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ACRONYMS

Acronym/Term Definition

BLTG Brand Less Than Generic

CCC Clinical Call Center

CDRP Clinical Drug Review Program
CPT Certified Pharmacy Technician
DAW Dispense As Written

DOH New York State Department of Health
DURB Drug Utilization Review Board
FDA Federal Drug Administration
FHPIlus Family Health Plus

FQD Frequency, Quantity, Duration
FUL Federal Upper Limit

HID Health Information Designs

IVR Interactive Voice Response

MCO Managed Care Organization
MGDP Mandatory Generic Drug Program
NMPI National Medicaid Pooling Initiative
NYS New York State

P&TC Pharmacy and Therapeutics Committee
PA Prior Authorization

PDL Preferred Drug List

PDP Preferred Drug Program

PDSP Preferred Diabetic Supply Program
PSL Preferred Supply List

SDC State Direct Contracting

SFY State Fiscal Year

SMAC State Maximum Allowable Cost
VIPS Voice Interactive Phone System
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. Background

In 2005, legislation was passed (Sections 270-277 of the Public Health Law, as enacted by
Section 10 of Part C of Chapter 58 of the Laws of 2005) establishing the Medicaid Preferred
Drug Program (PDP) and Clinical Drug Review Program (CDRP). The legislation expanded the
membership of the Drug Utilization Review Board (DURB), established operational and
administrative procedures and provided authority for the State to establish a Preferred Drug List
(PDL) in order to receive supplemental rebates from drug manufacturers.

In 2006, the PDP and CDRP were implemented through a contract with Magellan Medicaid
Administration (formerly known as First Health Services Corporation — FHSC). Magellan
Medicaid Administration was selected through a competitive bid to operate the Clinical Call
Center that supports the Medicaid PDP, CDRP, and Mandatory Generic Drug Program (MGDP);
provide outreach and education services; assist with the clinical drug reviews; and obtain
competitive pricing for prescription drugs through supplemental drug rebate agreements with
drug manufacturers participating in the National Medicaid Pooling Initiative (NMPI). Additional
programs that have been added since the inception of the Preferred Drug Program include the
Brand Less Than Generic Program; Drug Utilization Program; and the Dose Optimization
Program.

Effective October 1, 2008, the population eligible for the PDP was expanded to include Family
Health Plus (FHPIlus) members (program has since ended — 12/31/2014). The pharmacy benefit
for FHPlus members was “carved-out” of the managed care plan benefit package and moved
under the administration of the Medicaid fee-for-service program, whereby prescriptions for
Family Health Plus members became subject to Medicaid’s Preferred, Clinical Drug Review and
Mandatory Generic Drug Programs and eligible for supplemental drug rebates. Effective
October 1, 2011, members in mainstream Medicaid managed care and FHPIus no longer
received pharmacy services through NYS Medicaid FFS Pharmacy Benefit Programs. The
Department of Health (DOH) has established a goal of having virtually all Medicaid enrollees
served in care management by April 2022.

Expansion of the programs and operational enhancements continued this SFY. At the end of the
SFY there were a total of 108 drug classes subject to the PDP and 28 therapeutic categories
warranted re-review by the DURB due to new clinical and/or financial information. Two new drug
classes were reviewed for inclusion on the PDL. No new drugs were recommended by the
DURSB for inclusion to the CDRP.
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.  Program Overview

The Role of the Drug Utilization Review Board (DURB)

The Drug Utilization Review Board (DURB) (Appendix 2), is comprised of health care
professionals appointed by the Commissioner of Health and includes physicians and
pharmacists that actively practice in New York. Without vacancies, the DURB consists of
nineteen members, fifteen of which are clinicians, preferably with experience in at least one of
the following specialties: HIV, AIDS, geriatrics, pediatrics, mental health, or internal medicine
and will be comprised of the following:

One chairperson representing the Department of Health;

Six licensed and actively practicing physicians;

Six licensed and actively practicing pharmacists;

One licensed and actively practicing nurse practitioner or midwife;

Two drug utilization review experts, at least one of who is a pharmacologist;

Three consumers or consumer representatives of organizations with a regional or statewide
constituency and who have been involved in activities related to health care consumer
advocacy, including issues affecting Medicaid or EPIC recipients.

The board provides clinical guidance to the Commissioner regarding the utilization of
pharmaceuticals within the Medicaid program including but not limited to, the:

e establishment and implementation of medical standards and criteria for the retrospective
and prospective DUR program;

¢ development, selection, application, and assessment of educational interventions for
physicians, pharmacists and recipients that improve care, and management of pharmacy
programs including the PDP and CDRP;

e collaboration with managed care organizations to address drug utilization concerns and to
implement consistent management strategies across the fee-for-service and managed care
pharmacy benefits; and

e review of therapeutic classes subject to the Preferred Drug Program.

The DURB is subject to the Public Officers Law and meetings are subject to the Open Meeting
Law. To ensure transparency in the process, a notice of each meeting and the agenda is posted
on the DOH website thirty (30) days prior to the meeting. Interested parties are given an
opportunity to submit materials to the DURB for consideration and to provide public testimony
on the agenda items. The meetings are audiocast and all audiocasts are available on-demand
for a minimum of 30 days.

The DURB hears public comments and first reviews clinical information relevant to the drugs
under consideration during the public session. The clinical information consists of the most
current therapeutic drug class reviews and evidence-based research obtained by Magellan
Medicaid Administration, DOH staff and through the DOH'’s patrticipation in the Oregon Health
Sciences University Drug Effectiveness Review Project. Materials submitted by interested
parties prior to the meeting, as well as oral testimony provided during the public session, are
discussed.
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Following the clinical presentation and consideration of all clinical information, the DURB may
adjourn for an executive session in order to evaluate confidential drug pricing information with
respect to rebates. The DUR Board reconvenes in open session to discuss any remaining
issues, then votes on the recommendations to be submitted to the Commissioner of Health.

A summary of the meeting’s proceedings, including the DURB’s recommendations, is posted to
the DOH website, which initiates a 5-day public comment opportunity. The DURB’s
recommendations as well as the statements made during the public comment period are then
presented to the Commissioner who makes the final determination.

The Commissioner’s final determination is posted to the DOH website, and includes an analysis
of the impact on state public health plan populations, providers and the fiscal impact to the
State.

A list of the drug classes reviewed during this fiscal year appear in Appendix 3.

The Preferred Drug Program (PDP)

The PDP promotes utilization of clinically appropriate, cost effective prescription drugs through
the use of a Preferred Drug List (PDL). Most preferred drugs on the PDL can be prescribed
without any additional action taken by the prescriber; non-preferred drugs require prior
authorization (PA) by calling or faxing the Clinical Call Center (CCC) or PA may also be auto
assigned if clinical criteria has been met at the point of service.

PA may be required if a drug is non-preferred or to override clinical criteria including, but not
limited to frequency, quantity, duration (FQD), diagnosis or step therapy requirements. Details
regarding these limitations can be found by accessing the Preferred Drug List (PDL) at:
https://newyork.fhsc.com/providers/PDP_about.asp

In developing the PDL, the DOH works with the DURB to select therapeutic drug classes where
drugs in the class produce similar clinical effects or outcomes. The DURB evaluates the clinical
effectiveness, safety and patient outcomes among drugs in the therapeutic classes chosen for
review. If the DURB establishes that one drug is significantly more effective and safer than
others in the class, that drug must be preferred without consideration of cost. If the DURB
ascertains that there is no substantial clinical difference among the drugs in the class, it then
considers the net cost of the drug after rebates as a factor in determining preferred status. The
DURB also considers how its recommendations may impact current prescribing and dispensing
practices and patient care. Recommendations are presented to the Commissioner of Health,
who makes the final determination regarding which drugs will be listed as preferred or non-
preferred.

The DOH issues the PDL (Appendix 4), which lists all drugs on the Preferred Drug Program.
Revisions were made to the PDL to include links to other pharmacy management programs that
may impact PDL drugs. The PDL is updated and posted on the website (newyork.fhsc.com)
whenever there is a change.

The Clinical Drug Review Program (CDRP)

The CDRP was implemented in October 2006 and initially applied to only three drugs: Revatio®,
Serostim® and Zyvox®. The CDRP was designed to ensure specific drugs are utilized in a
medically appropriate manner. The CDRP requires PA for specific drugs for which there may be
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specific safety issues, public health concerns, the potential for fraud and abuse, or the potential
for significant overuse and misuse.

Legislation prohibits cost as a basis for the selection of a drug for the CDRP or as a denial
reason when a PA is requested.

Prior to the CDRP legislation, Serostim® and Zyvox® were subject to PA due to public health
concerns and the potential for abuse through overuse and misuse. PA was obtained using an
automated voice interactive phone system (VIPS). Legislation required that these drugs be
transitioned to the CDRP. With that transition in October 2006, the PA process was changed
from the VIPS process to the staffed clinical call center, which allows for a clinical discussion
with the prescriber.

The DURB reviews drugs for inclusion to the CDRP, as needed. Their recommendations are
based on review of established Food and Drug Administration (FDA) approved clinical
indications, clinical research and input from interested parties. When making the final
determination, the following clinical criteria are considered by the Commissioner:

e  Whether the drug requires monitoring of prescribing protocols to protect both the long-term
efficacy of the drug and the public health;

e The potential for, or a history of overuse, abuse, diversion or illegal utilization;
e The potential for or a history of utilization inconsistent with approved indications.

The complete list of drugs/drug classes subject to the CDRP at the end of this fiscal year is as
follows:

e Anabolic Steroids

e Central Nervous System (CNS) Stimulants (for patients 18 years of age and older)

¢ Fentanyl Mucosal Agents

e Growth Hormone

e Lidoderm® (lidocaine patch 5%)
e Phosphodiesterase type-5 (PDE-5) Inhibitors for pulmonary arterial hypertension (PAH)

e Regranex®(becaplermin gel)
e Serostim®[somatropin (rDNA origin) for injection]

e Synagis® (palivizumab)

e Topical Immunomodulators

e Truvada® (emtricitabine and tenofovir disoproxil fumarate)

o Xyrem® (sodium oxybate)

o Zyvox® (linezolid) and Sivexiro® (tedizolid)

Brand Less Than Generic (BLTG) Program
On April 26, 2010, New York State Medicaid implemented a cost containment initiative, which

promotes the use of certain multi-source brand name drugs when the cost of the brand name
drug is less expensive than the generic equivalent. Additionally, the Brand Less Than Generic
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(BLTG) program is designed to promote the use of certain multi-source brand name drugs when
the cost of the brand name product net of all rebates is less than its generic equivalent. In
conformance with State Education Law, which intends that patients receive the lower cost
alternative, brand name drugs included in this program:

e Do not require “Dispense as Written” (DAW) or “Brand Medically Necessary” on the
prescription;
e Have a generic co-payment;

e Are paid at the Brand Name Drug reimbursement rate or usual and customary price,
whichever is lower (SMAC/FUL are not applied);

e Do not require a new prescription if the drug is removed from this program.

Once it is determined that the generic drug is more cost-effective than the brand name
equivalent, the prior authorization requirement will be removed for the generic drug. In SFY
15/16, the savings achieved by this program was $22,979,950.

Brand name drugs that were subject to this program at the end of this fiscal year include:

Abilify tablet Combivir Mepron Tobradex suspension
Adderall XR Copaxone 20 mg/mL SubQ Myfortic Tricor
Aggrenox Diastat Niaspan Trilipix
Aldara Epivir HBV tablet Patanase Trizivir
Alphagan P 0.15% Exelon Patch Protopic Valcyte

Focalin XR 5mg, 10 mg, 15mg,

Astepro 20mg, 30mg, 40mg Pulmicort Respules Wellbutrin
Baraclude Gabitril 2mg, 4mg Soriatane Xeloda
Catapres-TTS Gleevec Tegretol suspension Xenazine
Cellcept suspension Hepsera Tegretol XR

The Preferred Diabetic Supply Program (PDSP) Diabetic Supply
Program

As a result of legislation passed in 2008, the New York State Medicaid Program implemented,
on October 1, 2009, the Preferred Diabetic Supply Program (PDSP). The PDSP was originally
established for fee-for-service, Medicaid Managed Care and Family Health Plus members. The
program does not include Medicare/Medicaid dually enrolled members. The PDSP covers a
wide variety of blood glucose monitors and test strips provided by pharmacies and durable
medical equipment providers through use of a preferred supply list (PSL). In SFY 15/16, a total
of 68,915 diabetic supply claims were processed achieving gross savings through manufacturer
rebates of $5,942,003. In the prior SFY, 89,400 diabetic supply claims were processed with a
gross savings of $7,516,554. Diabetic supply rebates by county have been included in

Appendix 10.
The Prior Authorization Process

Prior Authorization (PA) is a management tool that seeks to assure that medically necessary
cost-effective drug therapy is prescribed. All drugs with prior authorization requirements
continue to be available to Medicaid members. Prior authorizations may occur automatically,
through a comparison of claims to pre-determined criteria at the point-of-service (POS), or they
may be requested by the prescriber’s office by phone or fax or can be requested through
PAXpress®, a Web based tool. The automated PA system utilizes pharmacy and medical claims
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data to process a request against pre-defined criteria to determine if the patient meets clinical
criteria requirements instantaneously. The ability to incorporate pharmacy and medical claims
data into criteria allows for the creation of more clinically driven criteria to help ensure
appropriate medication utilization, and does so without prescriber involvement. Since the
implementation of the automated prior authorization system on December 29, 2011,
approximately 5.09 million electronic prior authorizations have been issued without prescriber
involvement. Over 91 percent of all prior authorizations issued this fiscal year were issued
electronically. For SFY 15/16, 1,328,847 automated PAs were issued without prescriber
involvement. The reduction in the need for prescriber involvement results in prescribers being
able to devote more time to patient care that would have otherwise been spent on the phone or
completing paperwork.

The Clinical Call Center (CCC), operated by Magellan Medicaid Administration is available
twenty-four (24) hours a day, seven (7) days a week. Performance is monitored closely by the
DOH to ensure appropriate and timely response to prescriber and pharmacy requests, and to
ensure that members are afforded the protections required by law.

For this fiscal year, the CCC received approximately 197,645 phone requests and 109,226 fax
requests for prior authorization under the PDP and CDRP. Nearly all phone requests (99.96
percent) were completed during the initial call. In addition, the CCC provided approximately
85,839 callers with general information or technical assistance with the PA process and identified
and referred two potential instances of fraud and/or abuse to the Department. The CCC and
quality assurance team continued to aid the DOH, Office of Medicaid Inspector General (OMIG)
and Office of the Attorney General (OAG) in collecting data related to suspected fraud cases.

Medicaid enrolled prescribers can also initiate prior authorization requests using a web-based
application. PAXpress® is a web-based pharmacy PA request/response application that is
accessible through eMedNY.

Preferred Drug Program (PDP) Prior Authorization Process

Under the PDP, prescribers or their authorized agents (such as a nurse or office staff), contact
the CCC by phone or fax to present medical justification for non-preferred drugs. The criteria
used by the CCC staff to evaluate a request for a non-preferred drug is set forth in legislation
and consists of the following:

e The preferred drug has been tried by the patient and has failed to produce the desired
health outcomes;

o The patient has tried the preferred drug and has experienced unacceptable side effects;
The patient has been stabilized on a non-preferred drug and transition to the preferred drug
would be medically contraindicated.

e  Other clinical indications for the use of the non-preferred drug, which shall include
consideration of the medical needs of special populations, including children, the elderly,
the chronically ill, persons with mental health conditions, and persons affected by
HIV/AIDS.

In general, prescribers initially speak with a Certified Pharmacy Technician (CPT) when
requesting authorization for a non-preferred drug or a drug requiring prior authorization due to
FQD, diagnosis or step therapy requirements. If the responses to the clinical criteria support the
PA request, a PA is issued by the CPT. In the event the request does not meet the criteria; the
call is referred to a pharmacist so that the prescriber may provide additional information that
would support the use of the non-preferred drug. If, after that discussion, the clinical criteria are
met, a PA is issued. However, as required by legislation, when a prescriber maintains that the
use of the non-preferred drug is necessary, despite not meeting the clinical criteria, the
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prescriber’s determination prevails, and PA is granted. This occurred in 22.02 percent of the
PDP PAs processed in SFY 15/16. Examples of PA requests where providers have utilized the
prescriber prevails clause includes PA requests for:

e Second generation antipsychotics: patient does not meet diagnosis/age requirements in
clinical criteria;

e Hepatitis C agents: prescriber does not provide clinical justification that would support the
use of the preferred agent; and

e Inhaled antibiotics: prescriber is not familiar with the preferred agents and does not wish to
try them.

Clinical Drug Review Program (CDRP) Prior Authorization Process

Initially, the prescriber speaks with a CPT when requesting authorization. For select CDRP
medications, only the prescriber who orders a CDRP drug can initiate the PA process. If, during
the discussion, the clinical criteria for approval are not met, the request is referred to a
pharmacist so that the prescriber may provide additional information to support the use of the
drug. At the prescriber’s request, a physician peer review may take place. In SFY 15/16, there
were 56 physician peer reviews completed, however, consistent with last year, there were no
denials rendered. Unlike the PDP which allows the prescriber to prevail, the CDRP legislation
allows for a denial where there is substantial evidence of fraud or abuse. Under current statute,
requests may not be denied for lack of medical necessity.
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[1l. Outreach and Education

Outreach and education efforts focus on ensuring that providers and members are informed
about Medicaid’'s pharmacy PA programs and are kept up to date on program changes.

During the fiscal year, changes to the PDP occurred through the re-review of existing classes
and addition of new drug classes. With each change, prescribers and pharmacies were notified
in advance when the Preferred Drug List (PDL) was changing and the PA requirements that
would apply to newly non-preferred and CDRP drugs. Notification was achieved via electronic
notification and the Medicaid Update (a monthly Medicaid provider communication). The PDP
website (newyork.thsc.com) is another venue for information, offering easy access for
prescribers, pharmacists, members and other interested parties (Appendix 7). Brochures for
members are available on-line and in a number of languages including Bosnian, Chinese,
Spanish, Yiddish and Haitian Creole (Appendix 6).
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IV. Prescriber, Pharmacy, and Patient Satisfaction

Complaints

Complaints may be received through a variety of sources including by mail or email, through
the Clinical Call Center (CCC) or Medicaid Helpline. When such calls are received they are
referred to the DOH Medicaid pharmacy staff where direct assistance is provided. Seven
complaints about the PDP and CDRP were received during this fiscal year, primarily via phone
calls. Ten fewer complaints were received this SFY than were received the previous year. All
complaints received (particularly those that are logged as “Other”) are shared with the Quality
Assurance Group (QAG) for review/follow-up and are used as a means for quality
analysis/trending of data. Data are used as part of a continuous quality improvement process to
ensure appropriate and timely response to complaints and to address opportunities for
improvement. These complaints are listed below by the category in which they were logged.

Customer Service Pharmacy

Other
PA/Utilization Management Issue

PDL Criteria
Total

ik = oW

The DOH Medicaid pharmacy staff individually addresses issues related to policy. These
inquiries are also used to identify providers who may need additional program education.

Patient reaction to the PDP remains positive. Medicaid's Helpline for members received 31

calls on this topic, but when such calls are received, they are referred to the DOH Medicaid
pharmacy staff, which provides direct assistance to the member and/or their providers.
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V. Outcomes and Cost Savings

Preferred Drug Program

Under the Medicaid Drug Rebate Program created by the Omnibus Reconciliation Act of 1990
(OBRA), drug manufacturers are required to enter into rebate agreements with the Centers for
Medicare and Medicaid Services (CMS), for drug products reimbursed by Medicaid. Medicaid
programs must cover all outpatient drugs of a manufacturer that signs a national rebate
agreement. Many Medicaid programs, including New York’s, use a PDP to collect supplemental
rebates from manufacturers when their drugs are designated as preferred within the drug class.

To receive supplemental rebates, New York State joined the National Medicaid Pooling Initiative
(NMPI). Additionally, the New York State Direct Contracting Program (SDC) enables access to
rebates for manufactures that do not participate in NMPI. Both programs are administered by
Magellan Medicaid Administration. New York is among 11 states that currently participate in the
NMPI. Others include Alaska, Kentucky, Michigan, Minnesota, Montana, New Hampshire,
Rhode Island, South Carolina, North Carolina and the District of Columbia. At the end of the
fiscal year the NMPI includes more than 90 participating manufacturers and has approximately
5.5 million member lives.

Contracts with manufacturers have a three-year net price guarantee; net prices may decrease
during the period, but they may not increase. Rebate amounts are based on the Wholesale
Acquisition Cost (WAC) for each individual drug. Each Participating State in the NMPI program
maintains its own P&TC or DURB and the ability to designate a drug as preferred or non-
preferred.

The Medicaid Fee-for-Service program paid approximately 11.9 million paid pharmacy claims in
SFY 15/16. Of these, 36 percent were for a drug that fell within one of the classes of drugs on
the PDP. Of the drugs subject to the PDP, at the end of the fiscal year 66.4 percent of claims
were for drugs that did not require prior authorization. The remaining 33.6 percent of claims
were for drugs that required prior authorization. These percentages are attributable to the wide
selection of preferred drugs within a class, prescriber familiarity with the Medicaid PDP and
education efforts. Success is further supported by the pharmacy provider community in
advising prescribers of preferred drug choices. There were 157,259 prior authorizations
administered for all pharmacy programs.

Under the PDP, the highest volume of requests for prior authorizations during SFY 15/16 were
for the following drug classes: short-acting opioids (20 percent), used to treat moderate to
severe pain; second generation antipsychotics (19 percent), primarily used to treat mental
health illnesses such as schizophrenia and bipolar disorder; CNS Stimulants (7 percent),
primarily used to treat ADHD; Proton Pump Inhibitors (6 percent), used to treat acid reflux; and
second generation anticonvulsants (5 percent), used primarily to treat seizure disorders.
Requests for prior authorization for Hepatitis C Agents made up 1.3 percent of prior
authorizations for this fiscal year.

Consistent with the experience in SFY 14/15, primary indicators for PDP PA requests to
prescribe a non-preferred drug include treatment failure on preferred medication,
contraindications preventing transition to preferred medications and adverse reactions to
preferred medications. Overall, after consultation with CCC staff, 2.6 percent of the total
requests resulted in the prescriber agreeing to use the preferred drug in lieu of a non-preferred
drug. The CCC representatives have continued to promote the use of preferred agents as
clinically appropriate, attributing to the relative changes observed. Total PDP savings are
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calculated by combining the sum of supplemental rebates invoiced with the savings associated
with market share shift to less expensive products within each therapeutic drug class. For SFY
15/16, total PDP savings were approximately $12.8 million. As in the previous SFY, the FDA
approval and FFS Medicaid coverage of new Hepatitis C Direct Acting Antivirals shortly before
and during this time period significantly increased cost and negatively impacted total PDP
savings. When these costly new drugs entered the market, they gained market share at the
expense of older, lower cost products in their respective class. As a result, market shift savings
over the period was negative. Appendix 10 lists the program’s cost avoidance by county.

