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Notice of hondiscrimination

Our Companies comply with applicable civil rights laws and do not discriminate on the basis
of race, color, national origin, age, disability, or sex (including pregnancy, sexual orientation,
and gender identity). We do not exclude people or treat them less favorably because of
race, color, national origin, age, disability, or sex.

We provide free aids and services to help you
communicate with us. You can ask for interpreters and/or
for communications in other languages or formats such
as large print. We also provide reasonable modifications
for persons with disabilities.

If you need these services, call Member Services at
1-877-236-0826, TTY 711, 8 a.m.-5 p.m. MT, Monday-Friday.

If you believe that we failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can send a grievance
to the Civil Rights Coordinator:

Civil Rights Coordinator Optum Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance 10ptum Circle
P.O.Box 30608 Eden Prairie, MN 55344

Salt Lake City, UT 84130
UHC_Civil_Rights@uhc.com

Optum_Civil_Rights@Optum.com

If you need help filing a grievance, call Member Services at 1-877-236-0826, TTY 711,
8 a.m.-5p.m. MT, Monday-Friday.

You can also file a civil rights grievance with the U.S. Department of Health and Human
Services, Office for Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Phone: 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C.20201

Grievance forms are available at: http://www.hhs.gov/ocr/office/file/index.html.

This notice is available at: https://www.uhc.com/nondiscrimination-med
https://www.optum.com/en/language-assistance-nondiscrimination.htmi

CSNM25MD0309719_000



Aviso de no discriminacion

Nuestras compafiias cumplen con las leyes de derechos civiles aplicablesy no discriminan
por raza, color, nacionalidad, edad, discapacidad o sexo (incluido el embarazo, la orientacion
sexualy laidentidad de género). No excluimos a las personas ni las tratamos de manera
menos favorable debido a su raza, color, nacionalidad, edad, discapacidad o sexo.

Ofrecemos ayuda y servicios gratuitos para ayudarle a
comunicarse con nosotros. Puede solicitar intérpretes o
comunicaciones en otros idiomas o formatos, como letra
grande. También ofrecemos modificaciones razonables
para personas con discapacidades.

Si necesita estos servicios, llame a Servicios para Miembros
al 1-877-236-0826, TTY 711,de 8a.m.a 5 p.m., horadela
Montana, de lunes a viernes.

Siconsidera que no hemos proporcionado estos servicios o hemos discriminado de otro
modo por motivos de raza, color, nacionalidad, edad, discapacidad o sexo, puede enviar una
queja formal al coordinador de derechos civiles:

Civil Rights Coordinator Optum Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance 1Optum Circle

P.O.Box 30608 Eden Prairie, MN 55344

SaltLake City, UT 84130 Optum_Civil_Rights@Optum.com

UHC_Civil_Rights@uhc.com

Sinecesita ayuda para presentar una queja formal, llame a Servicios para Miembros al
1-877-236-0826,TTY 711, de 8:00 a.m.a 5:00 p.m., hora de la Montafia, de lunes a viernes.

También puede presentar una queja formal sobre derechos civiles ante la Oficina de
Derechos Civiles del Departamento de Salud y Servicios Humanos de los EE. UU.:

Sitioweb: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Teléfono: 1-800-368-1019, 800-537-7697 (TDD)
Correo postal: U.S. Department of Health and Human Services

200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C.20201

Los formularios de quejas formales estan disponibles en
http://www.hhs.gov/ocr/office/file/index.html.

Este aviso esta disponible en: https://www.uhc.com/nondiscrimination-med
https://www.optum.com/en/language-assistance-nondiscrimination.html



Notice of availability of language assistance services and alternate formats

ATTENTION: Free language assistance services and free communications in other
formats, such as large print, are available to you. Call Member Services at 1-877-236-0826,
TTY 711

ATENCION: Si habla <espafiol> (Spanish), tiene acceso a servicios gratuitos de asistencia
linglistica y a materiales gratuitos en otros formatos, como letra grande. Llame a Servicios
para Miembros al 1-877-236-0826, TTY 711, de 8 a.m.a 5 p.m.

