill solution cartridge
100 unit/ml subcutaneous

insulin aspart prot & aspart suspension
(70-30) 100 unit/ml subcutaneous
insulin aspart solution 100 unit/ml
injection

NOVOLOG 70/30 FLEXPEN RELION
SUSPENSION PEN-INJECTOR (70-30)
100 UNIT/ML SUBCUTANEOUS
NOVOLOG FLEXPEN RELION

Details

SOLUTION PEN-INJECTOR 100
UNIT/ML SUBCUTANEQOUS

NOVOLOG FLEXPEN SOLUTION PEN-
INJECTOR 100 UNIT/ML
SUBCUTANEOUS

NOVOLOG MIX 70/30 FLEXPEN
SUSPENSION PEN-INJECTOR (70-30)
100 UNIT/ML SUBCUTANEOUS
NOVOLOG MIX 70/30 RELION
SUSPENSION (70-30) 100 UNIT/ML
SUBCUTANEOUS

NOVOLOG MIX 70/30 SUSPENSION
(70-30) 100 UNIT/ML SUBCUTANEOUS
NOVOLOG PENFILL SOLUTION
CARTRIDGE 100 UNIT/ML
SUBCUTANEOUS

NOVOLOG RELION SOLUTION 100
UNIT/ML INJECTION

NOVOLOG SOLUTION 100 UNIT/ML
INJECTION

Criteria

If the patient has tried a Step 1 drug, then authorization for a Step 2
drug will be covered. Step 1 Drug(s): Humalog, Insulin Lispro,
Humalog Mix, Insulin Lispro/insulin lispro protamine, Lyumjev
(insulin lispro-aabc). Step 2 Drug(s): Apidra (Insulin Glulisine),
Novolog, Insulin Aspart, Novolog Mix, Insulin Aspart/insulin aspart

protamine. New starts Only.
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PERT Agents - D

Products Affected

PANCREAZE CAPSULE DELAYED
RELEASE PARTICLES 10500-35500
UNIT ORAL

PANCREAZE CAPSULE DELAYED
RELEASE PARTICLES 16800-56800
UNIT ORAL

PANCREAZE CAPSULE DELAYED
RELEASE PARTICLES 21000-54700
UNIT ORAL

PANCREAZE CAPSULE DELAYED

RELEASE PARTICLES 2600-8800 UNIT

ORAL

PANCREAZE CAPSULE DELAYED
RELEASE PARTICLES 37000-97300
UNIT ORAL

PANCREAZE CAPSULE DELAYED
RELEASE PARTICLES 4200-14200
UNIT ORAL

PERTZYE CAPSULE DELAYED
RELEASE PARTICLES 16000-57500
UNIT ORAL

PERTZYE CAPSULE DELAYED
RELEASE PARTICLES 24000-86250
UNIT ORAL

PERTZYE CAPSULE DELAYED
RELEASE PARTICLES 4000-14375
UNIT ORAL

PERTZYE CAPSULE DELAYED
RELEASE PARTICLES 8000-28750
UNIT ORAL

Details

Criteria If the patient has tried a Step 1 drug, then authorization for a Step 2
drug will be covered. Step 1 Drug(s): Creon or Zenpep. Step 2

Drug(s): Pancreaze, Pertzye. New Starts Only
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Rytary

Products Affected
RYTARY CAPSULE EXTENDED + RYTARY CAPSULE EXTENDED
RELEASE 23.75-95 MG ORAL RELEASE 48.75-195 MG ORAL
RYTARY CAPSULE EXTENDED + RYTARY CAPSULE EXTENDED
RELEASE 36.25-145 MG ORAL RELEASE 61.25-245 MG ORAL
Details
Criteria If the patient has tried a Step 1 drug, then authorization for a Step 2

drug will be covered. Step 1 Drug(s): carbidopa,
carbidopa/levodopa IR/ER. Step 2 Drug(s): Rytary
(carbidopallevodopa).
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ULORIC - B

Products Affected
febuxostat tablet 40 mg oral « febuxostat tablet 80 mg oral
Details
Criteria If the patient has tried a Step 1 drug, then authorization for a Step 2

drug will be covered. Step 1 Drug(s): allopurinol. Step 2 Drug(s):
Febuxostat. Approve without trial of step 1 drug if Patient has
contraindication to allopurinol use.
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Viibryd - C

Products Affected

vilazodone hcl tablet 10 mg oral « vilazodone hcl tablet 40 mg oral
vilazodone hcl tablet 20 mg oral

Details

Criteria If the patient has tried TWO Step 1 drugs, then authorization for a
Step 2 drug will be covered. Step 1 Drug(s): citalopram,
desvenlafaxine ER, escitalopram, fluoxetine, fluvoxamine,
paroxetine, paroxetine ER, sertraline, venlafaxine IR/ER. Step 2
Drug(s): Vilazodone. Applies to New Starts Only.
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English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 1-800-627-1188 (TTY: 711).