Market Shift Cost Avoidance is the difference between what was actually paid and what would
have been paid without a Prescription Drug Plan (PDP). This will be negative if the net cost of
the preferred agents (not including supplemental rebates) is higher than the net cost of the non-
preferred agents. When costly new drugs enter the market, they may pick up market share at
the expense of lower cost products. To that point, a negative market shift is not necessarily
reflective of a poor PDL performance, because without the PDL the negative shift in market
share towards the high-cost products would have been higher.

Outcomes and Cost Savings — Clinical Drug Review Program (CDRP)

In this fiscal year, a total of 9,324 requests were approved for PA of drugs under the CDRP as
follows:

e Anabolic Steroids: 596

e CNS Stimulants (18 or Older): 5680

e Fentanyl Mucosal Agents: 52

e Growth Hormones (21 or Older): 14

e Immunomodulators: Topical: 282

e Lidoderm®: 636

e Phosphodiesterase type-5 (PDE-5) Inhibitors for PAH: 118
e Regranex® 14

e Serostim®: 4

e Synagis®: 526

e Truvada® 1155

e Xyrem®: 12

e Oxazolidinone Antibiotics®: 235

All CDRP requests were authorized using the criteria in current statute, which allows a denial
only based on substantial evidence of fraud and abuse. It is difficult to obtain evidence or
documentation during a phone call, that would serve to support such a denial. However, if
statute allowed denial based on medical necessity, 4 percent of requests would have been
denied. This suggests that although the program has a strong sentinel effect, helping to ensure
appropriate prescribing practices and protect patient safety, opportunities exist to enhance the
program further.
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VI. Conclusion

The tenth full fiscal year of operation of the PDP, and CDRP, proceeded smoothly. Results
continue to show that the PDP and CDRP programs are effective in assuring access to high
quality, cost effective medications and have resulted in significant program savings, while
promoting access to medically necessary drugs for Medicaid members.

In SFY 15/16, the DURB re-reviewed 28 classes of drugs in the PDP to include drugs recently
approved by the FDA and newly available clinical and financial information. Five new drug
classes were reviewed for inclusion on the PDP. By the end of the SFY there were a total of 108
drug classes subject to the PDP. No new drugs were recommended for inclusion into the CDRP
by the DUR Board in this fiscal year.

Technological advancements including audiocasts of DURB meetings and email notification to
interested parties regarding PDL changes, have ensured the transparency of the PDP and
CDRP process.

Providers continue to receive notification of PDL revisions through email distribution lists,
website postings and Medicaid Update article publications.

Since October 2011, members in mainstream Medicaid managed care plans receive their
pharmacy benefit through their plans. This change explains the variance in rebates from this
year compared to years prior to October 2011. The Medicaid FFS PDP continues to provide
value to members that remain in FFS through the use of a preferred drug list which promotes
clinically appropriate drug utilization, while also reducing costs.

The Pharmacy Prior Authorization programs continue to be monitored closely by DOH staff. An
annual review of the NMPI and SDC supplemental invoice process by an independent
consultant, is conducted to ensure appropriate protocol and accounting is maintained.
Complaints are tracked to ensure appropriate resolution, and feedback from complaints is
evaluated for potential enhancements to the process.
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Appendix 1

1 — Legislation: Part C, Section 10 of Chapter 58 of the Laws

of 2005
ARTICLE 2-A
PRESCRIPTION DRUGS
Section 270. Definitions.

272. Preferred drug program.
273. Preferred drug program prior authorization.
274. Clinical drug review program.
275. Applicability of prior authorization to EPIC.
276. Education and outreach.
277. Review and reports.
280. Prescription drug discount program.

§ 270. Definitions. As wused 1in this article, unless the context

clearly requires otherwise:

1. "Administrator”™ means an entity with which the commissioner
contracts for the purpose of administering elements of the preferred
drug program, as established under section two hundred seventy-two of
this article or the clinical drug review program established under
section two hundred seventy-four of this article.

2. "Board"™ shall mean the drug utilization review board.

3. "Clinical drug review program'™ means the clinical drug review
program created by section two hundred seventy-four of this article.

4. "Emergency condition" means a medical or behavioral condition as
determined by the prescriber or pharmacists, the onset of which 1is
sudden, that manifests itself by symptoms of sufficient severity,
including severe pain, and Tfor which delay 1in beginning treatment
prescribed by the patient"s health care practitioner would result in:

(a) placing the health or safety of the person afflicted with such
condition or other person or persons iIn serious jeopardy;

(b) serious impairment to such person®s bodily functions;

(c) serious dysfunction of any bodily organ or part of such person;

(d) serious disfigurement of such person; or

(e) severe discomfort.

5. "Non preferred drug™ means a prescription drug that is included 1in
the preferred drug program and is not one of the drugs on the preferred
drug list because it is either: (a) iIn a therapeutic class that is
included in the preferred drug program and is not one of the drugs on
the preferred drug list in that class or (b) manufactured by a
pharmaceutical manufacturer with whom the commissioner is negotiating or
has negotiated a manufacturer agreement and is not a preferred drug
under a manufacturer agreement.

6. ""Panel”™ means the elderly pharmaceutical insurance coverage panel
established pursuant to section two hundred forty-four of the elder law.

7. "Preferred drug" means a prescription drug that is either (a) in a
therapeutic class that is included in the preferred drug program and is
one of the drugs on the preferred drug list in that class or (b) a
preferred drug under a manufacturer agreement.

8. "Preferred drug program” means the preferred drug program
established under section two hundred seventy-two of this article.
9. "Prescription drug" or "drug" means a drug defined in subdivision

seven of section sixty-eight hundred two of the education law, for which
a prescription is required under the federal food, drug and cosmetic
act. Any drug that does not require a prescription under such act, but
which would otherwise meet the criteria under this article for inclusion
on the preferred drug list may be added to the preferred drug list under
this article; and, if so included, shall be considered to be a
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prescription drug for purposes of this article; provided that it shall
be eligible for reimbursement under a state public health plan when
ordered by a prescriber authorized to prescribe under the state public
health plan and the prescription is subject to the applicable provisions
of this article and paragraph (a) of subdivision four of section three
hundred sixty-five-a of the social services law.

10. "Prior authorization”™ means a process requiring the prescriber or
the dispenser to verify with the applicable state public health plan or
its authorized agent that the drug is appropriate for the needs of the
specific patient.

11. "'State public health plan™ means the medical assistance program
established by title eleven of article five of the social services law
(referred to in this article as "Medicaid™), the elderly pharmaceutical
insurance coverage program established by title three of article two of
the elder law (referred to in this article as "EPIC"), and the Tamily
health plus program established by section three hundred sixty-nine-ee
of the social services law to the extent that section provides that the
program shall be subject to this article.

12. "Supplemental rebate" means a supplemental rebate under
subdivision eleven of section two hundred seventy-two of this article.

13. "Therapeutic class™ means a group of prescription drugs that
produce a particular intended clinical outcome and are grouped together
as a therapeutic class by the pharmacy and therapeutics committee.

14. "Manufacturer agreement'" means an agreement between the
commissioner and a pharmaceutical manufacturer under paragraph (b) of
subdivision eleven of section two hundred seventy-two of this article.

§ 272. Preferred drug program. 1. There 1is hereby established a
preferred drug program to promote access to the most effective
prescription drugs while reducing the cost of prescription drugs for
persons in state public health plans.

2. When a prescriber prescribes a non-preferred drug, state public
health plan reimbursement shall be denied unless prior authorization is
obtained, unless no prior authorization is required under this article.

3. The commissioner shall establish performance standards for the
program that, at a minimum, ensure that the preferred drug program and
the clinical drug review program provide sufficient technical support
and timely responses to consumers, prescribers and pharmacists.

4. Notwithstanding any other provision of law to the contrary, no
preferred drug program or prior authorization requirement  for
prescription drugs, except as created by this article, paragraph (a-1)
or (a-2) of subdivision four of section three hundred sixty-five-a of
the social services law, paragraph (g) of subdivision two of section
three hundred sixty-five-a of the social services law, subdivision one
of section two hundred forty-one of the elder law and shall apply to the
state public health plans.

5. The drug utilization review board shall consider and make
recommendations to the commissioner for the adoption of a preferred drug
program. (a) In developing the preferred drug program, the board shall,
without [Ilimitation: (i) identify therapeutic classes or drugs to be
included in the preferred drug program; (ii) identify preferred drugs in
each of the chosen therapeutic classes; (iii) evaluate the clinical
effectiveness and safety of drugs considering the latest peer-reviewed
research and may consider studies submitted to the federal food and drug
administration 1in connection with 1its drug approval system; (iv)
consider the potential impact on patient care and the potential fiscal
impact that may result from making such a therapeutic class subject to
prior authorization; and (v) consider the potential impact of the
preferred drug program on the health of special populations such as
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children, the elderly, the chronically ill, persons with HIV/AIDS and
persons with mental health conditions.

(b) In developing the preferred drug program, the board may consider
preferred drug programs or evidence based research operated or conducted
by or for other state governments, the federal government, or
multi-state coalitions. Notwithstanding any inconsistent provision of
section one hundred twelve or article eleven of the state finance law or
section one hundred forty-two of the economic development law or any
other law, the department may enter into contractual agreements with the
Oregon Health and Science University Drug Effectiveness Review Project
to provide technical and clinical support to the board and the
department in researching and recommending drugs to be placed on the
preferred drug list.

(c) The board shall from time to time review all therapeutic classes
included in the preferred drug program, and may recommend that the
commissioner add or delete drugs or classes of drugs to or from the
preferred drug program, subject to this subdivision.

(d) The board shall establish procedures to promptly review
prescription drugs newly approved by the federal food and drug
administration.

6. The board shall recommend a procedure and criteria for the approval

of non-preferred drugs as part of the prior authorization process. In
developing these criteria, the board shall include consideration of the
following:

(a) the preferred drug has been tried by the patient and has failed to
produce the desired health outcomes;

(b) the patient has tried the preferred drug and has experienced
unacceptable side effects;

(c) the patient has been stabilized on a non-preferred drug and
transition to the preferred drug would be medically contraindicated; and

(d) other clinical indications for the use of the non-preferred drug,
which shall include consideration of the medical needs of special
populations, including children, the elderly, the chronically ill,
persons with mental health conditions, and persons affected by HIV/AIDS.

7. The commissioner shall provide thirty days public notice on the
department®s website prior to any meeting of the board to develop
recommendations concerning the preferred drug program. Such notice
regarding meetings of the board shall include a description of the
proposed therapeutic class to be reviewed, a listing of drug products in
the therapeutic class, and the proposals to be considered by the board.
The board shall allow interested parties a reasonable opportunity to
make an oral presentation to the board related to the prior
authorization of the therapeutic class to be reviewed. The board shall
consider any information provided by any interested party, including,
but not limited to, prescribers, dispensers, patients, consumers and
manufacturers of the drug in developing their recommendations.

8. The commissioner shall provide notice of any recommendations
developed by the board regarding the preferred drug program, at least
five days before any final determination by the commissioner, by making
such information available on the department®s website. Such public
notice may include: a summary of the deliberations of the board; a
summary of the positions of those making public comments at meetings of
the board; the response of the board to those comments, if any; and the
findings and recommendations of the board.

9. Within ten days of a final determination regarding the preferred
drug program, the commissioner shall provide public notice on the
department®s website of such determinations, including: the nature of
the determination; and analysis of the impact of the commissioner®s
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determination on state public health plan populations and providers; and
the projected fiscal impact to the state public health plan programs of
the commissioner®s determination.

10. The commissioner shall adopt a preferred drug program and
amendments after considering the recommendations from the board and any
comments received from prescribers, dispensers, patients, consumers and
manufacturers of the drug.

(a) The preferred drug list in any therapeutic class included in the
preferred drug program shall be developed based initially on an
evaluation of the clinical effectiveness, safety and patient outcomes,
followed by consideration of the cost-effectiveness of the drugs.

(b) In each therapeutic class included in the preferred drug program,
the board shall determine whether there 1is one drug which is
significantly more clinically effective and safe, and that drug shall be
included on the preferred drug list without consideration of cost. IF,
among two or more drugs in a therapeutic class, the difference in
clinical effectiveness and safety is not clinically significant, then
cost effectiveness (including price and supplemental rebates) may also
be considered in determining which drug or drugs shall be included on
the preferred drug list.

(c) In addition to drugs selected under paragraph (b) of this
subdivision, any prescription drug in the therapeutic class, whose cost
to the state public health plans (including net price and supplemental
rebates) 1is equal to or less than the cost of another drug in the
therapeutic class that is on the preferred drug list under paragraph (b)
of this subdivision, may be selected to be on the preferred drug list,
based on clinical effectiveness, safety and cost-effectiveness.

(d) Notwithstanding any provision of this section to the contrary, the
commissioner may designate therapeutic classes of drugs, including
classes with only one drug, as all preferred prior to any review that
may be conducted by the board pursuant to this section.

11. () The commissioner  shall provide an opportunity Tfor
pharmaceutical manufacturers to provide supplemental rebates to the
state public health plans for drugs within a therapeutic class; such
supplemental rebates shall be taken into consideration by the board and
the commissioner in determining the cost-effectiveness of drugs within a
therapeutic class under the state public health plans.

(b) The commissioner may designate a pharmaceutical manufacturer as
one with whom the commissioner is negotiating or has negotiated a
manufacturer agreement, and all of the drugs it manufactures or markets
shall be included in the preferred drug program. The commissioner may
negotiate directly with a pharmaceutical manufacturer Tfor rebates
relating to any or all of the drugs it manufactures or markets. A
manufacturer agreement shall designate any or all of the drugs
manufactured or marketed by the pharmaceutical manufacturer as being
preferred or non preferred drugs. When a pharmaceutical manufacturer has
been designated by the commissioner under this paragraph but the
commissioner has not reached a manufacturer agreement with the
pharmaceutical manufacturer, then the commissioner may designate some or
all of the drugs manufactured or marketed by the pharmaceutical
manufacturer as non preferred drugs. However, notwithstanding this
paragraph, any drug that is selected to be on the preferred drug list
under paragraph (b) of subdivision ten of this section on grounds that
it is significantly more clinically effective and safer than other drugs
in its therapeutic class shall be a preferred drug.

(c) Supplemental rebates under this subdivision shall be in addition
to those required by applicable federal law and subdivision seven of
section three hundred sixty-seven-a of the social services law. In order
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to be considered 1in connection with the preferred drug program, such
supplemental rebates shall apply to the drug products dispensed under
the Medicaid program and the EPIC program. The commissioner is
prohibited from approving alternative rebate demonstrations, value added
programs or guaranteed savings from other program benefits as a
substitution for supplemental rebates.

13. The commissioner may implement all or a portion of the preferred
drug program through contracts with administrators with expertise in
management of pharmacy services, subject to applicable laws.

14. For a period of eighteen months, commencing with the date of
enactment of this article, and without regard to the preferred drug
program or the clinical drug review program requirements of this
article, the commissioner is authorized to implement, or continue, a
prior authorization requirement for a drug which may not be dispensed
without a prescription as required by section sixty-eight hundred ten of
the education law, for which there is a non-prescription version within
the same drug class, or for which there is a comparable non-prescription
version of the same drug. Any such prior authorization requirement shall
be 1implemented in a manner that is consistent with the process employed
by the commissioner for such authorizations as of one day prior to the
date of enactment of this article. At the conclusion of the eighteen
month period, any such drug or drug class shall be subject to the
preferred drug program requirements of this article; provided, however,
that the commissioner is authorized to immediately subject any such drug
to prior authorization without regard to the provisions of subdivisions
five through eleven of this section.

273. Preferred drug program prior authorization. 1. For the purposes
of this article, a prescription drug shall be considered to be not on
the preferred drug list if it is a non preferred drug.

2. The preferred drug program shall make available a twenty-four hour
per day, seven days per week telephone call center that includes a
toll-free telephone line and dedicated Tfacsimile line to respond to
requests for prior authorization. The call center shall include
qualified health care professionals who shall be available to consult
with prescribers concerning prescription drugs that are not on the
preferred drug list. A prescriber seeking prior authorization shall
consult with the program call 1line to reasonably present his or her
jJjustification for the prescription and give the program®s qualified
health care professional a reasonable opportunity to respond.

3. (a) When a patient®"s health care provider prescribes a prescription
drug that 1is not on the preferred drug list, the prescriber shall
consult with the program to confirm that 1in his or her reasonable
professional judgment, the patient"s clinical condition is consistent
with the criteria for approval of the non-preferred drug. Such criteria
shall include:

(i) the preferred drug has been tried by the patient and has failed to
produce the desired health outcomes;

(ii) the patient has tried the preferred drug and has experienced
unacceptable side effects;

(iii) the patient has been stabilized on a non-preferred drug and
transition to the preferred drug would be medically contraindicated; or

(iv) other clinical indications identified by the committee for the
patient®"s use of the non-preferred drug, which shall include
consideration of the medical needs of special populations, including
children, elderly, chronically ill, persons with mental health
conditions, and persons affected by HIV/AIDS.

(b) In the event that the patient does not meet the criteria in
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paragraph (a) of this subdivision, the prescriber may provide additional
information to the program to justify the use of a prescription drug
that is not on the preferred drug list. The program shall provide a
reasonable opportunity for a prescriber to reasonably present his or her
Justification of prior authorization. If, after consultation with the
program, the prescriber, in his or her reasonable professional judgment,
determines that the use of a prescription drug that is not on the
preferred drug list is warranted, the prescriber"s determination shall
be final.

(c) |If a prescriber meets the requirements of paragraph (a) or (b) of
this subdivision, the prescriber shall be granted prior authorization
under this section.

(d) In the iInstance where a prior authorization determination is not
completed within twenty-four hours of the original request, solely as
the result of a failure of the program (whether by action or inaction),
prior authorization shall be immediately and automatically granted with
no further action by the prescriber and the prescriber shall be notified
of this determination. In the instance where a prior authorization
determination is not completed within twenty-four hours of the original
request Tor any other reason, a seventy-two hour supply of the
medication shall be approved by the program and the prescriber shall be
notified of this determination.

4. When, in the judgment of the prescriber or the pharmacist, an
emergency condition exists, and the prescriber or pharmacist notifies
the program that an emergency condition exists, a seventy-two hour
emergency supply of the drug prescribed shall be immediately authorized
by the program.

5. In the event that a patient presents a prescription to a pharmacist
for a prescription drug that is not on the preferred drug list and for
which the prescriber has not obtained a prior authorization, the
pharmacist shall, within a prompt period based on professional judgment,
notify the prescriber. The prescriber shall, within a prompt period
based on professional judgment, either seek prior authorization or shall
contact the pharmacist and amend or cancel the prescription. The
pharmacist shall, within a prompt period based on professional judgment,
notify the patient when prior authorization has been obtained or denied
or when the prescription has been amended or cancelled.

6. Once prior authorization of a prescription for a drug that 1is not
on the preferred drug list is obtained, prior authorization shall not be
required for any refill of the prescription.

7. No prior authorization under the preferred drug program shall be
required when a prescriber prescribes a drug on the preferred drug list;
provided, however, that the commissioner may identify such a drug for
which prior authorization is required pursuant to the provisions of the
clinical drug review program established under section +two hundred
seventy-four of this article.

8. The department shall monitor the prior authorization process for
prescribing patterns which are suspected of endangering the health and
safety of the patient or which demonstrate a likelihood of fraud or
abuse. The department shall take any and all actions otherwise permitted
by law to investigate such prescribing patterns, to take remedial action
and to enforce applicable federal and state laws.

9. No prior authorization under the preferred drug program shall be
required for any prescription under EPIC until the panel has made prior
authorization applicable to EPIC under section two hundred seventy-five
of this article.

10. Prior authorization shall not be required for an initial or
renewal prescription for buprenorphine or injectable naltrexone for
detoxification or maintenance treatment of opioid addiction unless the
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prescription is for a non-preferred or non-formulary form of such drug
as otherwise required by section 1927(k)(6) of the Social Security Act.

274. Clinical drug review program. 1. In addition to the preferred
drug program established by this article, the commissioner may establish
a clinical drug review program. The commissioner may, from time to time,
require prior authorization under such program for prescription drugs or
patterns of utilization under state public health plans. When a
prescriber prescribes a drug which requires prior authorization under
this section, state public health plan reimbursement shall be denied
unless such prior authorization is obtained.

2. The clinical drug review program shall make available a twenty-four
hour per day, seven days per week response system.

3. In establishing a prior authorization requirement for a drug under
the clinical drug review program, the commissioner shall consider the
following:

(a) whether the drug requires monitoring of prescribing protocols to
protect both the long-term efficacy of the drug and the public health;

(b) the potential for, or a history of, overuse, abuse, drug diversion
or illegal utilization; and

(c) the potential for, or a history of, utilization iInconsistent with
approved indications. Where the commissioner finds that a drug meets at
least one of these criteria, in determining whether to make the drug
subject to prior authorization under the clinical drug review program,
the commissioner shall consider whether similarly effective alternatives
are available for the same disease state and the effect of that
availability or lack of availability.

4. The commissioner shall obtain an evaluation of the factors set
forth in subdivision three of this section and a recommendation as to
the establishment of a prior authorization requirement for a drug under
the clinical drug review program from the drug utilization review board.
For this purpose, the commissioner and the board, as applicable, shall
comply with the following meeting and notice processes established by
this article:

(a) the open meetings law and freedom of information law provisions of
subdivision six of section two hundred seventy-one of this article; and

(b) the public notice and interested party provisions of subdivisions
seven, eight and nine of section two hundred seventy-two of this
article.

5. The board shall recommend a procedure and criteria for the approval
of drugs subject to prior authorization under the clinical drug review
program. Such criteria shall include the specific approved clinical
indications for use of the drug.

6. The commissioner shall identify a drug for which prior
authorization 1is required, as well as the procedures and criteria for
approval of use of the drug, under the clinical drug review program
after considering the recommendations from the board and any comments
received from prescribers, dispensers, consumers and manufacturers of
the drug. In no event shall the prior authorization criteria for
approval pursuant to this subdivision result in denial of the prior
authorization request based on the relative cost of the drug subject to
prior authorization.

7. In the event that the patient does not meet the criteria for
approval established by the commissioner in subdivision six of this
section, the clinical drug review program shall provide a reasonable
opportunity for a prescriber to reasonably present his or her
Justification for prior authorization. If, after consultation with the
program, the prescriber, in his or her reasonable professional judgment,
determines that the use of the prescription drug Is warranted, the
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prescriber®s determination shall be final and prior authorization shall
be granted under  this section; provided, however, that prior
authorization may be denied 1In cases where the department has
substantial evidence that the prescriber or patient is engaged in fraud
or abuse relating to the drug.