(AT Sl dplaae Jual 51 Jilu 5 5 Blae 4y 93l Bacliue ilera &ll i 538 ((Arabic) < all> Aadll doasis S 13); Al

on T 850 e aaill Gl e 5f (1-877-236-0826 i e sliaet) ot andy ol | oS sy delibal Jia
2l 5 JElua 8 dclll

ER : RES <P (Chinese), R UEGREES BIRBEMHMEX (BlIARFER) 7Y
BB, BRETEREL, BiHE 1-877-236-0826, FEMEHMR (TTY) 711, EF8EEET
5 B

ATTENTION : Si vous parlez <frangais> (French), des services d’assistance linguistique
gratuits et des communications gratuites dans d’autres formats, tels que du texte en gros
caracteéres, sont a votre disposition. Veuillez appeler le département des services aux
membres au 1-877-236-0826, TTY 711,de 8 hal7 h.

HINWEIS: Wenn Sie <Deutsch> (German) sprechen, stehen Ihnen kostenlose
Sprachdienste und kostenlose Mitteilungen in anderen Formaten, beispielsweise in
Grofddruck, zur Verfigung. Rufen Sie den Mitglieder-Service an unter +1 877 236 0826 (mit
TTY unter 711), verfliigbar von 8:00 Uhr bis 17:00 Uhr.

HO‘OLOHE: In3 ‘clelo ‘oe i < Olelo Hawai‘i> (Hawaiian), loa‘a ia ‘oe na lawelawe kokua
‘Olelo manuahi a me na kama‘ilio manuahi ma na ‘ano like ‘ole, e like me ka pa‘i nui. Kahea
i na lawelawe lala ma 1-877-236-0826, TTY 711, 8 a.m.-5 p.m.

PAKAAMMO: No agsasaoka iti <Ilokano> (Ilocano), sidadaan a magun-odmo dagiti libre a
serbisio ti tulong iti pagsasao ken libre a komunikasion kadagiti dadduma a pormat, kas iti
dadakkel a letra. Tawagam ti Dagiti Serbisio iti Miembro iti 1-877-236-0826, TTY 711, 8 a.m.-
5p.m.

AR . <BAIB> (Japanese) ZEINDIEE(E. BHOERBIEY—ERD, KELEFH

EDMDBXTOEMIZI A =r—2a v EHRAVELETEY, A VA=Y —EXETI-
877-236-0826, TTY 71114 HISEF~F &S ICHBIES LY,



B3 157t <8H 0]y (Korean) S TAISHA|l = E 2,

22 10| X M| AQHCHE A BB
HRUAOI MO, 2 BAN 2 E )G 0|8t & A LICH HAX AE| A 0] 1-877-236-
A

0826, TTY 711H O Z @ T 8A| - 2Z 5A| ALO|Of| MS}SIMA| 2.

BAA’!KON&N&ZIN: (Navajo) <bizaad> bee y1n7[ti’go, 11 jiik’eh saad bee 1ka’e’eyeed bee
lka’an7da’awo’7 d00 bee ahi| dahane’7 nl1nl [ahgo 1t’4ego hadadilyaa7g77, d77 nitsaago bee
ak’4da’ashch7n7 1t°4h7g77, t'11 jiik’eh nl dahOl=. Bi[ Ha’d7t’4h7 Bika’an7da’aow’ bich’8’ hOlne’
koh;j8” 1-877-236-0826, TTY 711, 8 a.m.-5 p.m.
aiile B Gl B lldas 5 Gl (SeS OB ledd (i€ el Cumaa (Farsi) <> 40 S ida g
U o 8 e, (e 1-877-236-0826¢ TTY 711 o lad 43 Lime) cilada L Cunl pal 8 Ladi () s eud 0 iy
e D

BHUMAHME: Eciiu Bel roBopuTe <mo-pyccku> (Russian), Bbl MokeTe 6ecriaTHO
BOCIOJIb30BAThCS MOMOIIbIO IEPEBOJYMKA U UHPOPMALMOHHBIMU MaTepHalaMH B
aJIbTEPHATHUBHBIX GOopMaTax, HAIPHUMeEDP KPYIHbIM MPUPTOM. 3BOHUTE B OTAEJ 0OCTYKUBAHHUS

y4aCTHUKOB 10 HoMepy 1-877-236-0826, TTY 711,c 8 a.m. 1o 5 p.m.