Form Approved
OMB# 0938-1421

Someone who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener
sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-800-627-1188
(TTY: 711). Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: FAT15E (I 56 5% 1 RA A ST, FR )
RIGZ R T M HEE A W R I (T B, ], 0 SRS
IRl S5, B 1-800-627-1188 (TTY: 711), &
IR SCTAE A RAUR SRR I, X2 TR 555,

Chinese Cantonese: &3 (1% (i K nld 427 £5 [ v B2
Ay Befn], am AN Ot e e Wy R IR Ps, AN fS
R, %ﬁ(%’-@ 1-800-627-1188 (TTY: 711), HfMa
HIN AR AEER O, 8 e — BB Ik,
Tagalog: Mayroon kaming libreng serbisyo sa
pagsasaling-wika upanghmasa otang anumang
mga katanungan ninyo hinggil'sa aming planong
angkalusugan o panggamot. Upang makakuha'n
agasaling-wika, tawagan lamang kami sa 1-800-627-
1188 (TTY: 711). Maaari kayong fulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits
d’interprétation pour répondre a toutes vos
uestions relatives a notre régime de santé ou
‘assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au
1-800-627-1188 (TTY: 711). Un interlocuteur parlant
Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung tdi c6 dich vu thdong dich mién
phi dé tra I0i cac cau hdéi vé chuong suc khoe va
chuong trinh thuéc men. Néu%vi can théng dich
vién xin goi 1-800-627-1188 (TTY: 711) s& cé nhan vién
nodi ti€éng Viét giap dd qui vi. Day la dich vu mién phi .
German: Unser kostenloser Dolmetscherservice
beantwortet lhren Fragen zu unserem Gesundheits-
und Arzneimittelg;lan. nsere Dolmetscher erreichen
Sie unter 1-800-627-1188 (TTY: 711). Man wird lhnen
dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.
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Russian: Ecnn y Bac BO3HWUKHYT BOMpPOChI
OTHOCUTEJIbHO CTPAax0OBOro AN MeanKaMeHTHOro
nJsiaHa, Bbl MOXeTe BOCMOJ/1b30BaTbCA HALWMMMU
6ecnnaTtHbIMKM ycnyramm nepeBogymkoB. YTobbl
BOCMOJ1b30BATbCA yC/lyraMm nepesoaymka
no3BoHUTe HaM no TenedoHy 1-800-627-1 188 (TTY:
711). BaM oKaxeT NoMOLLb COTPYAHMK, KOTOPbIN
roBopuT No-pyccku. JaHHaga ycnyra 6ecnnaTtHas.

Al &1 o DloW dolxd] 6y5a)l ekl Gloss auis L) Arabic:
o 8198 pzie e Jpamll L) L9Vl Jsaz ol dovally 3les
(711 :TTY) 1-800-627-1188 e L JLaiVl ggw clle
Alxe deds oda . liuelug do =l Susy bo pasd pofiw
Hindi: AT FETEET T EAT &l ASGT & a1 | T
FIEL AT A F ST o 6 A0 gAY 19 {HRT gATaaT
WWQIJW%TﬁhTmmWﬁ%thH
1-800-627-1188 (TTY: 711). U< I %+ IS TTH
(@l ATAAT & AT HE HT Tl 8. T Tah TR 94T 2.
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Italian: E disponibile un servizio di interpretariato
gratuito per rispondere a eventuali domande

sul nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-800-627-1188
iTTY.: 711). Un nostro incaricato_che parla Italianovi
ornira |'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagdo
gratuitos para responder a qualquer questao que
tenha acerca do nosso plano de satde ou de
medicagdo. Para obter um intérprete, contacte-nos
através do numero 1-800-627-1188 (TTY: 711). Ira
encontrar alguém que fale o idioma Portugués para o
ajudar. Este servigo ¢ gratuito.

French Creole: Nou genyen sévis entépret gratis
pou reponn tout kesyon ou ta genyen konsenan plan
medikal oswa dwog nou an. Pou jwenn yon entepret,
iis rele nou nan 1-800-627-1188 (TTY: 711). Yon moun
i pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezpfatne skorzystanie z

ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lu
dawkowania lekéw. Aby skorzystac z pomocy tlumacza
znajqce%o jezyk polski, nalezy zadzwoni¢ pod numer
1-800-627-1188 (TTY: 711). Ta ustuga jest bezpfatna.

Japanese: it D Fe (R CRpR & BN AT AR
CICBT A SHEEICBER T B 720 12, Mok

%513,

7-1188 (TTY: 711)
W23 v, OARGEZGET A & »73d%
LEd, ZNEEROY— EXTT,

Bantu: ICITONDERWA: Nimba uvuga lkirundi,
uzohabwa serivisi zo gufasha mu ndimi, ku
buntu. Woterefona 1-800-627-1188

(TTY: 711).

Farsi: ige: 18 G g Gilous Sy s Sps
S lis coas s leSIg culs Uil Sles acs
Glgia, 211-800-627-1188 (TTY: 711) Cplow w8 o,

Nepali: &3rel T, dURSel qTell Slelelge]
Hl TIRSHT HETIAT [ATEY, AT eleh

~

IR 1-800-627-1788

AT 39T T | BT
(cfefars: 711) |
Romanian: ATENTIE: Daca vorbiti limba romana,

va stau la dispozitie servicii de asistenta lingvistica,
gratuit. Sunati la 1-800-627-1188 (TTY: 711).

Serbo-Croatian: OBAVJESTENJE: Ako govorite
srpsko-hrvatski, usluge jezicke pomodi dostupne
su vam besplatno. Nazovite 1-800-627-1188
(TTY: Telefon za osobe sa osteéenim govorom ili
sluhom: 711).

H9656_MK24346_C
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