8. In the event that a patient presents a prescription to a pharmacist
for a prescription drug that requires prior authorization under this
section and for which prior authorization has not been obtained, the
pharmacist shall, within a prompt period based on professional judgment,
notify the prescriber. The prescriber shall, within a prompt period
based on professional judgment, either seek prior authorization or shall
contact the pharmacist and amend or cancel the prescription. The
pharmacist shall, within a prompt period based on professional judgment,
notify the patient when prior authorization has been obtained or denied
or when the prescription has been amended or cancelled.

9. In the instance where a prior authorization determination 1is not
completed within twenty-four hours of the original request solely as the
result of a failure of the program (whether by action or inaction),
prior authorization shall be immediately and automatically granted
without further action by the prescriber and the prescriber shall be
notified of this determination. In the 1instance where a prior
authorization determination is not completed within twenty-four hours of
the original request for any other reason, a seventy-two hour supply of
the medication will be approved by the program and the prescriber shall
be notified of the determination.

10. When, in the judgment of the prescriber or the pharmacist, an
emergency condition exists, and the prescriber or pharmacist notifies
the program to confirm that such an emergency condition exists, a
seventy-two hour emergency supply of the drug prescribed shall be
immediately authorized by the program.

11. The department or the panel shall monitor the prior authorization
process for prescribing patterns which are suspected of endangering the
health and safety of the patient or which demonstrate a likelihood of
fraud or abuse. The department or the panel shall take any and all
actions otherwise permitted by law to investigate such prescribing
patterns, to take remedial action and to enforce applicable federal and
state laws.

12. The commissioner may implement all or a portion of the clinical
drug review program through contracts with administrators with expertise
in management of pharmacy services, subject to applicable laws.

13. No prior authorization under the clinical drug review program
shall be required for any prescription under EPIC until the commissioner
has made prior authorization applicable to EPIC under section two
hundred seventy-five of this article.

14. For the period of eighteen months, commencing with the date of
enactment of this article, the commissioner is authorized to continue
prior authorization requirements for prescription drugs subject to prior
authorization as of one day prior to the enactment of this article and
which are not described in subdivision fourteen of section two hundred
seventy-two of this article. At the conclusion of the eighteen month
period, any such drug shall be subject to the clinical drug review
program requirements of this section; provided, however, that the
commissioner is authorized to immediately subject any such drug to prior
authorization without regard to the provisions of subdivisions three
through six of this section.

275. Applicability of prior authorization to EPIC. The panel shall,
no later than April first, two thousand eight, proceed to make prior
authorization under the preferred drug program and the clinical review
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drug program, under this article, applicable to prescriptions under
EPIC. The panel shall take necessary actions consistent with this
article to apply prior authorization under this article to EPIC. Upon
determining that the necessary steps have been taken to apply prior
authorization under this article to EPIC, the panel shall, with
reasonable prior public notice, make prescriptions under EPIC subject to
prior authorization under this article as of a specified date. If
necessary, the panel may provide that such applicability take effect on
separate dates for the preferred drug program and the clinical drug
review program.

276. Education and outreach. The department or the panel may conduct
education and outreach programs for consumers and health care providers
relating to the safe, therapeutic and cost-effective use of prescription
drugs and appropriate treatment practices for containing prescription
drug costs. The department or the panel shall provide information as to
how prescribers, pharmacists, patients and other interested parties can
obtain information regarding drugs included on the preferred drug list,
whether any change has been made to the preferred drug list since it was
last issued, and the process by which prior authorization may be
obtained.

277. Review and reports. 1. The commissioner, in consultation with
the drug utilization review board, shall undertake periodic reviews, at
least annually, of the preferred drug program which shall include
consideration of:

(a) the volume of prior authorizations being handled, including data
on the number and characteristics of prior authorization requests for
particular prescription drugs;

(b) the quality of the program®s responsiveness, including the quality
of the administrator®s responsiveness;

(c) complaints received from patients and providers;

(d) the savings attributable to the state, and to each county and the
city of New York, due to the provisions of this article;

(e) the aggregate amount of supplemental rebates received in the
previous fiscal year and in the current fiscal year, to date; and such
amounts are to be broken out by fiscal year and by month;

(F) the education and outreach program established by section two
hundred seventy-six of this article.

2. The commissioner and the board shall, beginning March thirty-first,
two thousand six and annually thereafter, submit a report to the
governor and the legislature concerning each of the items subject to
periodic review under subdivision one of this section.

3. The commissioner and the board shall, beginning with the
commencement of the preferred drug program and monthly thereafter,
submit a report to the governor and the Ilegislature concerning the
amount of supplemental rebates received.
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2 — Drug Utilization Review Board Membership (as of March

2016)

Drug TTtihization Review Board Memhership

DOH Designes - Chairperson
1. Jazon Helgerson

Physicians

2 Fenarte Ignacio, WD

3. Paula Panzer, WD

4. Asa Radiz, WD

3. James Saperstone, WD

6. Clristopher I, Whuphy, WD
7. Waancy

Phartracists

8. Lisa Anmizi, PharmD

9. Leigh Briscoe-Drarer, PharmD
10. James E. Hopsicler, EPh, VB A
11. Wlichelle Fainlea, Phattml

12, Tara M. Thomas, RFh, MBA
13, Wacancy

DUR Experts
14. Dormia Chiefari, PhanmD

15. Jadwiga Najib, PharmD

MNutze PractionetToli dwafe
1é. Manecy Balkon, Phl, NP

Consurner 5T onsumner Fepresentatives

17 Wlarla Eglowstein, ID
15, John Wildera
19, Wacancy
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3 — Drug Classes in the Preferred Drug Program (as of March

2016)

The following table lists drug classes that were reviewed at the DURB during this fiscal year. Also
included is the review date, the date the PDL was publicly posted, and the date some drugs within the

class required PA.

DURB Meeting
April 22, 2015

Drug Class
ACE INHIBITORS

Posting Date
May 26, 2015

Date PA Required
June 25, 2015

September 1, 2015

ACE INHIBITOR COMBINATIONS

September 1, 2015

September 1, 2015

September 17, 2015

ACTINIC KERATOSIS AGENTS

October 27, 2015

November 19, 2015

September 17, 2015

ANABOLIC STEROIDS: TOPICAL

October 27, 2015

November 19, 2015

April 22, 2015 ANTIBIOTIC-STEROID COMBINATION: May 26, 2015 June 25, 2015
OPHTHALMIC
April 22, 2015 ANTICHOLINERGICS: RESPIRATORY May 26, 2015 June 25, 2015
April 22, 2015 ANTICOAGULANTS: ORAL May 26, 2015 June 25, 2015
April 22, 2015 ANTICONVULSANTS SECOND May 26, 2015 June 25, 2015
GENERATION
April 22, 2015 ANTIHISTAMINES: OPHTH May 26, 2015 June 25, 2015
April 22, 2015 ANTIVIRALS: TOPICAL May 26, 2015 June 25, 2015
September 1, 2015 ARB COMBINATIONS September 1, 2015 | September 1, 2015
April 22, 2015 BETA AGONISTS: LONG-ACTING May 26, 2015 June 25, 2015
April 22, 2015 CNS STIMULANTS May 26, 2015 June 25, 2015
April 22, 2015 ERYTHROPOIESIS STIMULATING AGENTS | May 26, 2015 June 25, 2015
April 22, 2015 GLP-1 RECEPTOR AGONISTS May 26, 2015 June 25, 2015
April 22, 2015 IMMUNOMODULATORS: SYSTEMIC May 26, 2015 June 25, 2015

September 17, 2015

ANTIBIOTICS, INHALED

October 27, 2015

November 19, 2015

September 17, 2015

INSULINS: RAPID-ACTING

October 27, 2015

November 19, 2015

April 22, 2015 MULTIPLE SCLEROSIS AGENTS May 26, 2015 June 25, 2015
April 22, 2015 NIACIN DERIVATIVES May 26, 2015 June 25, 2015
April 22, 2015 NSAIDS: PRESCRIPTION May 26, 2015 June 25, 2015
April 22, 2015 OPIATES: LONG ACTING May 26, 2015 June 25, 2015
April 22, 2015 OPIOID DEPENDENCE AGENTS May 26, 2015 June 25, 2015
April 22, 2015 PHOSPHATE REGULATORS May 26, 2015 June 25, 2015
September 17, 2015 | PLATELET INHIBITORS October 27, 2015 November 19, 2015
April 22, 2015 PSORIASIS AGENTS: TOPICAL May 26, 2015 June 25, 2015
April 22, 2015 SEDATIVE HYPNOTICS May 26, 2015 June 25, 2015
April 22, 2015 STEROIDS: INHALED May 26, 2015 June 25, 2015
April 22, 2015 STEROIDS: TOPICAL - HIGH POTENCY May 26, 2015 June 25, 2015
April 22, 2015 TRIG. LOWERING AGENTS May 26, 2015 June 25, 2015
April 22, 2015 URINARY TRACT ANTISPASMODICS May 26, 2015 June 25, 2015

September 17, 2015

ANTIPSYCHOTICS: SECOND
GENERATION

October 27, 2015

November 19,
2015
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Appendix 4

4 — Preferred and Non-Preferred Drug List (as of March 2016)

Revized: March 15, 2016

New York State Medicaid Fee-For-Service Pharmacy Programs

OVERVIEW OF CONTENTS

(Pages 2-39) Last Major Update: October 27, 2015

The PDP promotesthe use of less expensive, equally effective drugswhen medically appropriate through a Preferred Drug List (PDL). All drugs currently covered
by Fee-For-Service (FFS) Medicaid remain available under the POP and the determination of preferred and non-preferred drugs does not prohikit a prescriber
from abtaining any ofthe medications covered under Medicaid.

+  Morrpreferred drugs inthese classes require prior authorization (PAY, unless indicated otherwise.

+  Preferred drugsthat require prior authaorization are indicated by footnote.

+  Specific Clinical, Freguency/@uantity/Duration, Step Therapy criteria is listed in column atthe right.

(Page 40) Last Update: February 21, 2013

The CORP is aimed at ensuring specific drugs are utilized in a medic ally appropriate manner. Under the CORP, certain drugs require prior authorization because
there may be specific safety issues, public health concerns, the potential for fraud and ahuse, or the potential for significant overdse and misuse.

(Pages 41-46) Last Update: January 21, 2016
The DR helps to ensure that prescriptions for outpatient drugs are appropriate, medically necessary, and not likely to result in adverse medical consequences.
This program uses prafessional medical protocols and computer techhology and claims processing to assist in the management of data regarding the prescribing
and dispensing of prescriptions. FrequencyfQuantity/Duration (FrofDh Program and Step Therapy parameters are implemented to ensure clinically appropriate and
cost effective use of these drugs and drug classes.

(Page 47) Last Update: February 18, 2016

The Brand Less Than Generic Program is a cost containment initiative which promotesthe use of certain multi-source hrand name drugs when the cost of the
brand name drug is less expensive than the generic equivalent. This prodgraim is in confarmanc e with State Education Lawe, which intends that patients receir e the
lwer cost alternative.

(Page 48) Last Updiate: Apnl 25, 2012

State lawr excludes Medicaid coverage of brand name drugsthat have a Federal Food and Drug Administration (FDA) approved A-rated generic equivalent, unless
a prior authorization is obtained. Drugs subject to the Preferred Drug FProgram (FOP)Y, Clinical Drog Review Program (CDRP), andfar the Brand Less Than Generic
(BLTG) Program are not subjectto the Mandatory Generic Program.

(Page 49-51) Last Updiate: November 6, 2014

Dose optimization can reduce prescription costs by reducing the number of pills a patient needsto take each day. The Departiment has identified drugs to he
included in this program, the majarity of which have FD& approval for onc e-aday dosing, have multiple strengths available in correlating increments at similar
costs and are currently being utilized above the recommended dosing frequency.

Faormaoare infarmation on the MYS Medicaid Pharmacy Programs:

To contact the NYS Medicaid Pharmacy Clinical Call Center please call 1-877-309-9493
To download a copy of the Prior Authorization fax form go to

NYS Medicaid PDP Annual Report 27



Appendix 4

Resized: March 15, 2016
NYS Medicaid Fee-For-Service Preferred Drug List
PREFERRED DRUG LIST — TABLE OF CONTENTS
V1. ENDOCRINE AHD METABOLIC AGENHTS............ . 24
¥Il. OPHTHALMICS e 33
KL OTICS e e .. 35

1 = Preferred as of 111972015
2 = Mon-preferred as of 110 952015
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Revized: March 15, 201 6

NY S Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs

Non-Preferred Drugs

Prior Authorization/Coverage Parameters

. ANALG ESICS

Non-Steroidal Anti-Inflammatory Drugs (NSAIDS) — Prescription

ibLprofen nap focen sodidm Anaprox® DS ketoproten S8 CLIHICAL CRITERIA (CC)
incomethacin pirocam Aethrotec® ketoralac ¥ Celebrex® (celecoxib] — one ofthe following critetis will not recuire P&
meloxicam taklet sulinclac Cambia™ meclofenamate = Ower the age of B3 years
(T e volaren® Gel Celebrex® & metenamic acid = Concurrent uze of an anticoagulant agent
naprosxen EC celecoh 22 melodcam susp. = Hiztory of 3l BleedUlcer or Peptic Ulcer Dizeaze

Da-:,.pr.:."’ M okic®

diclofenac / nabum etone

misoprostal Naprelan®

diclofenac potassium — plaprosyn®

diclofenac sodium Maprosyn® EC

diclofenac zodium BB naproxen CR

diclofenac topical 500, gws prozin

difiunisal Pennsaid®

Dueds® Ponstel®

etodalac Sprix®

etodolacER Tivote =T

Feldene ® talmetin

fenoproten wimown®

Flector® patch Wind D™

furbiprofen aoltaren® ¥R

Indocin® Fipsor®

indomethacin 3R Forvolex®

ketopraten

Opioid Antagonists
naloxane (syringe, viall Eszin®
nalrexone
Marcan® (nasal spray)
Fevia®
Opioid Dependence Agents ©5 F™T

b pre nonahine Bunzvail® CLIHICAL CRITERIA (CC)

Suboxone® (film

Fubzole ®

buprenorphine’ naloxone Eablet)

¥ Medical necessity rationale for opioid therapy is required for patients on established
buprenorphine therapy

QUAHTITY LIMT:

¥ Buprenomhine sublingual (SLY Six(B1tablets dispenszed a2 a 2-day supply, not to exceed
24 mgperday

% Buprenomhined naloxone tablet and fim ([Bunayail™  Suboxone® Fubsoly®T Three (3]

aublingual tablets ar flms per day;, maxmum of 90 tablets or films dispensed aza 30day
aupply, not to exceed 24 mg-6 mg of Suboxone, orit's equivalent per day

1 = Preferred asof 111492015
2 = Mon-preferred as of 114 952013
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Appendix 4

Revized: March 15, 2016

NY S Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs Hon-Preferred Drugs Prior Authorization/iCoverage Parameters
Opioids —Long-Acting =
fertanyl patch (12 meg, 25 meg, S0meg, 75 [Avinza® =" CLINICAL CRITERIAICC . . , -
mag, 100 mn::g]mm Bitran=® ¥  Limited to 3 total of four () opioid prescriptions ewvery 30 days; Bxemption for diagnosis of cancer or
' - e =T EarD sickle cell disease
marhing sulfate ER (capsule) I onzip - ¥ Medical necessity rationale for opioid therapy is required for patient on established buprenorphine
muotphine sulfate SR (tablet) F™" O uragesic ther apy
Emnbeds® ER = PArequired for initiation of long- acting opicid therapy in opicid-naive patients.
Exalg o® e = Exemption for diagnosis of cancer or gickle cell dizeasa.
¥ PAcrequired for amy additional long acting opioid prescription for patients curenthye on long- acting opicid
fentany patch (37 5 meg, 625 meg, ther sy i Fraing apiis preseip P W on leng-acting op
875 mcy) =  Exemption for diagnosis of cancer or sickle cell dizeasa.
by dromoarphone ER *  PAcrequired for initiation of opioid ther apy in patients currerthy on berzo diazepine tharapy
Hysingla® ER F™° STEP THERAP Y[ ST]
o ¥  MNueynts® ER (tapentadol ERY: Trial with tapentadol IR before tapentadol ER for patients who are naie
Hadian

to a long acting opicid

T
M= Contin %  Tramadol ER (tamadolnaive patients): Attempt tre atme nt with IR formulations before the following ER

Nuc:'fntaa ER ST.FRC formulations: Corzip™. tramadol ER . Ulram™ ER

0 ppana E RE AT FREGUENCY/GUANTITY/D URATION [F/2/0] - F xemption for diagnosis of cancer or sickle cell
oxycodone ER PR di sease

Omuminamm % Embedd® (morphine ER/nakres<one):

= Madumum 2 thoo) units per day

Fial b
marphane ER % Mueynis™ EF (tapertadol ERY;

=T, Fa D
tramad:'l EHST v = Maximum 2 (bwo) units per day

L ram ™ ER # Hucynia®™ ER (tapentadol ERY):

Euhydma ER M = Maximum daity dose of tapentadal IR and tapentadol ER formul ations i used in combination should

not excead SO0 Mg day

# Tramadaol ER(Conzip®, Uttram® ER]:

= Maximum 30 tablets dispersed a5 a 30 day supphy
¥  Zohydro ER (hydrocodone ERY:

= Maximum 2 (o) units per day, G0 uni per 20 days
% Hysingla™ ER (hydrocodone ERY:

= Maximum 1 (one) unit per day; 30 units per 20 days
%  Hydromorphone ER, cymarphone ER:

= Maximum & (four) units per day, 120 units per 20 days
*  Owycodons ER:

= Maximum 2 (o) units per day, 60 unie per 30 days. Mot to excesd a total daiby dose of 150 mg
¥ Fentarwl transdermal patch:

= Maximum 10 patches per 20 d ayes; maximum 100 megthr (ower 3 72 hour dosing interval)
% Morphine ER (excluding MS Contin productsh:

= Mamum 2 (iwe) units per day, 80 unie per 20 days
*  Morphine ER (MS C ontin 15mg, 30mg, S0mg only):

= Maimum 3 (three) units per day, 90 units per 20 days
¥  Morphine ER (WS Contin 900 mg on byl

=  Ma<imum £ units per day, up to 3 times a day, maximum 120 units per 30 days
*  Morphine ER (b5 C ontin 200 mg on by

=  Ma<imum 2 units per day, ma<imum 60 units per 30 days

1 = Preferred asof 111952015 4
2 = Mon-preferred sz of 11 4 92015
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Appendix 4

Revized: March 15, 2016

NY S Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs

Hon-Preferred Drugs

Prior Authorization/C overage Parameters

Opioids — Short-Acting ==

butalbital /AP AP [ caffeine f codeine © "
codeing 0

codeing § &P 2P FR0
bydracodane 5 AP AP
bydracodane §ibuprofen

Lotak® (elixey ™0
Fioarn

R D

F '

marhine IR
oxycadaone § AP AP
R eprexain® "
tramadol
werdrocet™ F0
}{“DHTM Falh

FilD

butalbital compound ! codeine Fare

butamphanal nasal saray
Cemeral®
dibrvdrocodeine Faspirin F caffeine
ditydrocodeing § AP AP [ caftsing © "
Dilaucid® ™"
Fioricet® / codeine
Fiarinal® / codeine
hycromorphone Fait
Ibucione® =0
|evorphanal
meperidine

& =T, FiaD
g:‘;ﬂszfD
O xgyca”
oxyoodone
oxyoodone faspinn
oxycodone fibuprofen
oy orphane e
pertazocine § naloxone
Percocet® 2 5/325mg MO
Primley M
Roxicet® tzolution)
Roxicodone® Far0
Smalgus° [
tratm acol £ AP AP PO
Tylenol® ! codeine #3 F@ 0
Tylenol® ! codeine #4 90
Ultracet® ™™
Ultram®
Yicaprafen
Kartemiz® ¥R T
Hl:ldola Fradh
Famicet® FE0

Fia i

Fiain
Fi D

W FIOVD
F A2 (D

Fan
FaiD

Fan

Fian

& FiD

CLIHICAL CRITERIA (CC)

¥ Limited to atotal of four (4) opioid prescriptions every 30 days; Exemption for diagnosis of
cancer or sickle cell disease

¥ For opioid: Maive patiertz - limited to a 15 days supply for all initial opioid prescriptions,
except for patients with diagnosis of sickle cell dizesse aor cancer

¥ Medical necessity rationale for opioid therapy is required far patients on egtablizhed
buprenarphine therapy

¥ PAreqguired for intiation of opioid therapy in patients current by on benzodiazepine therapy
STEP THERAPY (ST)

¥*  Mucyita® ftapentadol IR — Trial with tramadaol and one 11 preferred opioid hefare
tapentadal immediste-releaze (R)

FRE QGUEHCY /QUAHTITY DURATION (F/Q.D})

Guantity Limits:
¥ MNucyrta® ftapentadol IR

= Maxmum B (sx) units per day; 180 units per 30 days
¥ Mucyrta® itapertadol IR

= Maxmum daily dose oftapentadol IR and tapentadol ER formulations used in
combination not to exceed S00moridsy

¥ Morphine and congeners immedistetelesse (IR non-cam bination products (codeine,
brycdrom omphione, maorphineg, oxycodone, oxamophone):
= Maxmum 6 (six) units per day, 180 {one hundred eighty) units per 30 ghidy) dayvs
Additionalfalternate parameters: To be applied to patierts withowt & documerted cancer or
gickle cell diagnosiz

¥ Morphine and congensrs immediste+eleass (IR com bination products maximum
recomm ended:

« acetaminophen (4 gram=)

= aspirin (4 gram=)

«  jhuprofen (5.2 grams)

= ar the FDA& approved masm um opioid dosage az listed inthe PI, whichewer izless
Durati on Limits:

= 90 days for patients withowt & diagnosis of cancer or sickle cell disease.

1 = Preferred as of 1111972013
2 = Mon-preferred az of 114 952015
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Revized: March 15, 201 6

NYS Medicaid Fee-For-Service Preferred Drug List

Preferred Dugs

Hon-Preferred Drugs

Prior Authonzation/Coverage Parameters

Il. ANTIHINFECTIVES

Antibiotics — Inhaled == P27

Bethkiz®' Kitahiz® P ak’

Can-'sfru:un""1

TOBI® Podhale ™=
TOBI® solution®

tobramycin solution®

P rior Authonzation reguired for nonqrefemred agents effedive 111902015
CLINICAL CRITERIA (CC)

Canfirtm diaghasis for the FDA-appraved indic ation of cystic fibrosis
FREQUEHCY/QUAHTITY DURATIOH {F/Q/D)
¥ Aztreonam (Cayston)
= J(threel) ampules (3mL) per day
= 24 ampules (284 mLY per 56 day regimen (28 days on, 28 days off)
¥ Tabramydin inhalation solution (Bethkis, TOBI, Kitahis)
= 2 (twao) ampules (5 mL Bethkis, 10 mL TOBI, Kitabis Pak) per day
= 55 ampules (224 mL Bethkis, 250 mL TOBI, Kitshis P ak) per 58 day regim en (25 days on-
28 days off)
¥ Tabramycin capsules with inhalation powder (TOBI P odhaler)
= & capsules per day 224 capaules per 56 day regimen (28 days on-25 days off)

Anti-Fungals — Oral for Onychomycosis

griseafulyin (Euspension)
grizeafulyin utramicronized

Grifulvin v® tablet)
Gris-PEGT

terbinafine (takblet) grizeofulvin micronized (tablet)

itraconazole

Lamisi|® tablet)

oim nel®

Sporanox®

Anti-Virals — Oral
aoyd ovir farm ciclowvir Valtrex®
val acyclovie F ameir® Tovirax®
Cephalosporins — Third Generation
cefdinir cefoodoxime i edax® ceftibuten
cefidme Suprax" e fditoren
Fluoroquinolones — Oral

Cipra® (suspension) soeelnx® Lem.-'su::|l.ii|'|'B
ciprofloxacin (suspension, taklet) tyelox ABC Pack®  levofloxadn (solution

Cipro® gablet) m ovifloxacin

lesvofloxacin (taklet)

Cipro® KR
ciprofloxacin ER

ofloxadn (tablet)

1 = Preferred asof 11132015
2= Mon-preferred az of 110 952015

NYS Medicaid PDP Annual Report

32



Appendix 4

Revized: March 15, 2016

NYS Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs

Non-Preferred Drugs

Prior Authorization/Coverage Parameters

Hepatitis B Agents

Barachde® Hepsera® adefodr dipivoxl lamituding 100m g
Epivir-HEY® Tyzeka® ertecayir
Hepatitis C Agents — Injectable ™"
Pegasys® Pegintron® Mone FRE QUEHCY 'QUAHTITY DURATION (F/Q/D)

B

P& required far the initial 14 weekstherapyto detenn ine appropriste duration of therapy
based on genatype, prior treatment and response, presence of drrhosis, and HiY-
cainfection.
Further documentation required far continuation oftherapy at weeks 14 and 26.
Ater 12 weeks oftherapy abtain a guantitative HCW RN A, Continuation is supparted if
undetedable HCY RRA or at least a 2 log decrease compared to baseline.
Ater 24 weeks oftherapy obtain a HCW RNA. Cortinuation for genatype 1 and 4 iz
pported if undetectshle HCW RRA,
= Madmum duration of 45 week s for

& Treatm ent-naive patients or prior relapsers with cirrhosis and HY codnfection

& Prior non-+espanders (including prior patial snd null responders) with ar swithaut

cirthosis and with or without HIY codnfection

1 = Preferred asof 111952015
2= Mon-preferred sz of 110 952015
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Revized: March 15, 2016

NYS Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs

Non-Preferred Drugs

Prior Authaorization/Coverage Parameters

Hepatitis C Agents — Direct Acting Antivirals

ribadnn
Yiskira Pak™ ¢ 0

 ope gus?
Diaklinga™ %P0
Harwniﬁ cc, P
b odd eriba™
Olya-l:lﬂcc, Fo'n
Febetol®
Ribagpak®
Ribast here®
S':l‘\"aldin (= Ty
Technivie™ 55 Fa0

Lepatier™ 8. i

CLINICAL CRITERIATCC)

¥
FREGUENCYQUANTITYOURATION [FACFD

¥ Dalinza™ (daclataswirl
= Quantity limit: Maxumum 1 fone) unit per day; 228 unik par 22 days
= Duration limit: Initialby 55 days, pending resule of quantitative HCW RHA testing after 4 we ghs of zofesbuvindaclataswir tre stment
#  Mla<imum 12 corsecutive wwedos (all regimers given with = ofcsbuit ower beneficiary lifetime, pending results of quantitative HCW RHNA
testing for patients with HCVW genotypes 1 or 3 without cirhosis; genotwpe 1 with compens ated cirrthosis; genotype 3 with compens ate d
drthosis (with ribaviring; or genotypes 1 or3 with decompensated cirrthosis or post-liver transplant (uith rib Zuiri o
% Harroni™ (ledip asvin's ofos buir):
= Quantity limit: Mazxumom 1 fone) unit per day; 28 unik par 228 days
= [Duration limit: Initially 56 days, pending resulE of quanttative HCW RMAtesting after Gwe iz of ledipaswirs ofos buwir Teatment
#  Ma<mum 12 corsecuive vwedis orar benefici any lifetime, pending resule of quantitative HCW RNAtesting in p atients with: genotype 1
and treatme nt-naive without cirrhesis or with compers ated cirrhosis; genotype 1 and Teatment-experienced with ot cirrhosis; genotype 1
wiith decompens ated cirhosis (given with ribavirin); genotypas 1 or 4 and post liver trans plant without cirrhosis or with compens ated
cirthosis (given with ribaviring; or genotypes 4, 5, or & without cirrthosis or with compens ated cirthosis
#  ha<imum 24 corsecutive vwadis ovear beneficiany lifetime, pending resule of quantitative HCW RMAtesting for: genotype 1 treatment-
experienced patients with comperns ated cirhosis
% Ohzio™ f'zimep rewi):
= Quantity limit: bazimum 1 {one) unit per day, 22 units per 28 days
= [Duration limit: Initially 55 days, pending resulfE of quanttative HCW RMA testing after Gwe iz of =imepr evir tre atment
#  For Olysio plus peginterfe on and rib auirin: maxmom 12 cons ecutve wadcs aver beneficiany lifetime for genotypes 1 and 4
#  For Ohesio plus Sovaldi: madimum 12 conse cutive wedis for patients wathout circhosis and 29 weeks for patients with cirrhosis ower
beneficiany lifetime for genotypes 1 and<4
* Sovaldi™ (s ofos buvir):
= Quantity limit: Maximom 1 (one) unit per day, 228 units per 28 days
= Duration limit:
4 Ma<imum 12 consecutive weeks for: genotypes 1 or 4 if used with peginterfaron and rib aviring genotype 1 if used with Ohesio in p atie nts
without cirthesis; or genotype 2 if used with ribawirin
#  hla<imum 24 corsecutive vweeks for: genotype 1 if uised with Ohsio in patient with cirrhosis; genotype 3 if wsed with ribavirin;
#  Ma<dmum up to 42 weeks in patients vath hepatocellular carcinoma anaiting lver transplartation wsed in combination with rib avirin
¥ Technivie™ (ombitaswirparitapr evin'rito nawir):
= Quantity limit: 55 uniE per 28 days; 2 unikE per dose pack; 1 dese pack per day
= Duration limit: Initially 56 days, pending resulE of quanttative HCW RMAtesting after G we sz of Technivie treatmeant
4 Maximum 12 consecutive we dis over beneficiary lifetime, pending results of quantitative HCW RHA testing for patients with HCW
genotype dwithout cirthosis
% Miekira Pai™ (ombitaswir & paritaprewir £ riton gwir £ das abuwirl:
= Quantity limit: 112 units per 28 days; 4 units per blister pac; 1 blister pac per day
= Duration limit: Initialby 55 days, pending resulE of quanttative HCW RMA testing after e dis of Wiskira P 3o reatment
4 Maximum 12 consecutive we dis over beneficiary lifetime, pending results of quantitative HCW RHA testing for patients with HEW
genotype 1b and cirhosis and for patients without cirhosis [genotypes 1a or 1b, or unknowndmi<ed genatype 1 subtypeds]]
M z<imum 24 core ecutive weesks ower beneficiany lifetime, pending resuls of quantitative HCW RMNA testing for treatment experienced
patie rits with HCW genotype 1a [or unknoben or mi<ed genotype 1 subtype=)] who have cirhosis
# Zepatier™ [elbaswirfgrazoprawir
= Quantity imit: Mazximom 1 (one) unit per day, 28 units per 22 days
= [Duration limit: Initially 56 days, pending result of quanttative HCW RMA testing after 4 we sz of elbasvivgrazop revir tre atment
#  Mla<imum 12 corsecutive weeks for members with the folloawing: Genotype 13 and freatment-nafve or peginterfermn + ribavirine
edperienced and without baseline N35A pokmorphisms; genotype 1b treatment-naive or peginterferon + Abavirin-experienced; or
genotype 4 and treatment-n aive
4 Maximum 16 consecutive wedis givenwith rib avirin for members with the following: genotype 13 and treatment-nafve or peginterferon +

ribawirin-experienced and with baseline N35A polymorphs ms; or genotype < and peginterferon + ribavirin-experienced

1 = Preferred asof 111872015
2 = Mon-preferred az of 11 4 952015
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Appendix 4

Revized: March 15, 2016

NYS Medicaid Fee-For-Service Preferred Drug List

Prefemred Drugs

Hon-Preferred Drugs

Prior Authorization/Coverage Parameters

Tetracyclines

dem edocydine
doxyoycline hydate
minocydine (capsule)
Mu:urgidu:ux° (capsule]

Soioxa®
Dl:ur*;.-'xa =T, FiafD
doyoydine hyclate DR

doxycydine monohydrate

=T, Fih

STEP THERAPY (5T}

¥ Trial of a more cog effedive doxpcycline IR before progressing to doxesycline DR
FREGQUEHCY QUAHTITY,DURATION (F/Q/MD)

¥ doeyeyeline DR (Dore®T

tetracycline minocydine (tablet) = fdaximum 25 tabletziEapsules per fill

minocydine ER

handaxyne™

Oraces®

Solodym®

“ibramycin®

. CARDIOVASCULAR
Angiotensin Converting Enzyme Inhibitors (ACEIs)

bena zepril lizino pril .&;:u::.;;:;rillil perindopril
captopril rarmipril Altacs® Prinivil ®
enalapril Epaned™ quinapril

fasinopril trancol april

Lotenzin® Univazc®

M k® Vasotec®

maexigaril Testil®

ACE Inhibitor Combinations

bens zepril ! amlodipine Accuretic® quinaprilf HCTE
benazeprilf HCTZE fozinopril/ HZTZ Yaseretic®
captoprili HCTZ Lotensin HCT® Zestoretic®

enalaprilfHCTZ

lisinoprilF HCTZ

Lotrel®

moexprill HCTZ

Tatks®

trandalapril! verapamil ER

Pregalia®

1 = Preferted azof 111952015

2 = Mon-preferred as of 114 952015
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Revized: March 15, 2016

NYS Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs Non-Preferred Dugs Prior Authonzation/C overage Parameters
Angiotensin Receptor Blockers (ARBs) T
Dricevan® ™ valzartan Atacand® E darki™ DOSE OPTIMIZATION (D)
lasattan Sovapro® eprosattan ¥ Zee Dose Optimization Chart for affeded diugs and strengths
Benicar®"® ithesartan STEP THERAPY (5T}
cande zartan Micardis® " ¥ Trial of & produd cortaining ACE inhibitor prior to preferred ARB
Cozaar® telmisaran » Trial containing ether an ACE inhibitor or AR B prior preferred direct renin inhibitar (ORI
ARBs Combinations 7
Exforge HCT® Atacand HOT® DOSE OPTIMIZATION (DO}
lozartand HCT Z 2oalicde® ¥ See Dose Optimization Chart for affeded diugs and strengths
valsattand amlodipine 270" STEP THERAPY (5T)
valzadan! amlodipine FHCTZ Benicar HCT® ™ ¥ Trial of produd containing ACE Inhibitor priorto prefered ARB
valzaans HCTZ candesartan/ HCTZ ¥ Trial of produd containing ether AZE inhibitor or &R B prior to intiating DRI
Diovan HCT® ™
E darbyclor™ ™
E rtresto™
E :forge® i
Hyzaar®
irbesatans HCTZ
Micardis HCT® "
telmisatand amlodipine
telmisatans HCTZ
Tribenzor
Tmnsta“
Beta Blockers
atenalol = cebutolol Lopressor® DOSE OPTIMIZATION (DO}
carvedial b etazol ol nadalal ¥ See Dose Optimization Chatt for affeded diugs and strengths
lakbyetalol bizoprolol pindolol
metoprolol sucs, XL Bystalic® ™ propranalol (salution)
metapralol tadrste Coreg® propranolal E R =L,
propranolol (taklet) Coreg CR® Secral®
Corga rif® Tenormin®
Incderal LA® timolal
Incderal XL ® Topral XL®"°
| nnoPran XL # Trandate®
L evatal® Zeheta®

1 = Preferred asof 11M95201 5

2= Mon-prefetred as of 110972015

NYS Medicaid PDP Annual Report
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NY S Medicaid FeeFor-Service Preferred Drug List

Revized: March 15, 2016

Preferred Drugs

Hon-Prefemred Dugs

Prior Authonzation/Coverage Parameters

Beta Blockers | Diuretics

atenalalf chlothalidane
hizopralal/ HCTZ
propranalalf HCTE

Corzice®

D utoprol™

L opteszar HCT®

m etoprolol tarates HCTZ
nacalof bendrofiumethiazde

Tenoretic®
Tiac®
Calcium Channel Blockers (Dihwdropyridine)
Afeditab CR® nicardiping HCI Achalat CC® P racardia®
amlodipine Mitedical ®L*® nigaldipine P racardia ¥L®
felodipine ER nifedipine Morvase® Sular®
izradipine nifedipine ER/=4
Cholesterol Absorption Inhibitors
cholestyramine colegtipol dablet) Colestid (granules) Gluestran Ligr'rt"
cholestyraming light P revalite® colestipal foranules)  Welchal®
L] -8
Colestic® (tablet) Cuestran Zetia
Direct Renin Inhibitors
Tekturna® Tekturna HCT® amturnide” Tekamlo STEP THERAPY (5T)
¥ Trial of pradud cortaining ACE Inhibitar priorto preferred ARB
% Trial of pradud cortaining ether an ACE inhikitor or an ARB prior to initisting preferred DR
HMG-CoA Reductase Inhibitors (Statins)
atorvastatin Simecor® Achicor® Lescol® DOSE OPTIMIZATION (DO}
N . . L] L]
lovastatin =im wastatin Altoprey _ N L??:':'I #L ¥ See Doss Optimization Chart for affected drugs and strencths
pravastatin atorvastatinmlodipine Lipitor®
Cacust® Livalo®
Crestor® " P ravvachol®
fluvastatin wiytorin®
fluvastatin ER Zocor®
Hiacin Derivatives
Miazpan® " niacin ER DOSE OPTIMIZATION (DO}

¥ See Doss Optimization Chad for affected drugs and strencths

1 = Preferred asof 1171972015
2 = Mon-preferred az of 114 972015
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Appendix 4

Revized: March 15, 2016

NYS Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs Non-Prefemed Drugs Prior Authorization/Coverage P arameters
Phosphodiesterase type-5 (PDE -5) Inhibit ors for PAH =2
&dcirca® sildenal R e vatio® CLINICAL DRUG REVIEW PROGRAM (CDRP)
¥ Al prescriptions for &doirca® Revatio®and sildensil must have P&
¥ Prescribers are required to respond to a series of guestionsthat identify prescriber, patient
and reason for prescibing dig
¥ Pleazea be prepared to fax dinical documentation upon reguest
¥ Prescriptions can be written for a 30-day supply with up to 5 reflls
¥ The
pravides step-by-step assistance in completing the prior authod zation process
Pulmonary Arterial Hypertension (PAH) Ora Agents, Other
Letairis® Tradeer® Acdempms® Qrenitram ® FREQUEHCY/QUAHTITY DURATION (F/Q.D)
L8 8 FA D
Opsumit Uptravi ¥ Uptrand® 60 units per 30 days 1 time fitrstion packet
Triglscende Lowering Agents
gemfilbrozil Antara® STEP THERAPY (5T}
Tricar® fenofibrate % Lowaza® (omeds-3-acd ethd e gters) and Mascepa® (icosspent ethd) — Trial of ibric acid
Trilipix® fenofibfc acid detivative OR niadn prior to trestment with omega-3-add ethyl -egters
Fenoglide® FREQUENCY/QUANTITY DURATION (F/Q.0}
Fibricor® » Lovaza® [omega-3-acd ethy e sters) and \-’asc:epasfimsapent ethyl] — Required dosage
Lipofen® edqual to 4 (fourlunits per day
L afbra®
L opid®
Ll:l"v'azﬁs =T, Farh
omegs-3 ethyl ester =7 PO
Triglie®
‘\-"asc:epan =T, FiaiD

1 = Preferrad az af 111352015

2 = Man-prefetred a3 of 11 4952015
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Revized: March 15, 2016

NYS Medicaid Fee-For-Service Preferred Drug List

Preferred Dnugs

Hon-Preferred Drugs

Prior Authorization/C overage Parameters

. CENTRAL HERYOUS SYSTEM

Alzheimer's Agents

donepezil Smg, 10mg
Exelon® (patch)
galartamine
galantamine ER
memantine
Mamencda®
rivagtigmine (capsule)

Mamzaric® & =T
donepezil 23 mgy rivastigmine (patch)
Exelon® (capsule) Razadme®

Faim enda WR® 2= Razadwme ER®

Aricept®

CLIHICAL CRITERIA (CC}

¥  Memantine exended+elease cortaining produdshlamends XE™ and Matmnmzaric™ 1—
Require confirnation of diagnosiz of dementia o Azheimer's dizease
STEP THERAPY (5T)

¥+ Memantine extended+elease containing produds (Namends XE™ and Mam zaric™ 1 —
Reguire trial with memantine immediste-release (Mam enda"j

Anticonvulsants

—Second Generation

felbhamate

gabapertin (capsule, soldtion)
Gahitril®r2mg, 4mg)
lamatrigine taklet)
levetiracetam

lewetiracetam ER

Lyt og® e ET

T opiragen ™2

tu:up:uir:aum:altem

Ionizamide

Banze® 22

F elbatol® <

F wioom pa"

gabapentin (tablet)
Gabitril® (1 2mo, 16mog) &
P(Eppra'ilﬁ

W eppra HRE 2
Lamictal® &

Lamictal® ODT
Lamictal® xR 2
lamotrigine E R 2%
lamotrigine ODT

I eurontin® £
i ® 2257

P otigs® <=

Gudexyﬁ wR

S abaril 2

tizgakine ]

Topam ax® =
topiramate ER 22
Trokend XR® 2
it pat®

Zonegran ® 5%

DOSE OPTIMIZATION MO}
¥  ZSee Doze Optimization Chart for atfeded drugs and grengths
CLINICAL CRITERIA (CC)

¥ Clinical editing will allowpatients currertly stabilized on a non-preferred agent to continue to
receive that agent withouwt P A

¥ Topiramate IRER (Qudey™ HR Topamax®, Topiragen™ T rokendi HRE™ —Reqguire
confirmation of FDA& spproved, compendia supported, or Medicsid covered diagnosis

¥ Onf® (clobazam;
= Reguire confinnation of FO & approved or com pendia supported use

= P& required for inttiation of dobazam therapy in patients curently on opioid or aral
huprenorphing therapy

¥ P& required for any dobazam prescription in patients curently on benzodiazepine therapy

STEP THERAPY (5T)

% Lytica® (pregabaling — Requires a trial swith a ticydic artidepressant OR gabapentin for
treatment of Diaketic P efipheral Meuropathy (DPM)

¥ Onfi® [clobazam| — R eguires & tial with an SSREI1 or SMREI for trestment of anxety

1 = Preferred as of 111972015

2 = Maon-preferred as of 110 92015
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Revized: March 15, 2016

NY S Medicaid FeeFor-Service Preferred Drug List

Prefemed Dmgs Mon-Preferred Drugs Pror AuthorizationiC overage P arameters
Antip sychotics — Second G eneration =5 57
Ahilif® 0o aripiprazole palipetidone ER "™ (DOSE OP TIMIZATIOH @O}
clozapine aripiprazole ODT Rexuti® »  See Dose Optimization Chart for affected drugs and Strengths
Fﬁlnﬁlp’[‘I Clozapine ODT Ris;:lercislluI CLIHICAL CRITERIA (CC)
Latuda® " Clozari® Seroguel® % Clinical editing wil alowpstients currently stabilized on & non-preferred agert to continue to
olanzapine (tablet) v FazaClo® versadoz receive that agent without P A
ouetiapine Foa D G eadon ® “raylar™ FraiD ¥ R,aquire_oqnﬁrm a?ion of FDn A approv_edl, com pendia supparted, ar r_-.ﬂedicai_d mven_ad
risperidaone Invega® 00 Fo0 Typrexa®" dla_agnu:us:s iz reqy_lresd far Mgy pres::nptlu:uns for all Sec:_:und Generation ;ﬂ.rmpsl'y\:hntlc:_s
¥ Aripiprazale (Akility™ ) PA s not reguired when prescribed for trestment of bipalar dizarder
Saphris® olanzapine ODT " or schizophrenia as verified by Medicaid claim s information
Seroquel XRE © 0 ¥ PA& iz required for intial prescription for hene ficiarizs younger than the dig-specific
zHiprasidone minimum_age a3 indicated below
aripipraz ole (Abiliﬂrs) G years
asenapine(Saphrissj A0y ears
brexpiprazole (R exurtlnj 18y ears
cariprazine CJraylar ™ 18 yvears
clozapine (Elozariln. Fazacl®, “ersacloz™) 12 yvears
iloperidone (Fanapt‘j 18 vears
lurasidone HCI(Latuda‘j 18 vears
olarz apine (Zyprexaaj A0 years
paliperidone ER (Inuegaaj 12 vyears
quetiapine fum. (Seroquels, Seroqueal XR“) 10 ears
risperidone (Hisperdalsj 5 years
ziprasidona HC (% eodon™ 18 vears

¥ Reqguire confirmation of diagnosisthat support=sthe concurrent wse of a Second Generstion
Antipsychotic and 2 CHME Stimulant for patients = 18 years of age
STEP THERAPY (S5T)

¥ For all Second Generation Antip sychotics uzed the trestment of Major De pressive Dizorder
inthe shsence of other paychiatric comorhidities, trial with at least two different
antidepreszant sgents is required

¥  Tdal of isperdone priorto paliperidone (Invegasjtherapv
FREQUEHCY QUAHTITYDURATION (Fi/mD}

¥ carprazdne (Wraar) 3mg, 4.5mg, Bmg Maximum 1 (one) unit per day
*  canpradne (vWeaydar) 1.5ma; Maximum 2 dwa) units per day
¥ paliperidone ER ﬂnveqa°j1 Jamg, 3mg, 9mgtablets Maximum 1 (one)unit per day
¥ paliperidone ER ﬂnveqa“j Eing tahlets Maxmum 2 ol unitz per day
¥ guetispinefguetiapine extended-release (Seroguel®Seroguel XR®1 Minimum 100mosdsy;
maximum S00mgida
¥ guetiapine (Serogquel "1 Maximum 3 three) units per day, 90 units per 50 days
»  Seroguel XR® (1 50me and 200mel; 1 (one) unit per day, 30 units per 30 days
¥  Seroguel XR¥ (50mg, 300mg and 400moy 2 [t unitsdday, G0 units per 30 days
1 = Preferred asof 111852015 14

2 = Mon-preferred sz of 11 4 92015

NYS Medicaid PDP Annual Report



Appendix 4

NY S Medicaid FeeFor-Service Preferred Drug List

Revized: March 15, 201 E

Prefemed Drugs

Hon-Preferred Drugs

Pror Authorization/Coverage Parameters

Antipsychotics, Injectahle

2pility Maintena®
fluphenazine decanoate
Haldol® decanoate
halopetidal decanoate
Inveda Sustenn a®
Imveda Trinza™
Rizperdal Congta®
Iyprexa Relpress™

Atigtada™

Benzodiazepines — Rectal

Diagtst® 2 5mg Diaztat® AcuDis™

diazepam (redal gel)

Carbamazepine Derivatives ==

catramazepine (chessable, tablet)
catamazepine ER (capsule)
Epitol ®

Equ etro®

oxcarbazepine

Tegretol® (suspension)

Tegretol XR®

o patiom ®

carkamazeping (suspension)
carbamazepine XR (tablet)
Carbatrol®

Otellar XR®

Tegretol® (tablet)

Trileptal®

CLIHICAL CRITERIA (CC)

receive that agent without P &,

¥ Clinical editing will alowpatients currently stabilized on a non-preferred agent to continue to

1 = Preferred as of 111972015
2 = Mon-preferred az of 114 22015

NYS Medicaid PDP Annual Report
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Revised: March 15, 2016

NYS Medicaid Fee-For-Service Preferred Drug List

Preferred Drugs

Mon-Preferred Drugs

Prior Authofzation/C overage Parameters

Central Nervous System (CHS) Stimulants

O, CORF, RGYD

Adderal®

Acderall KR

amphetamine salt combo im mediatereleass
Dand rana®

dexmethylphenidate

dextroamphetam ine (tablet)

Focalin HR®""

Metadate® ER

Methylin®

methydphenidate i aklet)

methydphenidate ER (generic for Cuncerta")
methyiphenidate SR A0 myg, 20 my dablet)
Guillivant ¥R®

am phetamine saft combo extended+eles=s

Aptenzio KE™

Concarta® ™

DESDX‘;’HB

Dexedrine®

demethydphenidate ER (generic Facalin
HR™)

dextroamphetamine ER

dedroamphietamine (zalution)

Dyanawvel XE™

E wekeo®

F ocalin®

hetadate CO® ™

CLIHICAL CRITERIA (CC}

¥ Confirm diagnosis for an FD &-approved or Compendia supported indication for beneficaries
less than 18 years of age.
= Prior authorization iz required for initial preschiptions for stimulant theragpy for
herneficiaries lessthan 3 years of age
= Require confinnation of diagnose sthat suppart concurrent use of CHS Stim ululant and
Zecand Generation Antipsychotic agent
¥ Patient-spedfic considerations for drug seledion indude treatment of exceszsive sleepiness
as=zociated with zhift work sleep dizorder or a2 an adjunct to standard treatment for
abstructive sleep apnea.
CLINICAL DRUG REWVIEW PROGRAM (CDRP)

¥ For patients 18 years of age and older;

¥ Require confirm ation of FDA& approved, com pendia supported , or Medicaid covered
diagnosis

B

W\J‘EHSEG oo me‘thamphetamine DOSE OP“MZJ\TlO“ ﬂ]o]

m ethyphenidate C0 (generic Metadate CO®) ¥ See Doss Optimization Chart for s ffeded drugs and grencths

m ethdphenidate ER (genenic for Ritalin La®) FRE QUE“C“Q.U A“TITWDUR.A“ OH (FO D) ) )

P ) ) ¥ CQuantity limits based an daily dosage az determined by FDA labeling

m ethdphenidate (chewiablet, salution) ¥ GQuartity imits for patients less than 18 years of age to indude;

m odzfinil = Shot-acting CHNS stimulants not to excesed 3 dosage units daily swith meaedmum of 90

M v £ days per strendgth (for tiration)

P rocentra® »  Long-ading CME gimulants not to exceed 1 dosage unit daily with maxdimum of 30 days.

P rovigil S22 00 Concerta 36mg not to exceed 2 unitz daily.

illichewER™ ¥ Cuarntity Iimit§ for patien_ts 18 years of age and older to inu:_iu dE:. . .

- . ihu:urt-actlng CHNE gimulants not to exceed 3 dosage unitz daily with maximuom of 20

S
Ritalin LA " »  Long-acting CHS gtimulants not to exceed 1 dosage unit daily with maxdmum of 30 days.
Tenzed® Concerta 36mg not to exceed 2 unitz daily.
¥ For patierts 18 years of age and older, 3 30 day supply may he abtained with confirn ation
of FD A approved, Compendia supported ar Medicaid covered diagno sis
Multiple Sclerosis Agents

Ayvonex® bagio®T STEP THERAPY (5T}
Betassron® Copaxone® 40 modnl o Gilernyva™ (fingolimod) — reguires atrial with a preferred injedable product
Copaxone® 20 maimlL E wtavia® ¥ Lubagio® tedfunomide Yand Tecfidera™ (dimethyl fumarate)— require & trial with a
Gileny‘as =T Glat opa™ preferred aral agent

P legricy®

Febif®

Tecfders® =7

Hon-Ergot Dopamine Receptor Agonists

1 = Preferred azof 111972015
2= Mon-preferred az of 114 22015
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NYS Medicaid Fee-For-Service Preferred Drug List

Appendix 4

Revized: March 15, 2016

Preferred Drugs

Hon-Preferred Drugs

Prior Authorization/Coverage Parameters

pramipexole ropinirale hirape® Reoquip® DOSE OP TIMIZATION DO
Mirape: ER® Reqguip®xL™0 *  =ee Dose Optimization Chart for afieded strengths
reupro® ropinirale E R
pramipexole ER
Other Agents for Attention Deficit Hyperactivity Disorder (ADHD) =S
guanfacine ER: "7 Strattera®"® clonidine ER Hapway® CLIHICAL CRITERIA {CC)
Irturnis® ¥ Confinm disgnosis for an FDA-approved or Compendia supported indication for benefidanes

=18 yearz of age.

¥ Prior authorization iz required for initial prescriptions for non-gimulant therapy for
bereficiaries less than 6 years of age

DOSE OP TIMIZATION @O}
¥ See Doz Optimization Chatt for affeded srencths

1 = Preferred as of 111902015
2 = Mon-preferred as of 11 A Q72015
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Appendix 4

NYS Medicaid FeeFor-Service Preferred Drug List

Revized: March 15, 206

Preferred Dugs Non-Preferred Drugs

Prior Authorzation/C overage Parameters

Sedative Hypnotics/Sleep Agents

& F D

estaznlam <& 90 Ambien

DOSE OPTIMIZATIOH MO}

Amhien CRE AT
Belzomra® e

flurazepam <o Fare
temazepam 15ma, 30m g&Fare

¥ See Dose Optimization Chart for affeded strengths
CLIHICAL CRITERIA (CC)

. FrafD
zolpicem

™ Fhafn
E dluar
ezzopiclone

Haal i on® & Fat
&l

Fa D

Intenmezzo

» Benzodiarepine Agents (estarolam, furazepam, Haldon® Restoril® temazeparm
triazolatm

«  Reguire confinn ation of FD A approved or com pendia suppoted use
= PAreguired for initistion of benzodiszepine therapy in patients currertly on opicid or

Luneaa@ 0o, FMD
R estori ® 2 FR0

Fozerem® ™"

oral buprenorphine thera py
P&, required for any additional benzodia zepine prescription in patients currently on
benzodiazepine therapy

FREQUEHCY/QUANTITYDURATION (F/Q.D)

=ilenor®

S':lrlataa FharD

temazepam 7.5mo, 22 Smg . Her
ttri ol am 2=

zaleplon F9T

zolpidem ER P&

¥ Freguency and duration limits for the followdng products:

For non-zaleplon containing products:

< 30 dosage unitz per il dosage unit per dayri30 days
For zaleplon-containing produdt =

4 B0 dosage units per 52 dosage units per dayf30 days

Duration limit equivalent to the maximum recomm ended duration:

360 days for immediste-release olpidem (Ambien®, Ediuar™, Intenn ezzo®, Zolpimig™)
produds

180 days for eszopidone and ram etean (Rozerem™® products

163 days for zolpidem ER (&mbien CR®produds

90 days for suvorexant (Belsomra® products

30 days for zaleplon (Sonata®) produdts

30 days for benzodiazepine agents (estazolam, furazeparm , Halcion“, Resdu:nril",
temazepam, triazolam] for the treatment of insomnia

¥ Additional /At emate parameters:

For patients naive to nonbenmodiazepine sedstive hypnotics MBSHTY. Firg-fll durstion
and quantity limit of 10 dosage units as a 10 day supply, except for zaleplon containing
produd s which the guantity limit iz 20 dosage units 2510 day supply

1 = Preferred asof 111972015
2= MNon-preferred as of 110 952015

NYS Medicaid PDP Annual Report

13

44



Appendix 4

Revized: March 15, 2016

NYS Medicaid FeeFor-Service Preferred Drug List

Prefemed Dmugs

Mon-Preferred Drugs

Pror Authodzation/C overage Parameters

Selective Serotonin Reuptake Inhibitors (SSRIs)

citalopram Brintedli:® paroxetine CR DOSE OPTIMIZATION @O}
exzditalopram (tablet) Biriscelle® Paxdl® ¥ Zee Doss Oplimization Chart for affeded srencgths
fuoxetine 10m g, 20myg, 40my i elewa® Paxl CR® CUHICAL CRITERIA {CC)
fuoxetine (=olution) ezcitalopram Pexeva® ¥ Clinical editing will allowpatients currertly stabilized on fluvoxamine or fluvoxamine ER to
paroxeting [=0lution) Prozac® cantinue ta receive that agent withaut P A
=ettraline fluoxeting B0 my Sarafem® ¥ Clinical editing to allowpatients with a diagnosis of Obzessive Compulsive Dizorder (OCD)
fucetine DR weekly ‘\-'Tibrg.rd“ ba to receive fluvoxaming and fuvoxamine ER without prior authori zation
o xamine 2 Zoloi®
fLvoxamine E RE
Le xapru:u“ b
Serotonin-Norepinephrine Reuptake Inhibitors (SHRIs) °7
duloxetine Cymbalta® DOSE OP TIMIZATIOHN @O}
wvenlafaxine D esvenlafaxine base ER ¥ See Dose Optimization Chart for affected strengths

wvenlsfaxine ER (capsule)

Desverlafaxine fumarste ER
E ffewor ¥R "

F etzima®

K hedezla™

Prigig®"”

S avella®

venlataxine ER (taklet)

STEP THERAPY (ST}

¥ Thalofan SSRI prior to an SNEI
= Step therapy iz not reguired for the followding indications:
4 Chronicmusculoskeletal pain (CMPY)
4 Diabetic peripheral neuropathy (DPRY
4 Fibrom valgia (Fh)

FoCym balta® [duloxetine) — Requires a trial with a ticydic antide prezsant OR gsbapentin for
trestment of Diaketic P etipheral Meurapathy (DPR]

1 = Preferred asof 11M9/201 35
2 = Mon-preferred az of 110 02015
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Appendix 4

NYS Medicaid Fee-For-Service Preferred Drug List

Revized: March 15, 2016

Prefemed Dugs

Hon-Preferred Drugs

Prior Authorization/Coverage Parameters

Serotonin Receptor Agonists (Triptans)

rizatriptan Fae
sumatriptan Faib

almotriptan Frart

& FhaD
Amerge

AXEHB Fi D

® Fran
Frova
& Fhan

|1 itre
Mamﬂ° Fia'n

. Frafn
naratriptan
® FiaD

el pa

Sumavel® DoseP ro
& Fharn

FiafD

Trexdmet
zalm itriptan
szigﬁ Fhadh

P

FREQUEHCYQUANTITY DURATION (Fi M)

almotriptan

Amerge®

At G 2omy

Frova®

Im itrex® tablets

Im itrex® Nasal Spray

Maratriptan

Rel pax° 20myg

sumstriptan tablets

Treximet®

(7]
Sumavel DozePro

zalm triptan dablet, 00T 2.5mg

zalm triptan dablet, O0T) Smg

ZomiaiZomig® ZMT 2 5mg

Zomiag® ;Zomig® ZMT Smo

Eumig“' Maszal Spray

18 units every 30 days

St 12 5my

Maeatt® Macalt MLTE

Relpa:® 40mg

tizatriptan dablet, DT

24 tablets every 30 days

1 =Preferred asof 1141320135
2= Nan-preterred az of 11 4 302015
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Revized: March 15, 2016

NYS Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs

Non-Preferred Drugs

Prior Authorization/Coverage Parameters

V. DERMATOLOGIC AGENTS

Agents for Actinic Keratosis

Aldara’ Carac® FREQUEHCY /GUANTITYDURATION (FiQ.D})
diclofenac 3% gel 7 fluorouraci| 5% cream (generic for Efudex % Solaraze®/ didofenac 3% el
E fuicke »® A C_m?mj - = Mlaximum 100 (one hundredigram=s a= a 90 day supply
fluorouracil (zolution) '”?'q'-""_;"jd = Limited to one (17 prescription per year
fluarouracil 0.5% cream (generic for Caragy || icste
Solaraze® "
Tolak™
Tydara *
Antibiotics — Topical
&t abia® Bactrokban® CLINICAL CRITERIA
mupirocin B actroban Masal® (ointment) = % Bactroban Masal® cintment — Patient-specific considerstions for drug sslection induds
entany® (ointm ent) concerns related to uss for the eradication of nasal colonization with methicillin-re sistant
Staphylococcus goreds PRI A) in patients older than 12 years.
Anti-Fungals — Topical
dotrimazole OTC Alevazal OTC =T STEP THERAPY (5T}

Lamisil AT®

miconazale OTC

Myamyc™

rystatin (cream, ointment, powder)
rystatinf tiamcinolane

M ystop®

terbinafine 0T

tolnatate OTC

Cidodan® [cream) =T

cidopirax (cream, gel, suspension) =T
clattimazaole £ betamethazone =7
clotimazole Rx =

econazle =

E ttaczo®=T

E xelderm® =

E sina® ="

ketoconazolz 5

L otrizone® "

Lum® ="

M e rta® =T

natifing ="

M atin® ="

Ojatat® =T

. & /D, =T
LISIan

¥ Tral of a preferred produd (of comparable coverage) before uzing a non-prefered product
FREQUEHCY /GUAHTITY DURATIOH {FiQ.O)

 Yusion® SOgm ointm ent — Macxim wm 100 fone hundred) grams in s 90 day tim e period

1 = Preferred asof 11192015
2 = Mon-preferred as of 114972015
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Appendix 4

NYS Medicaid FeeFor-Service Preferred Drug List

Revized: March 13, 2016

Preferred Drugs

Non-Preferred Drugs

Prior Authorization/C overage Parameters

Anti-Infectives, Topical

Benzadin pumg
dindam yzin (gel, lotion, salution)
erythromycn (gel, solution)

A ey

Benzadin® (gel)

Elenzamycin“

Cleocin T®

Clincacin®

Clindagel ®

clindam ydn (foam, pledget)
clindamydin §f benzoyl peroxide
Ciuac®

E rycel®

= rythiromycin oledget)

e rythromycin fhenzoy perovide
E woclin®

M e Lizc®

Onexton™

Anti-Yirals — Topical

Bhrews®
Fovirax® (oream )

=z cycd ovir (ointment’)
D ensdr®

S it i ®

" ere sa®

7 ovir ™ [oirttm ent]

Immunomodulators — Topical <222

Elicl=l® P roto pic®

tacralimus

CLINICAL DRUG REWVIEW PROGRAM (CDRP)

¥ Al prescripiions reguire prior authotization
*  Reflls on prescriptions are allowed
FS

Psoriasis A

gents — Topical

calcipatriene (cream, aintment, scalp
zalution))

caldpotriene ! betamethazone dipropionste
Calcitrene ™ (ointment)

Calcitrial (ointment)

D owvonex® (cream )

E ristila ™

S orilu®

T aclones:®

Taclonex® Sc:alp“

ectical®

1 = Preferred azof 111972015
2 = Mon-preferred az of 114 312015

NYS Medicaid PDP Annual Report
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Appendix 4

Revised: March 15, 2016

NYS Medicaid Fee-For-Service Preferred Drug List

Preferred Drugs

Hon-Preferred Drugs

Prior Authorization/C overage Parameters

Steroids, Topical — Low Potency

alclometasone =

hydrocortisone acetste OTC oo, Muocinolone (i) ~gTEp THERAPY (ST)
hydrocorizone acetate Rx germaa-tS ";22"“3”:8 LE xjc:urta =T % Trial of preferred produd (of comparakle patency) hefore using nonfprefered product.
hydrocortizones aloe wera OTC & EST SIeesD
o ezonide
Steroids, Topical — Medium Potency
L =

docortalons Cloderm " STEP THERAPY (ST}
hydrocortizone butyrate (ointment, solution) Cnrgranam ¥ Thalof preferred produd (of comparakle potency] before using non4oreferred product
hydrocortizone walerate gutwatte &=T

ermatop
mometazone furoste E locon® =T

fluocinol one acetonide (oream | cintment,
=oln))

fluti ca=sone propionste™"
hydrocomtisone butyrate (cream) =
Loz ® =T

P anclel ®=T

prednicath ate =T

Symalar® =T

Steroids, Topical — High Potency

hetamethasone dipropionate (cream, lotion)
betamethasone walerate (cream, aintment)
fluocinonide (cream, gel, solution)
fluocinonide emollient

fuocinonide-E

tiamcinolone acetonide

amcnonide™"

LpedconE ST

b etametha sone dipropionate (gel,gintmert)®"
b etarm etha sone dipropionate, augm ented =
betamethasone valerate (foam, lotion) T
des0xm etasone =

diflorszone =

Diprnleneam

Diprulene" af =T

fluocinonice 01 % cream (generic for
Vanu:us)w

fluocinonide (oirtment? =T
Halu:ug" =T

K enalog®="

P =orcon =T

Topicon® =T
triamcinolone spray ™"
Triane:x® =T

sanos® =T

STEP THERAPY (5T}

¥ Trial of preferred produd (of comparakle potency) before using nongoreferred product

1 = Preferred asof 11492015
2 = Non-preferred as of 114 902013
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NYS Medicaid FeeFor-Service Preferred Drug List

Revized: March 15, 2016

Preferred Drugs

Hon-Preferred Drugs

Prior Authorization/Coverage Parameters

Steroids, Topical —Very High Potency

dabetazal (cream | gel, airtment, solution)
halobetaszol

clobetazal (foam, lation, spray)m
Clobex® =T

STEP THERAPY (ST}
¥ Trial of preferred produd (of comparakle potency) before using nonqrefered product.

Colu® =T

Cux-E® =T

Temovata® ="

Temovate-E® =T

Lt aveate ® =T

V1. EHDOCRINE AND METABOLIC AGENTS
Alpha-G lucosidase Inhibitors 7
acatose Glyaet® P recoze® STEP THERAPY (5T}
¥ Requires atrial with metformin with or without insulin prior to initisting alpha-glucosidase
inkikitor therapy, unless there is & documented contraindication.
Ardin Analogs ©7
Sym lin® Moarne STEP THERAPY (ST}
¥ Requires atrial with metformin with or swithout insulin prior ta initisting amylin analogue
therapy, unlessthere iz a documented contraindicatian.
Anabolic Steroids — Topical =2&E F&0

Androgel ® Andraderm® Testim®* CLIHICAL DRUG RE VIEW PROGRAM (CDRP)

Sodron® testosterone gel ¥*  For disgnosis of hypogonadotropic or pimary hypogo nadism:

] ]
Fortesta Wogel D »  Requires documented lowtestosterone concent ration with two tests prior to initistion of
Matedo™ theragy.

=  Reguire documented testosterone therapeutic concentration to confirm response atter
initiation of therapy.

¥ For diagnosis of delayed puberty:

«  Requires documertation that grovth hormone deficiency has been riled out prar ta
initiation of therapy.

]
FREQUEHCY QUANTITYDURATION (FiQ/M})

¥ Limtations for anskolic steroid praduds bazed on appraved FDA labeled daily dasing and
documented diagnosis:

Duration limit of =ix (6) m onths for delayed pubetdy

1 = Preferred azof 111372015
2 = Mon-preferred as of 110 92015
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NY S Medicaid FeeFor-Service Preferred Drug List

Revized: March 15, 2016

Preferred Drugs

Hon-Preferred Drugs

Prior Authorization /C overage Parameters

Biguanides
mettormin HE| Fortamet®
L]
metformin ER (genetic for Glucophage XR®) |Slucophage
Glucophage *R®
Glumetza®
m etformin ER (genetic for Fu:urtamet‘j
Riomet® (solution)
- RGO
Bisphosphonates — Oral
alendronate Adunef FREQUEHCY QUAHTITYDURATION (FiQ/mD)
;'?:L\:Da 2-tonel¥150 mg 1 tablet every 258 davs
. Boniva® 150 mg
Boniva - -
™ ibandronate sodium 150 mg
Fozamax - -
Fosamax®FPlus D rlsedrunaate sodium 120 my
| handranate Alu:h:u;uel :ts mgd. = 4 tahlets every 28 days
vizedonats alendronate so !um mi
alendronate sodium Y0 mg
Stelia® 35 my
Fosam a:® 35 mg
Fosam 2% 70 mo
Fozam s PlusD
rizedronate sodium 35 mg
alendronate salution 70 m g5 mL single-doze hottle 4 bottle = every 25 days
Calcitoning —Intranasal
calcitonin-zalm an Wiacalcin® Fortical®
Dipeptithl Peptidase-4 (DPP-4) Inhibitors *7
Janumet® Jentacueto® Gyt bi® M esina™ DOSE OP TIMIZATION @O}
Janumet® ¥R Tradjerta® K azano™ Onghyza® ™ »  See Dose Optimization Chatt for affeded strengths
Januwia® " Wombiglyze XR ™ Dzni™ STEP THERAPY (5T}
*  Reqguires atrial wih metformin with or without insulin priorto DPP-4 Inhibitor therapy, unless
there is & documente d contraindication.
Glucagon-like Peptide-1 {GLP-1) Agonists *7
Brydure on® Tanzeum® Trulicity™ STEP THERAPY (ST}
Bryetta® Victoza® ¥ Requires atrial with metformin plus another oral antidisbetic agent priorto & GLP -1 agonist.
¥ Prior authorization is required with [ack of covered diagnosis in medical history.

1 = Preferred asof 111902015
2 = Mon-preferred a=z of 11 A 972015
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NYS Medicaid Fee-For-Service Preferred Drug List

Appendix 4

Revized: March 15, 2016

Preferred Drugs

Mon-Preferred Drugs Prior Authorization /C overage Parameters

Glucocorticoids — Oral

cortisane

dexam ethasone (taklet, solutian)
hydrocoizone

methylprednizalone (4mg, 8mg, 32mg)
methylprednizalone (dosepack)
prednizalone (zolution)

prednizone (doseqack , solution, tablet)

budesanide EC

Cotef®

dexamethasone (elixr)
dexamethasone intensal
Dna)q:usuk'B

E rtocoit EC®

hedrol® (doss-pack, tablet)
m ethylprednizolone 16mg
Millipred®

Orapred"

prednizolone ODT
prednizone intensol

Rayos®
Ieriz®
eripred®
Growth Hormones =5 228
Genotropin® Mutropin A% Humatrope® Tew-Tropin® CLIHICAL DRUG RE VIEW PROGRAM (CDRFP)
M ord trapin ® Dmnitrope® Zomactan® ¥ Prescriptions for enrolleesthat are 21 years of age or older require P & under the CORP
= aizen® Zorbtive® ¥ Prescribers, not authorized agents, are required to call the clinical call center toll fee
numbet 1-877-209-2493 and respond to a zeries of guestions that identify prescriber,
patient and reazaon for prescribing & drug in this dass for enrollees 21 years of age or older
¥ Refillz on prescriptions are allowed
¥ Refer to the Preferred Drug Program wehb page and resdenlist of prefered and non-
preferred drug s when prezcribing for enrollees under the age of 21
¥ Click here for a copy ofthe COEP Grovih Honmone Preseriber Fax P orm and \ngructions
CLIHICAL CRITERIA (CC)
¥ Patient-zpecific considerstions for druy seledion indude concems related to use of a non-
preferred agent far FO & approved indications that are not ligted for a prefered agent.
¥ Appropriste disgnosis is required far all Growth Hommones, regardless of sge ar preferred
Hatus.
Insulin —Long- Acting
Lartus® Levemir® |TDquD° Tresiba® ‘
Insulin —Mixes
Humalug°Mix Nuwlug‘hﬂix |N|:|ne ‘

1 = Preferred azof 111972015
2= Mon-prefered as of 114 202013
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Revized: March 15, 201

NY S Medicaid FeeFor-Service Preferred Drug List

g

Preferred Drugs

Hon-Preferred Drugs

Prior Authorization/C overage Parameters

Insulin —

Rapid- Acting

.E‘-pidras Nomlogs
Humalog® 100 Wiml

afrerza®
Humalog® 200 WimL*

Meglitinides 7

natedlinide repaglinide P ranclim et® repadlinices metamin| STEP THE RAPY (ST)

F randin® Starix® ¥ Reguires atrial with metformin with or without insulin priorto initisting megitinide therapy,

unlezs there iz a documented contraindication.
Pancreatic Enaymes
Creon® Eenpep" P ancres ze® Ultreza®
pancrelips o= P er‘tzye'" Wiokaca®
Sodium Glucose Co-Transporter 2 {(SGLT2) Inhibitors *7

Invvok ans® Far-dga™ Synjardya STEP THERAPY (5T)

| rrok am et® Higeuo™ KR #  Reguiresa trial with metformin with or without insulin priorto initisting SGLT 2 Inkibitor

Jardiance® therapy, unlessthere iz & documented cortraindication.

Thiazolidinediones (TZDs) ©7

pioglitazone Actapluzs Met® DOSE OPTIMIZATION @O}

Adtoplus Met® xR ™ » See Dose Optimization Chart for afiected strengths

& 00
Aotas STEP THERAPY (5T}
L]

eEn dfan;et ¥ Requiresatrial with metformin swith ar saithout insulin prortoinitisting TZ0 therapy, unless

Avan dis thers iz & documented contraincdication.

Dustad®

pioglitazone ! glim epiride

pioglitazone ! metformin

1 = Preferred as of 11195201 5

2 = Mon-preferred as of 114 972015
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Appendix 4

Revized: March 15, 2016

NYS Medicaid Fee-For-Service Preferred Drug List

Preferred Drugs

Non-Preferred Drugs

Prior Authoriz ation/Coverage Parameters

Vil. GASTROINTESTINAL

Anti-Emetics

ondansetron (ODT, solution, taklet)

nnzemet®

granisetron (taklet)

Sancuso®

Zofran® (20T, solution, tablet)
Iuplenz'“

G astrointestinal Antibiotics

metronidazole (tablet)
nEeomycin
wANCamYSin

2inia®

D icict®

Flagd®

Flagd®ER
metronidazale (capsule)
oo Cin

Tinc ama:®

tinickazale

ancocin®
Wi g & S ST P

CLIHICAL CRITERIA (CC)

¥ Mifaxan® — Requires confimm ation of disgnosis of Traveler's disrrhea, hepatic
encephalopathy, or irtable bowel syndrom e with diarrhea (BS-00

S5TEP THERAPY (ST}

treatment of Traveler's diarhea

¥ Mifaxan®— Requirestrial of & preterred fuoroguinolone antibiotic be fore rifaxmin for

QUANTITY LIMITS:
¥ Hifawan:

Traveler's diarthea (200 mg tablet) — 3 (nineltahletz per 30 days Dosze = 200 mg three
times a day farthree days)
Hepatic encephalopathy (250 mg tablets) — 60 tablets per 30 days (Doss = 230mg
twice a dayl
|rritable bowel syndrome with distrhea (550 my tablets) — 42 tablets per 30 days (Doss
=550 mg three times a day for 14 days)

& Maximum of 42 days supply (126 units) per 365 (three rounds aftherapy).

1 = Preferted azof 111952015
2 = Mon-preferred as of 114 952015
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Appendix 4

NYS Medicaid FeeFor-Service Preferred Drug List

Revised: March 13, 2016

Preferred Drug s

Hon-Preferred Drugs

Prior A uthoriz ation/C overage Parameters

G astrointestinal Preparatory Agents

Clearla:®

Gavilax®

Gavilyte® ¢

Gavilte®a3

t.?l‘;n:u:ulasux'lj

Mirala=® 0TC

PEG 3350 povder OTC

PE 3330/ electralytes salution Rx

Colyte®

G anlyte®-h

Golytely®

Ml oviprep®

Mulytely®

Osmoprepa

PE G 3350 powdder pack OTC
PE & 3330 with flavor packs
Prepupik°

Suprep®

Trilyte®

Helicobacter pylori Agents

lanzoprazole fam oxclin S clarthromyein
Pyera®

OmeclamoxP ak®
Prevpac®

1 = Preferred azof 111352015
2 = Mon-preferred as of 114 952013
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Appendix 4

Revized: March 15 2016

NYS Medicaid FeeFor-Service Preferred Drug List

Preferred Drugs

Mon-Preferred Drugs

Prior Authoriz ation iC overage Parameters

Proton Pump Inhibitors (PP1g) ™"

omeprazole Rx Aciphe® DOSE OP TIMIZATION MO}
pantoprazale Deilant™" " » See Dose Optimization Chart for affected strengths
Prilosec® O TC eshTmn_aprs;zole m agnesium (generic far FREQUEHCY QUAHTITY.DURATION (F/0.D)
exjum o
E zomeprazale Strantium * QuaMWIl@tﬁ . . )
lansoprazmle Ry (capaule, 0DT) = Once daily dosing (30 unitz every 30 days) for:
Mexiom ® R M GER_D o
om eprazle OTC & eru:us.we esuphagltls . . .
. . 4 healing and m aintenance of duodenaligastic ulcers (induding NS2 D-induced)
oim eprazoles sodium bicaronate Fx ) )
Prevadd® OTC @l prevEmlun.Df NS.&.IDfnduced ulcers
P revanid® R = Twice dsily dosing (50 urflt_s every 30 days) for.
P lilosec® R & hyperslecretu:ur'f Cl:fl'!dltlDl'lS
P rotoni® & Elarrettg ezophagitis
rabeprazole @ H.pon
Fegerid® _@ re:frsfctu:un-' GERD
¥ Duration imits:
= G0 days far:
<+ Mildim oderate GERD
4 acute healing of duodenalfgagtric ulcers (induding MSAD-induced)
= 365 days for
4 Maintenance treatm ent of duodenal uicers
= 14 days far:
# H.pyon
Sulfasalazine Derivatives
Aarizn® sulfazalazine IR Aszacol HD® Colazal®
Delzical™ sulfazine 2.7 fidine® Giam
Dipentum® sulfazine EC Aszulfidine Entabh® Lizlda®
sulfasalazine DREC bal zalazide Pertasa®

1 = Preferred asof 111972015
2 = Mon-preferred az of 114 992015
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Revized: March 13, 2016

NYS Medicaid Fee-For-Service Preferred Drug List

Preferred Drugs Hon-Preferred Drugs Prior Authorization/Coverage Parameters
Yill. HEMATOLOGICAL AGENTS
Anticoagulants — Injectahle

enoxaparin sodium Fragm in® aridre® e Lovenox® CLINICAL CRITERIA (CC)

fondaparinus ¥ Clinical edting to allowpatients with & disgnoziz of Heparin Induced Thrombocytopenia

HIT ] to receive fondapainus (Arixdra ™) without prior authori zation.
Anticoagulants — Oral
Coun adin® warfarin Eligy uig® &£ CLIHICAL CRITERIA (CC)
Jantoven® Harelto® Savaysa® ¥ Clinical editing will allosepatients currently stabilized on Eligui e (apixaban) to continue to
Pradaxa® Warelto® (dose pack) recetve thet agert wihout P A
Ervthropoiesis Stimulating Agents (ES As)==
Arangsp® Proctit® Epogen® Mircera® CLIHICAL CRITERIA (CC})
#  Confinm diagnosis for FO A or Compendia supparted uses
Platelet Inhibitors

Agorenox® dipytidamoale dipyridamoale faspirin
Brilirta® Effierit® Durlaza®
clopidogrel P erzantine®

Plavix®

[ticd opidine

Zontivity®

X, IMMUNOLOGIC AGENTS
Immunomodulators — Systemic = 57

Enbrel® Humira® Actem ra® (subcutaneous) CLHICAL CRITERIA (CC)

Cimzia®

Cozenty:®

Wineret®

Orencia“(sub cutaneous)
Oterla®

Simpani®

Stelara®

}{eljanza

¥ Confimm diagnosis for FD& or Compendia supported uses
STEP THERAPY (5T}

¥ Tdal of a diseaze-modifving anti-rheumsatic drug (OMARD Y prior to treatm ent with an
immunom odulator

1 = Preferred asof 11493/2015
2 = Mon-preferred az of 11 A 902015
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Revized March 15, 2016

NY S Medicaid Fee-For-Service Preferred Drug List

Preferred Drugs

Mon-Preferred Drugs

Prior Authorization/C overage Parameters

¥. MISCELLANEOUS AGENTS

Progestins (for Cachexa)

megestral acetste (suspension)

Megace' [ZUspensian)
Megace ES®
megestral ES (suspension)

Epinephrine, Self-injected

Agrenaclick ® E piP en® Mone
Zaayi- 0P E piP &n Jr®
epinephring
¥ MUSCULOSHKELETAL AGENTS
Skeletal Muscle Relaxants
haclofen 2 ™ CLHICAL CRITERIA {CC)
chlorzoxazone carisoprodol =T For carizoprodolicodeing products

cydobenzaprine Smg, 10mg
dartrolene

methocarbamol
orphenadrine ER

tizanidine (taklet)

cariso prod ol compound =R

carizoprod ol compound S oodeine

cyclobenzaprine ¥.5my
Dantrium®

F ecam icd®

Lorzone®
metaxalone
Parafon Forte® DSC
Fobaxn®

Skeladn®

Sﬂma" =T, Fall
Soma® 250 5T FT
tizanidine (capsule)
Tanafex®

¥ Limited to atotal of four (4) opicid prescriptions every 30 days; Exemption for diagnosis of
cancer or sickle cell dizeasze

¥ Medical necessty rationale far opicid therapy iz required for patients on establizhed
buprenarphine therapy

EGET, i

¥ P& required for initistion of opicid therapy in patierts currently on benzodiazepine therapy
STEP THERAPY (5T}

¥ Trial with one (1) preferred analgesic and two (20 preferred skeletal muscle relaxants prior to
uze of carisoprodal containing products;

= catizoprodol
= catisoprodolfAs A,
«  catizoprodolfdS Alcodeine
« Soma®
FREQUEHCY QUAHTITYDURATION (F/GD}
¥ Maximum 84 cumulative units per a year
¥ Carizoprodol — Maximum 4 (four) units per day, 21 day supply

¥ Carizoprodol combinstions — Maximum & (eight) units per day, 21 (twenty-one] day supply
(not to exceed the 84 cumulative units per year limit)

1 = Preferred as of 114372015

2= Mon-preferred as of 114 92015
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NYS Medicaid Fee-For-Service Preferred Drug List

Revized: March 13, 2016

Prefemmed Drugs

Hon-Preferred Drugs

Prior Authorization/C overage Parameters

Xll. OPHTHALMICS

Alpha-2 Adrenergic Agonists (for G laucoma) — Ophthalmic

Alphagan pe
brim onidine 0.2%

Simbrinza™

apraclonidine
brim onidine 0.1 5%

Iopidine"

Antibiotics — Ophthalmic

bacitracin f palymyxin B

etythrom ywcin

gentamicin

Ilatyzin™

Natau:‘,-n“

neamycin fgramiddin § palymy=in
paln v n 8 trim ethoprim
sulfacetamide (=olution)
tobramycin

srazie®
bacittacin
Bleph®-10
Garam '3,-~:in'B

neo mycin S badtracin S polyimysn

Meosparin®
P olytrim®

zulfacetamide [ointment)

Tobrex®

Antibiotics/Steroid Combinations — Ophtha mic

Ellephamide"

necmyzind polymeyxin S dexamethasone
sulfacetamide ! prednisclone
TobraDe:x® [oirtm ent, suspension)

M aitrol ®

neomycin S badtracin S polymeysn FHCTZ
necmycin S palymyxin f HCTZ

P red-c*®
TobraDex® ST

tabramycin f dexamethasone (zuspension)

Tlet®
Antihistamines — Ophthalmic
P ataday® azelaztine Lastacat®
Bepre vt Optivar"
E lestat® Patanol®
Em adine® Pazeo™
eninastine

1 = Preferred as of 1192015
2= Mon-preferred as of 110 972015
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Appendix 4

NYS Medicaid Fee-For-Service Preferred Drug List

Revized: March 15, 2016

Preferred Drugs

Hon-Preferred Drugs

Prior Authorization/C overage Parameters

Beta Blockers — Ophthalmic

ket axolal Eletagan'B
Betimal® Tirn optic®
Betoptic 5 Timoptic® in Ocudose®
carteall Timaoptic-HE®
Combigan"
I=talal®
leswab unolol
metipranalal
timolaol maleate (gel, solution)
Fluoroquinolones — Ophthalmic *7
ciprofloxacin Yigamox® Besivance® Moxe za® STEP THERAPY (S5T)
offcacin Ciloxan® Ooufiox® ¥ For patients 21 years or younger, stbem pt trestment with & non-fuoroguinolone ophthalmic
et ifioxacin Fymaxid® antibiotic be fare pragressing to the a fluoroquinolone ophthalmic product
levof oxacin
Mon-Steroidal Anti-Inflammatory Drugs (NSAIDS) — Ophthalmic
diclofenac ketorolac vl ar® lewro®
flurbiprofen acular LS® Mevanac®
Azl ® Ccuten®
brom fenac Prolensa™
Prostaglandin Agonists — Ophthalmic
latanoprost bimatoprost travoprost
Lumigan® Halatan®
Travatan 7% Fioptan™

1 = Preferred azof 11413201 5

2 = Mon-preferred as of 114 952015
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NYS Medicaid FeeFor-Service Preferred Drug List

Revized: March 15, 2016

Preferred Drugs

Non-Prefemred Drugs

Prior Authorization/Coverage Parameters

Xl OTICS
Fluoroguinolones — Otic
Cipmdex‘I ofloxacin Cipra HC®
XIW. REMAL AND GEHITOURINARY
Alpha Reductase Inhibitors for BPH
finasteride sodant®
dut asteride
dut agteride [ tamsulosin
Jal';.r'ns
Froscar®
Cystine Depleting Agents==
Cystagon® P rocyshi® =7 CLIHICAL CRITERIA (CC)
¥ Confirm diagnosiz of nephropathic cydinosiz
STEP THERAPY (ST}
¥ Reguirezatrial with Cystagon immediate-releaze capsules
Phosphate Binders/Regulators
calcium scetate Fosrenol® ALryds™ Renvela®
E Iiphu:usm Renagel"' Phoso® sevelam er carbonate
PhDSﬂ'yTEIs Velpharaa
Selective Alpha Adrenergic Blockers
alfuzos=n tam zulasin Flomax Uroeatral®
Rapaﬂn"
Urinary Tract Antispasmodics
oxybLtynin vesicare® " Detrol® oybutynin ER °° DOSE OPTIMIZATION @0)
Toviaz® Detral La® ™ Drvtral® ¥ SeeDose Optimization Chart for afiected frengths
Ditropan XL® totterodine
E nakle =& " tolterodine ER:
f::‘elnic:p.ie'B traspium
Mol vyt et o trospium ER
¥anthine Oxidase Inhibitors
allopurinl loric® Eylu:uprim“

1 = Preferred asof 111952015
2 = Mon-preferred as of 11 4 952015
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Appendix 4

Revized: March 15, 2016

NYS Medicaid Fee-For-Service Preferred Drug List

Prefemred Dugs

Non-Prefemed Dnugs

Prior Authorization/Coverage Parameters

KV, RESPIRATORY

Anticholinergics / COPD Agents

Atrovent HF 4% anaro Ellipts® Spiriva Respimst®
Combivent Respimat® Daliresp ® Stiolto Respimat®
ipratropium Incruse E llipta® Tudarza P re s=air®
ipratropium §slbouterol Seebri Neohaler® Utitron Meohaler®
Spirivaa
Antihistamines —Intranasal
Astepro™ Patanass® azeladine olopatadine

Antihistamines — Second Generation

cetirizne OTC (taklet)

cetirizine OTC (syruprfaolution Tmgf 1mL)
fexofenadine OTC (suspension)
|levocetinzine (tablet)

|orstadine OTC

cetitizine OTC (chewshle)

cetirizine OTC (ynupfzalution Smaf Snb)
cetirizineD OTC

Clarnex® 2

ClarinexD® OTC

desloratadine

fexofenadine OTC (tablet)

|envocetiizing (solution)

laratadine D QTC

Semprex-D
o0

wWyzal

CLHICAL CRITERIA {CC}

¥ Mo prior authori zation recuired for patierts less than 24 months of age

1 = Preferred asof 114905201 5
2 = Mon-prefered as of 1180 952015
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Appendix 4

NYS Medicaid Fee-For-Service Preferred Drug List

Revized: March 15, 2016

Prefemred Drugs

Non-Prefemred Dugs

Prior Authorization/Coverage Parameters

Beta Adrenergic Agents — Inhaded Long- Acting &G e

Brovana® Serevent Diskus® .-‘-‘-.rcailp’[ailTH Striverdi Respimata CLIHNICAL CRITERIA (CC})
Foradi® Ferforomizt® PA iz required for all new long-ading beta agonist prescriptions for beneficiaties under FD A or
com pendia suppoted age as indicated:
:ﬂrcaptam =15 years
Brovana® =18 years
Foradil® =0 years
Perforamist® =15 years
Serevert® 24 years
Striverdi® =18 years
FREQUEHCY !QUAHTITYDURATION (FiQmM)
Maximum units per 30 days
Arcapta™ 30 unitz (1 khoxof 30 unt dose capsules)
Brovana® B0 unitz (1 carton of 60 valz or 120 mL)
F ora il ® G0 unitz (1 hoxof B0 unit do=e capsules)
Perforomist® B0 unitz (1 carton of 60 walz or 120 mL)
Serevent® 1 digkusz (B0 blisters)
Striverdi® 1 unit {one cartridge and one Respimat inhaler)
Beta; Adrenergic Agents —Inhaled Short-Acting
albwteral Froventi HF &% levalbuteral (zolution) }{upenex" (zalution’)
P rodir HF &® Prosir® RespiClick  XopenexHF &%

"entolin HF 4%

1 = Preferred asof 11149020135
2 = Man-prefered as of 11 A 352015
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NYS Medicaid Fee-For-Service Preferred Drug List

Revized: March 15, 2016

Prefemmed Dugs

Hon-Prefemed Dnigs

Prior Authorization/Coverage Parameters

- - pinlin]
Corticosteroids — Inhaled
Lamanex® .ﬂ-.eruspﬁll'lﬁI FREQUEHCY/QUAHTITYDURATION (F/Q D}
; ] ]
Flovert Diskus Al s Aerospan® 80 meg 2 inhalers eweny 30 days
Flovert HF 4% Arriuity Ellipta ™ Ahvesco® 20 meg 1 inhaler every 30 days
P ulmicort® Flexdaler Lomane ¥ HE A » 1 inhaler every 30 days. Up to 1 inhaler ewveny 15 d ays with
- absesce” 180 mog previous oral coticosteroid use,
CIVAR Arnuity Ellipta 1 inhaler ewery 30 days
Azmane 110 meg 1 inhaler eweny 30 days
Asmane® 220 meg (30 unik) 1 inhaler eweny 30 days
1 inhaler eweny 20 days
Asmaned® 220 meg (60 unik) Up to 4 inhaler ewvery 15 days with previows oral
corticosteraid use.
Fman e 220 mcg 1 inhaler every B0 days. Up to 1 inhaler every 30 d ays with
120 units) previous oral coticostereid use.
A man g™ HEA 00 meg 1 inhaler eweny 30 days
Asman e HEA 200 meg 1 inhaler eweny 30 days
Flovent Digkus™ S0meg, 100 meg {1 diskus every 20 days
Flowent Diskus™ 280meg 1 dE.kLIS werg,r'15. days. L!ptn 1 diskus avane ¥ days with
previous oral coticosteroid use.
Flowent HF A" 4dmeg, 110 mog 1 inhaler every 30 days
Flowent HF A" 220meg 1 inl'!aler EWEny E[l days. Itlpto 1 inhaler everny 15 days with
previous ordl corticosteroid use.
Pulmicort 20 mcg 1 inhaler every 30 days
Pulmicort 180mizg 1 inhaler every 15 days
vaR" 40meg 1 inhaler ewvery 25 days
veR" B0meg 1 inhaler every 12 days
A . . 5 = - CC RoyD
Corticosteroid/Beta: Adrenergic Agent {Long-Acting) Combinations — Inhaled —
Ackvair Digkus® Dulera® Breo Ellipta® CLIHICAL CRITERIA (CC})
Advair HF &% Sym bicort®

Advair Dishus™ = years

Audvair HF A" =12 years
Breo Ellipta™ =18 years
Drulera® =12 years
Symbicort™ 212 years

FREGQUEHCY QUAHTITYDURATION (F/Q.D}

Audwair Diskus™

One (1) inhalerdiskus ewveny 30 days

Auhvair HE A

Bireo Ellipta™

Duler 3

Symhbi oo™

¥ P&z required for all newwlong-acting beta agoni s prescriptions for benefidiaties under FD A,
of compendia suppoted age as indicated:

1 = Preferred asof 1119020135
2= Mon-prefetred as of 110 952015
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Appendix 4

Revized: March 15, 2016

NY S Medicaid FeeFor-Service Preferred Drug List

Prefemed Drugs

Hon-Prefemred Dnigs

Prior Authorization/Coverage Parameters

Corticosteroids — Intranasal ™"

futicasone
L]
Mazanex

Beconsse &A0%
budesonide
D\_.fmistali
Flonass®

F i nizolice
Cmnatis®

CIf ASL®
Rhinocort Aqua®
triamcnalone
Veramvsd“
Zetonna®

FREQUEHCY QUAHTITY DURATION (F/QM}

Beconase 42 % one (inhaler every 22 days

fnizalide one (1inhaler every 25 days

budesonide
O yrnista™
Flonase

one (1) inhaler ewvery 30 days

futicasone
Mazacort &0
M azonex®

om naris®
o 85L%
F: hinocort .-E'-.qua'“

trism cinolone

eramyst ®
Zetonna™

L eukotriene Modifiers

montelik ast ="
zafiflukast

Acoolate®
Singulair" =

STEP THERAPY (5T}

¥ For non-asthm atic patients, frial of intranasal codicosteroid or a 2nd generation oral
artihistamine before monteluk ast (Singulair")

1 = Preferred asof 114952015

2 = Mon-preferred a=s of 11 A 902015
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Appendix 4

Revizad: March 15, 2016

NYS Medicaid Fee-For-Service Clinical Drug Review Program (CDRP)

The Clinical Drug Review Program (CORF) is aimed at ensuring specific drugs are utilized in a medically appropriate manner.

Underthe CORP, certain drugs require prior authorization because there may be specific safety issues, public heatth concerns, the potential for
fraud and abuse or the potential for significant overuse and misuse.

Prior Authorization

Prior authorization for some drugs subject to the CORP must be obtained through a representative at the clinical call center. Prior authoarization is
required for ariginal prescriptions, not refills. For some drugs subject to the CORP, only prescribers, not their authorized agents, can initiate the prior
autharization process.

Fax requests far prior authaorization are nat permitted. Each CORP drug has specific clinical information that must be pravided to the clinical call
center before prior authorization will be issued. Prescribers may be asked to fax that information. Clinical guidelines for the CORP as well as prior
authaorization worksheets are available anline at

The following drugs are subject to the Clinical Drug Review Program:

The following drug classes are subject to the Clinical Drug Heview Program and are also included on the Preferred Drug List:

. for 18 years and older
. for 21 years and older

40
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Revized: March 15, 216

NYS Medicaid Fee-For-Service Drug Utilization Review (DUR) Program

FreguencyQuantity/Duration (F/O/DY Prograrm and Step Therapy parameters are implemented to ensure clinically appropriate and cost effectve
use of these drugs and drug classes.
For additional Step Therapy and Freguency/Quantity/Duration parameters for drugs and drug classes that are also included on the Preferred Drug
List (PDL), please see pages 3 through 31,

Drug / Class Name

Step Therapy (ST) Parameters

Fregquency / Quantity / Duration
(F QD) Paramet ers

Additiona | Alternate Parameter(s)

Acthar® (ACTH injectabls)

Fequires tial of first-line therapy for all FOA- | @UAHTITY LIMITS:

= 2 years of age

¥ oYY

weeks

Multlple sclerosis — 5 weeks
Rheum atic disarders — 5 weeks
Dermatologic conditions — 5 weeks
Alergic states (serum sicknessl—35

Confirm diagnosiz for Medicaid covered uses.

approved indications, other than infantile % Infantile spasms — 30 mL (six 5 mL visls) [Medicaid Eee$nr§ewice henefit does not
ZPasms. ¥ Multiple sclerosis — 35 mL (seven 5 mL caver far diagnostic purposes.

Hote Acthar is first line therapy for infantile sials)

spasmsin children lessthan 2 vears of adge — | DURATION LIMITS:

step therapy not reguired. 3 Infantile spasms — 4 week s indicated for

FDA Indication

First line Therapy

Multiple Sderosis (MS) exacerbations

Corticosteroid or plasmapheresis

P alymyositis! denn atomyositiz

Corticosteroid

Idiopathic nephrotic syndrome

MAZE Inhikitor, diuretic, coticosteroid (and for refractory patient s an
im munosuppressive)

Syatemic lupus endhematosus (SLE)

Corticosteraid, antimalanal, or ovtotoHMeim munozuppressive agent

Mephratic syndrom e due to SLE

Immum csuppressive , cotticosteroid, or ACE Inhikitor

Rheumatic dizorders (zpedfically, psoriatic athritiz, heumatoid
atthrti=, juvenile rheumatoid arthritiz, ankylosing spondylitis)

Corticosteroid, topical retinoid, biologic dizease-modifyving
antitheumatic drugs (DMARD), non-hialogic DM ARD , ar & non-
Sercidal anti-inflamm atory drug (NS200

Dermatologic diseases (specifically Stevens-Johnson syndrome and
erythema multifonn &)

Corticosteroid or analgesic

Allergic states (specifically serum zickness)

Tapical or aral cotticosteraid, antihistam ine, or NIAID

Ophthalmic diseases (keratitis, intis, iridocyditis, diffuse poderior
uveitisichoroiditis, optic neuritiz, chorioretinitis, anterior segment
inflammation)

Analgesic, antiinfedive agent, and agents to reduce inflammation,
ch as NSAIDs and steroids

Respiratary dizeases (sydemic sarcoidosis)

Oral costicosteroid or an imunosuppressive.

NYS Medicaid PDP Annual Report
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Revised: March 13, 2016

Drug ! Class NHame

Step Therapy (ST) Parameters

Frequency ! Quantity / Duration
(FIOD) Parameters

Additiona / Alternate Parameter(s)

Smoxicillin ER (M oxatag®)

P rezcribers should attempt trestn ent with 2
m ore cost effective imm ediate +eleaze

am oxicillin first before progressing to
extended +eleass amoxdllin

QUAHTITY LIMIT:
¥ Equal to 10tabletz per 1l

Anabalic Steroids — Injectable
¥ Dnepu:n-TEs:tu:nsteru:nne'Ii

¥ testogterane cypionate
#* testoderone enanthate

Anabolic Steroids— Cral
Anadrol-50®
Ancdraid®

Androuoy™
Methitest®
Crxandrin®
axandralone
Tesred®

LA A

Limitation = for anabolic steroid products is

bazed on approved FDA labeled daily

dosing and documented diagnosiz not to

exceed a 90 -day supply (30-day supply for

cxandralane):

¥ Inttial duration limit of 3 months (for all
produds except oxandrolone], requiring
docum ented followeup monitaring for
response andfor adverse effedts before
continuing treatment

¥ Duration limit of 6 maonths for delayved
puberty

¥ Duration limit of 1 maonth for all uses of
oxandralone products

Anti-F etraviral (AR Interventions

QUAHTITY LIMITS:

¥ Limit ARY adive ingredient duplication

¥ Limit ARY wtilization to & masimum of five
procuds concurrently - exduding boosting
with ritanar (doze limit 600 mg or lesz)ar
cobic gat

¥ Limit Protease Inhibitor utilization to a
maximum of two produds concurrently

¥ Limit Integrase inkhibitor Wilization to a
maximum of ane produd concurrently

¥ Reguire confirnation of FD& approwed or
compendia supported use

Antidiabetic agents (ot onthe POL)
¥ chlarpropamide

*  glimepiride

¥ glipizde (Glucotrol®, Glucotrol
HL®)

glyburide (Diabeta®, Glynas=®)
glyburide, micranized

tolazam ide

tolbutamide

LR I

¥ Fequires atrial with metfarmin with ar
sithout insulin prior ta initisting ather
antidiabetic agentz, unlessthere iz a
documenrted contraindication.

Clinical editing to allow patients with a
diagnozizs of gestational diabete zto
receive glyburide without 3 thal of
mettarmin firs,

v
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Revized: March 15, 2016

Drug ! Class Name

Step Therapy (ST) Parameters

Fregquency ! Quantity / Duration

Additional ! Alternate Parameter{s)

(Fi0D) Parameters
Antifungals, Topical — for ¥ Trial with an oral antifungsl sagert* prior to
Onychomycosis use of cidlopiro: 3% salution (P enlac)
¥ cidopirox 8% soldion * terbinafine (Lam isil') tablets;
 Jublis® grizectulvin (Grifulvin \-", Gris PE G'BJ
. 8 oral zuspension, ultramicronized tablets
: E:;T:;n, micru:unizedntablets; traconazole
[Sporanox”, Onmel ™ tablets, aral
Folution
¥ Ttal with ciclopirox % =oltion prior to
the use of other topical antifungalz
[efinaconaszale (Jublia)or tavaborale
[Herydind]
Becaplemnin (R egranexsj QUAHTITY LIMT:

¥ 2w 15 gram tubes inalifetime

Benzodiazepine agents — aral

¥ alprazolam (Mirawvam ™, }'{anax“,
Hanax® ®R

¥ chlordiazepoxide (Likrium lilJ

H chlurdiamfuxide.l’am'rtripty-iine
(Litnkitral™)

¥ clonazepam (Klonopinnj

¥ clorazepate (Tranxenes, Tranxene
T-Tak®)

¥ diazepam (valium®)

¥ lorszepam (Ativans, Larazepam
Intensal®)

®  oxazepam (Sersx®)

¥ For diagnosiz of Generalized Anxiety
Dizorder (ZADY or Sodial Anxiety
Disorder (3407 Require trial with a
Selective-Serotonin Reuptak e Inhibitor
(SR ara Serotonindorepinephrine
Reugtake Inhibitar (SMED priar to initial
henzodiazepine prescription

¥ For diagnosiz of Panic Disorder: Reguire

concurrent therapy with an

antidepres=ant (SR, MR, ar Tricyclic

antidepreszant [TC AL

For diagnozis of skeletal muscle spasm s

Require trial with a skeletal musde

relaxant prior to a benzodiazepine

DURATION LIMT:
# ForInzomnia; 30 consecutive days
¥ Foar Panic Disorder. 30 conzecutive days

¥ Require confirmation of FDA approsed ar
compendia supported use
P& required for initistion of benzodiazepine
therapyin patients currently on opicid or
aral buprenarphine therapy

#  PArequired for any additional oral
benzodiazepine prescription in patients
currently on benzodiazepine therapy

Crofelemer (F ulyzaqu

R equires thial with an alternative anti-
diarrheal agert

Canfirm diagnosiz of HIVIAIDS or antiretroviral
therapyin daims history

Cyclosproine aphthal mic (Res’rasisaj

Diagnozis documentation reguired to justify
utilization a= a first ine agent ar attempt
trestm ent with an artificial tear, gel or
ointment

QUAHTITY LIMIT:
G0 vialz dispensed as a 30-day supply

Crwstic flbrosiz agertz
¥ ivacator (Makydeco)
¥ ivacator Slum acattar (Orkarmbil

¥+ Confirmation of FD&-approved or
compendia-supported indications

¥ Genetic tegting reguired to werify
appropriate mutations

Dextromet homphan Fguinidine
Mued exta")

QUANTITY LIMIT:

P Two(2)capsules per day; 60 units per
30 days
DURATIOHN LIMT:

¥ 90 days oftherapy

Far patierts = 15 years of age:

R equires confinm ation of disgnosis of
P seudobulbar affect
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Revized: March 15, 2016

Drug ! Class Hame

Step Therapy (ST) Parameters

Fregquency ! Quantity / Duration
(F /D) Parameters

Additiona / Alternate Parameter(s)

Dronakinal (Marinol )

¥+ Steptherapy for beneficiaries with
HI%/&ADS, ar cancer, AMD eating
dizorder. trial with megestrl acetate
suspension priar to dronakinal

Step therapy for benefidaries with
diagnozis of cancer and
nauzeartomiting: tial with a NYS
edicaid-preferred 5-HT3 receptor
antagonist priorto dronakinal

Canfirm diagnaosiz for Medicaid covered uses
a3 followes:

¥ HIWIAIDS ar Cancer and eating disorder
¥ Cancerand naussahomiting

Fentanyl transmucosal agents

QUANTITY LIMIT:
¥ 4 units per day, 120 units per 30 davys
DURATION LIMT:

¥ S0days
¥ Guantity and duration limitz are not

cancer or sickle cell diagnosis

applicable to patients with a documented 5

¥ Limited to a total of four (4] opioid
prescriptions every 30 days, Exemption far
disgnosis of cancer or sickle cell diseass

¥ For opicid- naive patierts - limited to 5 15

days supply for all initial opioid

prescriptions, Exemption for disgnosiz of

cancer ar sickle cell disease

Medical necessity rationale for apiaid

therapyis required for patients on

eztahlizhed buprenonhine therapy

¥ P& isrequired for initistion of opioid
therapyin patient= currently on
benzodiazepineg thets py

Irtitahle Bowel Agents

¥ linaclotide (Linzezs™)

¥ Iubiprostone (Amitiza®®
*I:Iubiprostn ne parameters for opioid

induced constipation see Opioid induced
constipation agent section belan

Step therapy with trialz of both a bulking -
sgernt and an osmatic laxative prior (defined
s within 39 days) to lubiprostone or
linadatide

DURATIOHN LIMIT:
30 davys with 2 refillslorescription

Lipid Lowering Agents -

Froprotein Comvertaze Subtilisin
Wexin 9 (PCSKI) Inhikitaors

¥+ alirocumakb (P raluert™)
¥+ evolocumab (Repatha ™)

F ecuire trial of a HMG ol Reductasze
Inhibitors (Stating at maxmum tolerated
co sage

Confirm diagnosiz forthe FDA-approved
incication of

¥ Familial hypercholesterolemia
(heterazygous ar homo Ty ous)

¥ Atherosclerdtic cardiovascular disease
R ecuire concurrent statin therapy

Lipid Lowering Agents -

Trighyceride transfer protein inhikitars:

¥ lomitapice (Juxtapid®)
mipomersen (Kynamro®)

F.equires tial with high int ensity statin
therapy

Canfirm diagnaosiz of homozygou s familial
hypercholesteralemia

Metozol® ODT [metodopramide]

R equires & trial with conventional

m etodopramide before metoclopram ide
crally dizintegrating tablet (ODT), except with
diagnosis of diabetes mellitus

GUAHTITY LIMIT:

¥ 4 units per day, 120 units per 30 davs
DURATIOH LIMIT:

¥ S0days
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Revized: March 15, 2016

Drug ! Class Hame

Step Therapy (ST) Parameters

Fregquency ! Quantity / Duration
(F /D) Parameters

Additiona / Alternate Parameter(s)

lethadone

QUANTITY LIMIT:

¥ A2 units per day, 360 units per 30 days

¥ Exemption for disgnaosis of cancer or
sickle cell disease

Limited to & total of four (43 opioid
prescriptions every 30 days Exemption far
disgnosis of cancer or sickle cell diseass
Medical necessity rationale for methadone
iz required for patients on edablished
buprenatphine therspy

P & required for methadone pre scriptions
for patients curently an long-acting o picid
therapy. Exemption for diagnosis of cancer
or sickle cell diseass

P& required for initiation of long-acting
apioid therapy in apicid -naive patients.

E xem ption for diagnosis of cancer or sickle
cell dizeasze

P& required for initiation of m ethadone
therapyin patients currently on
benzodiazepineg therapy

M etreleptin (hyalept®

Canfirm diagnosiz forthe FDA-approsed

incli cation=:

¥ Leptin defidency in patients with congenital
generalized lipodyrophy (CGL) OR

¥ acquired generalized lipodystrophey (A1)

Olanzaping § Fluoxetine (S';-'rnbyax“)

hen prescribing for the treatm ent of major
clepressive dizarder (MDD in the absence of
cther paychiatric comarbidities, trial with at
least one differert antidepressant agent iz
Fecuired

P & iz required for the initial prescrigtion for
b eneficiaries yaundger than 15 yesrs

Opioid Induced Constipation Agents
¥ lubiprostone [ &mitize®r

¥ methnatrexone (Relistor“j

¥ naloxegal (Movartik™)

*for lubiprostone parameters farimnitable
bomel, sae Irritable bowel agents
section abowe)

Trial with an ozm otic laxative, a stim ulant
| axative and & stoal sottener priar to use of
lubiprostone, methrd naltrexone, or naloxe gol

QUANTITY LIMIT:

¥ lubiprostone: 2 capsules per day, B0
capsules per 30 days

methdnaltrexone: 1 vial ar syringe per
cay (30 vialsfzytinges per 30 days 4 kits
per 28 days

naloxegal 1 taklet per day, 30 tablets
per 30 days

H

Confirmation of FD &-approved or compe ndia-
zupported indications

Oral Pollenf/&llergen Estractz
Grastek® Cralair® Ragwitek®)

Trial with a preferred intranasal coticosteroid

Confirm diagnosiz forthe FDA-approved
indication of P allendnduced allergic rhinitis
confinn ed by positive skin ar in sitro testing for
pollen-specific IgE antibodies

Pyrimethamine (Daraprim °)

¥ Confirmation of FD A-approved ar
camnpendis-suppoted indications

¥ Reqguire concurrent utilization of lewcovorin
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Revised: March 15, 2016

Drug ! Class Hame Step Therapy (ST) Parameters

Frequency / Quantity ! Duration
(F QD) Parameters

Additiona /' Alternate Parameter({s)

Pulmonary Fikbrosis Agents

Confirm diagnosis forthe FD A-<approved

¥ Cfev® indication of treatment of idiopathic pulm onary
* Esbriet® fibrosis (IPF)
Ginine

QUAHTITY AHD DURATIOH LIMTS:

¥ Maximum 42 capsules aza ¥-day aupply
¥ limited to 1 prescription per year

Tasimelteon Hetlio 29)

QUAHTITY LIMIT:
¥ One unit per day, 30 unit=s per 30 days

Coanfrm diagnosiz of Mon-24-hour sleep-wake
dizorder in tatally blind patierts

Tazarotene (Tazorac™

Confrm diggnosis far Medicaid covered uses

Tetrabenazine (¥enazne®

Confirm diagnosis of one ofthe following FD&

and Campendia approved indicstion in pstients

=15 vears of age:

¥ Chorea associated with Hurtington's
dizeasze

¥ Gillezde la Tourette's syvndrome

¥ Tardive dyskinesia

Teriparatice (Fgrteg"’j R equires athial with & preferred oral
hizphosphonate prior to tehiparatice

QUAHTITY LIMT:
¥ Oneunit (2.4 mL) per 30-day period

LIFE TIME QUAHTITY LIMT:
¥ 25 months of therapy

Far more information an DUR Program, please refer to
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Appendix 4

Revised: March 15, 2016

NYS Medicaid Fee-For-Service Brand Less Than Generic (BLTG) Program

On April 26, 2010, Mew York Medicaid implemented a new cost containment initiative, which promaotes the use of certain multi-source brand name
drugs when the cost of the brand name drug is less expensive than the generic equivalent.

In confarmance with State Education Law, which intends that patients receive the lower cost alternative, brand name drugs included in this program:
s« Do notrequire "Dispense as Written" (DAW) or "Brand Medically Mecessary" an the prescription

+ Have ageneric copayment
+ Arepaid at the Brand Mame Drug reimbursement rate or usual and customary price, whichever is lower

+ [Donotrequire a new prescription if the drug is remaved from this program

Effective February 18, 2016:

s Gleevec will be added to the program
+ Bactroban cream, Kadian, and Metrogel will be removed from the prograrm.

Current list of Brand name drugs included in this program™ {Lipdated 2/03/2018): *List is subject to change
Ahbilify tablet Combiir e pron Tobradex suspension
Adderall xR Copaxaone 20 mg/mbL Subd Myfortic Tricor
Aggrenox Diastat Miaspan Trilipix
Aldara Epivir HBY tablet Patanase Trizivir
Alphagan PO0.15% Exelon Patch Protopic Walcyte
Astepro Fnu:ah;n}:nlz 5;5%”;04?%; smg. Fulmicort Respules YWellbutrin
Baraclude Gabitril Zmg, 4my Soratane #eloda
Catapres-TTS Gleevec Tegretal suspension Xenazine
Cellcept suspension Hepsera Tegretol XK

Flease keep in mind that drugs in this program may be subject to prior authorization reguirerments of ather pharmacy programs; again promoting the
use of the most cost-effective product.

IMPORTANT BILLING INFORMATION
+ Prescription claims submitted to the Medicaid program DO NOT require the submission of Dispense As Written/Product Selection Code of 117,

+ Pharmacies can submit any valid NCPDF field (403-D8) value
For maore infarmation on the Brand Less Than Generic (BELTG) Program, please refer to
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Appendix 4

Revized: March 15, 2016

NYS Medicaid Fee-For-Service Mandatory Generic Drug Program

State law excludes Medicaid coverage of brand narme drugs that have a Federal Food and Drug Administration (FOA) approved A-rated generic
equivalent, unless a prior authorization is obtained.

Coverage parameters under the Preferred Drug Program (PDPY, Clinical Drug Review Program (CORP), and/or the Brand Less Than Generic
(BLTE) Program are applicable for certain products subject to the Mandatory Generic Drug Program (MGDF), including exemptions (as listed

b [

Prier Autheorization Process

s Prescribers, or an agent of the prescriber, must call the prior authorization line at 1877 -309-9493 and respond to a series of questions that

identify the prescriber, the patient and the reason for prescribing this drug. The
provide step-by-step assistance in completing the prior autharization process.

+ The prescriber must write "DAW and Brand Medically Mecessary” an the face of the prescription.
« The call line 1-877-3099493 iz in operation 24 hours a day, seven days a week.

Exempt Drugs
s Based on specific characteristics of the drug andfor disease state generally treated, the following brand name drugs are exempt fram the
program and do NOT require PA:

Clozaril® Levothyroxine Sodium (Unithroid®, Synthroid®, Levoy™®
Courmadin® Mearal®

Dilantin® Sandimrmung®

Gengraf® Tegreto®

Lanoxin™ Farontin®

For more information an the Mandatory Generic Program, please refer to

45

NYS Medicaid PDP Annual Report

74



Revisad: March 15, 2016

NYS Medicaid Fee-For-Service Dose Optimization Program

On Movemnber 14,2013, the Medicaid Fee-for-Service program instituted a Dose Optimization initiative. Dose optimization can reduce prescription
costs by reducing the number of pills a patient needs to take each day. The Department has identified drugs to be included in this program, the
majarity of which have FDA approval for once-a-day dosing, have multiple strengths available in carrelating increments at similar costs and are
currently being utilized above the recommended dosing frequency. Prior authorization will be required to obtain the following medication beyond the

following limits:
Dose Optimization Chart

Brand Hame

Dose Optimization Limitations

CARDIOVASCULAR
Angiotensin Receptor Blockers (ARBs)
Benicar 20mg 1 daily Tahlet
Micardiz 20mg, 40mg 1 daily Tablet
Diowan 40mg, 0mg, 160mg 1 daily Tahlet
AREs/ Cacium Channel Blockers
Exforge S—160mg 1 daily Taklet
ARBs/ Diuretics
Bernicar HCT 20-12.5myg 1 daily Tahlet
Diovan HCT 8012 5m g, 16012 5my 1 daily Tahblet
Edarbvedor 4012 5mg 1 daily Taklet
Micardiz HCT 40—12.5mg, S0-12.5my 1 daily Taklet
Beta Blockers
Bystalic 2.5mg, Smy, 10my 1 daily Taklet
Coreg CR 20mg,40mg 1 daily Tahlet
nadalal 40mg 1 daily Tahlet
Topral L 23myg, S0mg, 100mg 1 daily Tablet
HMG Co A Reductase Inhibitors

Crestor Smg, 10mg, 20mg 1 daily | Tablet |

Niacin Derivatives
Mis=pan S00mg 1 daily | Tablet |

Anticonvulsants — Second Generation

Lyrica 25m g, S0mg, Tamg, 100m g, 150mg, 200my

3 daily Capzule Eledtronic bypass for diagnosis of seizure disorder indentified in medical

Lyrica 225mg and 300mg

daimz data.

2 daily Capzule
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Resvsad: March 15, 2016

Brand Hame | Dose Optimization Limitations
CEHNTRAL HERVOUS SYSTEM
Antiparkinson Agents
szilect 05mg | 1 daily Takblet |
Antipsychotics — Second G eneration
Adilify 2mg 4 daily Taklet
Ahailify Stng, 10mg, 15my 1 daily Tahlet In the caze of du:u;e t'rtratiu:ulj far these ance dail':.f_m edics_utiun_s, the Departinent
Invega 1.5mg, 3mg 1 daily Tablet \r;-l\.rll:llriuu:usw for multi-day dosing {up to 2 dosesidaily) for titration punaoses for 3
Latuda 20mg, 40mg, G0mg 1 daily Tahlet
alanzapine Smg 1 daily Tahlet
olanzapine ODT Smg 1 daily Tahblet
Seroguel ¥R 150mg, 200mg 1 daily Takblet
Syrm ks 3=28m g, B=2amyg, 12-25my 1 daily Capsule
Dyprexa Zydiz omg, 1 0mg 1 daily Tahblet
CHS Stimulants
Conceta ER 18mg, 27mg, 24my 1 daily Takblet
Concetda ER J6my 2 daily Tahblet
Focalin ¥R 3mg, 10mg, 1amyg, 20mg 1 daily Capsule
Metadate 0 10mg, 20my 1 daily Capsule
Provigil 100my 1 daily Takblet
QuillichewER 20m g, 40mg 1 daily Taklet
QuillichewER 30mg 2 daily Tahlet
Ritalin LA 10mg, 20mg 1 daily Capsule
Wasanze 20mg, 30mg 1 daily Capsule
Non-Ergot Dopamine Receptor Agonists
Requip XL 2mg, 4mg, Bmg 1 daily Taklet |
Other Agents for Attention Deficit Hyperactivity Disorder (A DHD)

guanfacine ER 1mg, 2mg, 3 mg, 4mg 1 daily Tahlet
Irturisye Tm g, 2mg 1 daily Tahlet
Strattera 40mg 1 daily Capsule

Sedative Hypnotics
Lunesta 1mg 1 daily Tahlet

a0
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Brand HName Dose Optimization Limitations
CENTRAL NERVOUS SYSTEM
Serotonin-Horepinephrine Reuptake Inhibitors (SMRIs)

Effexor KR 37 Smg, ¥Smg 1 daily Capsule Inthe case of dosze titration for these once daily m edications, the ©epartment
. - Wil allow for multi-day dosing (up to 2 dosesidaily) for titration purposes for
Priztic ER S0mg 1 daily Tahlet three manths.
Selective Serotonin Reuptake Inhibitors (SSRIs)
Lexapr smg, 10mg 1 daily Taklet Inthe case of dose titration for these once daily m edication s, the Department
il allowy for multi-day dosing (up to 2 dosesidaily]) for titration purposes for
Wibryd 10mg, 20mog 1 daily Tahlet three months.

ENDOCRINE AND METABOLIC
Dipeptidyl Peptidase-4 (DPP-4) Inhibitors

Januva 25mg, s0mg 1 daily Tahlet

Onglyza 2.5myg 1 daily Tahlet
Thiazolidinediones (TZDs)

Actos15mg 1 daily Tahlet

Actopluz Met XR 15—1000mg 1 daily Taklet

GASTROINTESTIMAL
Proton Pump Inhibitors

Dexdlant 30mg 1 daily Capsule
Mezxium 20m g 1 daily Capsule
Frevacid DR 15my 1 daily Capsule

RENAL AND GENITOURINARY
Urinary Tract Antispasmodics

Detrol LA 2mg 1 daily Capsule
Enablex 7 Smy 1 daily Tahlet
oxybutynin chlonde ER Smg 1 daily Taklet
Toviaz ER 4mg 1 daily Tahlet
Vesicare Smg 1 daily Tahlet

PA requirerments are not dependent on the date a prescription is written. Mew prescriptions and refills on existing prescriptions require PA even if
the prescription was written before the date the drug was determined to reguire PA.

To obtain a prior authorization (PA), please call the prior authornzation Clinical Call Center at 1-877-309-94593. The Clinical Call Center is available
24 hours per day, 7 days perweek with pharmacy technicians and pharmacists who will work with you, or your agent, to guickly obtain PA.

Medicaid enrolled prescribers with an active e-PACES account can intiate PArequests through the web-hased application PAX press® The website

for PAX press is
=1

NYS Medicaid PDP Annual Report 77



Appendix 5
5 — Preferred Supply List (as of March 2016)

NYS Diabetic Supplias

Revised: 10,01,/2015

F‘Ianufa(:turer Product STRIPSS METERS
Abbott Freestyle Lite M eter Q073070205 M eter
Abbott Freestyle Lite Test 3trips - S0ct Q90750708 22 Strips
Abbott Freestyle Lite Test Strips - 100ct Q90750708 27 Strips
Abbott Freestyle Freedaom Lite WMeter 29073070914 vl eter
Abbott Freestyle Insulinx TestStrips- S0ct 0073071231 Strips
Abbott Freestyle Insulinx Meter 99073071143 M eter
Abbott Freestyle Insulinx TestStrips- 100t QQ07S071227 Strips
Abbott Precision Xtra Beta Ketone Test Strips 10t 57508074501 Strips
Bayer BREEZE Blood Glucose Meter 00193144001 Meter
Banyer BREEZE 2 Test Strip- 50ct 00193146550 Strips
Bayer BREEZE 2 Test Strip- 100ct 001931466 21 Strips
Bayer COMTOUR Test Strips-50ct 00195 70=s050 Strips
Bayer COMTOQURTest Strips - 100ct 0019579021 Strips
Bayer COMTOUR Blood Glucose Meter 00193715101 M eter
Bayer COMTOUR MEKT EZ Blood Glucoss Meter 001937520l Meter
Bayer CONTOUR MEXT Test Strips-50ct 00193731150 Strips
Baner CONTOUR MEXT Test Strips - 100ct 00193731221 Strips
Bayer COMTOQUR MNEXT Elood Glucase Meter 00195737701 vl eter
Banyer CONTOUR MEXT USE M eter 00193735301 I eter
Bayer COMTOUR MNEXT USE Elood Glucose Meter 00195741101 I eter
Lifescan OneTouch UltraMini Meter - Silver Moan SERE500201 leter
Lifescan OneTouch Ultra Blue TestStrips- S0ct 53E85024450 Strips
LifeScan OneTouch Ultra Blue TestStrips- 100t CEEan 024510 Strips
LifeScan OneTouch Verio Test Strips- Sc SEEER02M S Strips
LifeScan One Touch Verio Test Strips- S0ct SERES02T150 Strips
Lifescan OneTouch Werio Test Strips- 100ct SERE5027210 Strips
Lifescan OneTouch UltraMini Meter - Fink Qlow 5385041901 vl eter
LifeScan One Touch UltraMini Meter - Lirnelight LEEsn042001 M eter
LifeScan OneTouch Ultra 2 Meter 53285044501 I eter
LifeScan OneTouch Yerio Meter System 53885065701 I eter
Lifescan dneTouch UitraMini Meter -Blue Comet 5385091101 vl eter
LifeScan One Touch UltraMini Meter -Purple Twlight LEEsn0a1201 Meter
LifeScan OneTouch Ultra Blue TestStrips- 5ct SRR 0894 5 Strips
LifeScan One Touch Verio 10 Meter SERESO0XETFOL I eter
M edisen se (AbDott) Precision Xtra hMeter S/L9zR1401 leter
M edisen se (AbDott) Precision ¥tra Test5trips- S0ct SFEL9972204 Strips
MW edisen se (Abbott) Precision Xtra TestStrips- 100t L 0902705 Strips
Therasen s=(Abbott) Freestyle Test Strips - 500t Q2073012050 Strips
Therasen se(Abbott) Freestyle Test Strips - 100ct 99075012101 Strips
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Appendix 6

6 — Enrollee Brochure (English Version)

PDP

New York State
Medicaid
Preferred Drug
Program

A GUIDE FOR PEOPLE
WITH MEDICAID

What is the Medicaid Preferred

Drug Program (PDP)?

This program encourages doctors to prescribe
certain drugs, called “preferred” drugs. When
they prescribe other similar drugs which are not
included on the preferred drug list, they need

to get special approval (prior authorization)
before you can receive the drug.

Whao decides which drugs

are “preferred”?

A committee made up of doctors, pharmacists,
and patient advocates works with the Department
of Health to review drugs and identify those that
are safe, effective and less expensive. Preferred
drugs have been found to be as effective as
non-preferred drugs.

What if I don’t want to change

my medications?

Only your doctor can decide which drugs you
should take. Ask your doctor or pharmacist
if you have questions about changes made
to your prescriptions.

Need help? Call the Medicaid Helpline:

1-800-541-2831

\/s\\

>N

Remember:
+ All drugs that Medicaid currently covers
are still available.

= Only your doctor can decide which drugs
you should take.

« Ask your doctor or pharmacist if you have
questions about your medicine.

What if I need my medication and

the doctor’s office is closed?

If your doctor cannot be contacted, and you have
avalid prescription, the pharmacist can give you
a 72-hour emergency supply of medicine until
your doctor can be contacted.

For more information,
visit the NYS Medicaid Preferred
Drug Program Website:

https://newyork.fhsc.com

Fallow us on.
my.gov
facebook com/ NYSDOH
twitter.com/HealthNYGov
‘youtube.com/NYSDOH

&

State of Hew York
Department of Health

MGDP

New York State
Medicaid
Generic Drug
Program

A GUIDE FOR PEOPLE WITH
MEDICAID AND FAMILY HEALTH PLUS

What s the Generic Drug Program?

The law mequies doctors to prescribe the
genericversion of a drug, unless they get spacial
approvalfor a brand name drug.

What is a generic drug?

A generic drug is a copy of a brand name drug.
Tt is the same medicine with the same active
ingradients as the brand name drug, but usually
mada by another company.

Is a generic drug as good

as a brand name drug?

Yes. The federal government makes certain that
the generic drug is as safe and effective as the
brand name drug. (You may already be taking
generic drugs).

What if I am taking a brand name
drug that has a generic version?
Medicaid will not pay foryour brand name
drug unless your doctor calls Medicaid ta gat
approval, and writes the approval number
on your prescription.

Need help? Call the Medicald Helpline:

1-800-541-2831

Remember:
= Only your doctor can dedde which drugs
you should taka.

» baneric drugs are safe and effactive
copies of brand name drugs and are
approved by the faderml govemment.

= Askyour doctor and phamadist about
ganeric drugs.

What if my doctor forgets to get the
approval for my brand name drug?
The pharmacist can call your dactor to discuss
if the generic drug is right foryou.

What if I really need my medicine

and the doctor’s office is closed?

In an emergency, if you have a valid prescription,
tha pharmacist may giva yau a small supply

of the brand name drug untilyou can talk to
someone at your doctor’s office or clinic.

Why are my pills a different

color than they used to be?

Generic pills may Look different because they
are made by another company. They may be

a different color or shapa, but thay are as safe
and effective as the brand name drug.

%

St of New York
Degariment of Health
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Appendix 7

7 — Preferred Drug Program Website Information

e Information about the NY Medicaid Pharmacy Prior Authorization Programs can be
accessed on the Internet at; https://newyork.fhsc.com/ or
http://www.health.state.ny.us

e The complete PDL can be accessed at:
https://newyork.fhsc.com/downloads/providers/INYRx PDP PDL.pdf
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Appendix 8

8 — CDRP and Other Prior Authorizations by Type

Amitiza/Linzess puedexta Lishey
2% o 1% I.— 10%
\ .
Antidiabetic Agents b, Truvada

(not on PDL) _ WO2%

3% "‘-\ %
MG: Brand Medically
Necessary
am

ARV __—

3%

Quantity,/Script Limit
25%

**This chart represents Approved PAs for the following: drugs/drug classes subject to step therapy, FQD
(Frequency, Quantity and Duration Limits), PDP classes subject to CDRP and CDRP.
Total PAs = 50,940
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Appendix 8

Benzodiazepine

Quantity/Script Limit

CMS Stimulants - 18 Years and Older
Cluantity Limit

ARV

MG: Brand Medically Necessary
Antidiabetic Agents (not on PDL)
Amitiza/linzess

Truvada

Muedexta

Lidoderm

BLTG

Anabolic Steroids

Synagis

Restasis

Methadone

Marinol

DUR: Drug to Drug Interaction
Immunomodulators: Topical
Antifungals: Topical Onychomycosis
Oxazolidinone Antibiotics

Inhaled Antibiotics for CF

PDE-4 Inhibitorsfor Pulmunoary Hypertension
Tazorac

NYS Medicaid PDP Annual Report

15665
12560
5680
4508
1446
1375
1336
1245
1155
714
636
597
596
526
389
354
332
292
282
252
235
177
113
57

25
26
27

=

32
33

35

36

37

39

41

42

43

45

47

Xenazine
Actig/Fentor:
Dose Optimiz
Forteo
Progesterone
MG: Generic
CF Agents
Movantik
Acthar
Regranex
Growth Horm
Kyrem
Opioid/Bupre
Serostim
FPCSKS Inhib
Pulmonary F
Quinine
Metozoly
Fulyzag

Oral Pollen/A
Daraprim
Hetlioz
Script Limit
Biatin

o R e R [ W s = L1oLn
FERRRRNEGRES & ELSK
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Appendix 9

9 — PDP Prior Authorizations by Class

Antifungal: Topical __
2% ,

Leukotriene Modifiers _~"
2% B
ARBs
3% E
Opioids - Long Acting_—

4%
Serotonin-Norepinephrine

Reuptake Inhibitors (SMRIs)
5%

Anticonvulsants: 2nd Generation
5%

Total PDP PAs = 106,319 |

Of the PAs issued in this fiscal year, the following PDP drug classes are listed by the number of PAs requested:
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Opioids - Short Acting
Antipsychotics: Second Generation
CNS Stimulants

PPz

Anticonvulzants: 2nd Generation

Serotonin-Morepinephrine Reuptake Inhibitors (SMRIs)

Opicids - Long Acting

ARBs=

Leukotriene Modifiers
Antifungal: Topical

NSAIDs: Rx

Other Agents for ADHD

DPP-4 Inhibitors

Hep C. Direct Acting Antivirals
Sedative Hypnotics

Urinary Tract Antispasmodics
Inh. Short Acting Beta-2 Adrenergic
GLP-1 Agonist

Trighyceride Agents
Antihistamines: 2nd Generation
Statins

Beta Blockers

ARB Combinations
Anticoagulants: Oral

Skeletal Muscle Relaxants

Selective Serctonin Reuptake Inhibitors (SSRIs)

Immunomodulators: Systemic
Opicid Dependence Agents
Antiinfectives: Topical
Sulfaszalazine Derivatives
Topical Steroids: High Potency
ARB/Diuretic Combinations
SGLT2 Inhibiters

Phosphate Binders/Regulators
Steroids: Intranasal

NYS Medicaid PDP Annual Report

21635
19332
7341
6633
5477
4811
4248
2927
2305
2229
2059
1ElE
1489
1458
1357
1256
1245
549
937
908
227
799
753
724
697
658
E10
01
513
468
455
448
404
381
373
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Antibiotics: GI

Multiple Sclerosis Agents

Triptans

Ophthalmics: Prostaglandin Agonists
Topical Steroids: Low Potency
Cholesterol Absorption Inhibiters
Ophthalmics: Antihistamines.
Carbamazepine Derivatives

Topical Steroids: Medium Potency
Antihistamines: Nasal
Fluoroguinclones
Anticholinergics/COPD Agents
Alzheimer's Agents

Tetracycline

Thiazolidinediones
Bisphosphonates

Biguanides

Antivirals: Topical

Growth Hormones

Gl Prep Agents

Ophthalmics: Quinolones

Topical Steroids: Wery High Potency
Glucocorticoid: Oral

Erythropoiesis Stimulating Agents (ESAs)
Xanthine Oxidase Inhibitors.

ACE Inhibitors

Meglitinides

Ophthalmics: Antibiotics

Inhaled Antibiotics

ARB/CCB Combinations

Alpha Reductaze Inhibitor: BPH
Inhaled Steroid/Betaz LA Combo
Anticoagulants: Injectable

Insulin: Long Acting

Selective Alpha Adrenergic Blockers

334
312
304

293
278
264
255
237

208
205
200
185
185
167
166
148
140
128

iled=3
127
117
113
100
100
100
a7
95
28
26
79
=3
&8

Inh. Long Acting Beta-2 Adrenergic
Antifungals: Oral

Antivirals: Oral

Antibiotics: Topical

Mon-Ergot Dopamine Receptor Agonist
Alpha-Glucosidase Inhibitors
Platelet Inhibitors

Inhaled Corticosteroids
Ophthalmics: NSAIDs

Otics: Quinclones

Ophthalmiz Antibiotic/Steroid Combo
Calcium Channel Blockers (DHP)
Antiemetics

Pancreatic Enzymes

P=oriasis Agents: Topical
Progestins

Actinic Keratosis Agents
Benzodiazepines: Rectal

PAH Oral Agents - Other
Ophthalmics: Alpha-2 Adrenergics
Beta Blocker/Diuretic Combinations
Hepatitis B Agents

Miacin Derivatives

Insulin: Rapid Acting
Antipsychetics: Injectable

Direct Renin Inhibitors

Hepatitis C Agents: Injectable

H. Pylori Agents

Opicid Antagonists

ACE Inhibitor Combinations

ALCE Inhibitor/Diuretic Combinations
Amylin Analog

Cephalosporins: Third Generation
Cystine Depleting Agents
Ophthalmics: Beta Blockers

84

64
56
55
52
ag
44
a3
23
25
29
28
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Appendix 10

10 — PDP and Diabetic Supply Cost Avoidance by County

County PDP Diabetic Supplies Total % Total
Albany -$414,437 $57,421 -$357,017 1.12%
Allegany -$116,285 $26,969 -$89,316 0.28%
Broome -$332,631 $43,588 -$289,043 0.91%
Cattaraugus -$170,680 $22,491 -$148,189 0.46%
Cayuga -$139,495 $17,117 -$122,379 0.38%
Chautauqua -$218,854 $28,362 -$190,492 0.60%
Chemung -$210,288 $32,641 -$177,647 0.56%
Chenango -$117,295 $23,287 -$94,008 0.29%
Clinton -$220,986 $40,204 -$180,781 0.57%
Columbia -$103,915 $9,952 -$93,964 0.29%
Cortland -$73,954 $4,976 -$68,978 0.22%
Delaware -$172,903 $32,641 -$140,262 0.44%
Dutchess -$362,021 $37,119 -$324,901 1.02%
Erie -$1,153,092 $265,608 -$887,484 2.78%
Essex -$90,638 $11,245 -$79,392 0.25%
Franklin -$198,602 $35,030 -$163,572 0.51%
Fulton -$128,115 $12,440 -$115,675 0.36%
Genesee -$90,556 $9,155 -$81,401 0.25%
Greene -$61,350 $6,867 -$54,483 0.17%
Hamilton -$6,945 $796 -$6,149 0.02%
Herkimer -$108,973 $30,949 -$78,024 0.24%
Jefferson -$301,834 $32,144 -$269,690 0.84%
Lewis -$44,513 $4,180 -$40,334 0.13%
Livingston -$85,957 $9,653 -$76,304 0.24%
Madison -$113,929 $8,359 -$105,570 0.33%
Monroe -$1,278,127 $288,596 -$989,531 3.10%
Montgomery -$90,760 $11,842 -$78,918 0.25%
Nassau -$1,100,074 $164,500 -$935,574 2.93%
Niagara -$276,614 $36,025 -$240,590 0.75%
Oneida -$433,640 $66,576 -$367,063 1.15%
Onondaga -$828,875 $111,259 -§717,616 2.25%
Ontario -$119,487 $9,952 -$109,536 0.34%
Orange -$486,056 $42,792 -$443,264 1.39%
Orleans -$70,507 $6,170 -$64,337 0.20%
Oswego -$156,923 $23,287 -$133,637 0.42%
Otsego -$116,357 $8,359 -$107,997 0.34%
Putnam -$57,832 $1,990 -$55,841 0.17%
Rensselaer -$218,140 $26,471 -$191,669 0.60%
Rockland -$437,403 $43,489 -$393,914 1.23%
St. Lawrence -$442,808 $56,824 -$385,984 1.21%
Saratoga -$212,929 $23,685 -$189,245 0.59%
Schenectady -$226,085 $39,309 -$186,776 0.58%
Schoharie -$42,647 $7,464 -$35,183 0.11%
Schuyler -$38,986 $2,985 -$36,001 0.11%
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Appendix 10

(fe]1]414Y] PDP Diabetic Supplies Total % Total
Seneca -$50,856 $7,563 -$43,293 0.14%
Steuben -$301,018 $40,204 -$260,813 0.82%
Suffolk -$1,489,354 $146,189 -$1,343,164 4.21%
Sullivan -$161,767 $15,624 -$146,143 0.46%
Tioga -$112,247 $16,520 -$95,727 0.30%
Tompkins -$132,489 $14,131 -$118,358 0.37%
Ulster -$233,865 $25,974 -$207,892 0.65%
Warren -$152,865 $14,927 -$137,937 0.43%
Washington -$103,630 $11,345 -$92,285 0.29%
Wayne -$128,900 $25,476 -$103,424 0.32%
Westchester -$1,022,673 $222,816 -$799,857 2.51%
Wyoming -$100,693 $19,406 -$81,287 0.25%
Yates -$28,982 $3,384 -$25,599 0.08%
Sub Totals -$15,691,837 $2,338,328 -$13,353,509 41.82%
New York City -$21,021,518 $3,478,185 -$17,543,333 54.95%
OMH -$439,809 $51,848 -$387,962 1.22%
OMR -$559,552 $46,972 -$512,580 1.61%
NYS DOH -$156,862 $26,670 -$130,192 0.41%
Grand Total -$37,869,578 $5,92,003 [ |
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