MO LE SILAFIA: Afai e te tautala i le gagana <Samoa> (Samoan), o loo avanoa mo oe e
aunoa ma se totogi auaunaga mo fesoasoani i le gagana ma feso‘ota‘iga e leai se totogi i
isi faiga, e pei o lomiga e lapopo‘a mata‘itusi. Valaau i Member Services (Auaunaga mo Sui
Auai) i le 1-877-236-0826, TTY 711, 8 a.m.-5 p.m.

KUMBUSHO: Ikiwa unazungumza <Kiswahili>, (Swahili), huduma za usaidizi wa lugha bila
malipo na mawasiliano bila malipo katika mifumo mingine, kama vile maandishi makubwa,
zinapatikana kwako. Pigia simu kwa Huduma za Memba kwa 1-877-236-0826, TTY 711, saa 8
asubuhi hadi 5 jioni.

ATENSYON: Kung nagsasalita ka ng <Tagalog> (Tagalog), may makukuha kang mga libreng
serbisyong tulong sa wika at mga libreng komunikasyon sa mga ibang pormat, tulad ng
malaking letra. Tumawag sa Mga Serbisyo sa Miyembro sa 1-877-236-0826, TTY 711, 8 a.m.-
5p.m.

LUV Y: Néu quy vi néi tiéng <Viét> (Vietnamese), quy vi sé nhan dwoc cac dich vu hé tro
ngdn ngir mién phiva cac hinh thirc giao ti€p mién phi khac, ching han nhw ban in chix lon.
Vui long goi cho bd phan Dich vu Thanh vién theo s6 1-877-236-0826, TTY 711, tir 8 gior sang
dén 5 gio chiéu.
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INTRODUCTION

UnitedHealthcare Community Plan is pleased to provide
this Preferred Drug List (PDL) to be used when prescribing
for patients covered by the pharmacy benefit plan offered
by UnitedHealthcare Community Plan. The drugs listed in
this PDL are intended to provide sufficient options to treat
patients who require treatment with a drug from that
pharmacologic or therapeutic class. The drugs listed in the
UnitedHealthcare Community Plan PDL have been
reviewed and approved by the Pharmacy and Therapeutics
Committee. The drugs have been selected to provide the
most clinically appropriate and cost-effective medications
for patients who have their drug benefit administered
through UnitedHealthcare Community Plan. It is also
recognized there may be occasions where an unlisted drug
is desired for proper medical management of a specific
patient. In those infrequent instances, the unlisted
medication may be requested through the prior
authorization process.

The drugs represented have been reviewed by the
Pharmacy and Therapeutics (P&T) Committee and are
approved for inclusion. The PDL is reflective of current
medical practice as of the date of review.

This edition incorporates drugs added to the PDL since the
last edition as well as numerous revisions to the prescribing
information based on changes in pharmacotherapy.
Comments and suggestions from practicing physicians have
also been incorporated to ensure that the UnitedHealthcare
Community Plan PDL is reflective of current medical
practice.

NOTICE

The information contained in this PDL and its appendices is
provided by UnitedHealthcare Community Plan, solely for
the convenience of medical providers. UnitedHealthcare
Community Plan does not warrant or assure accuracy of
such information nor is it intended to be comprehensive in
nature.

This PDL is not intended to be a substitute for the
knowledge, expertise, skill and judgment of the medical
provider in their choice of prescription drugs.

UnitedHealthcare Community Plan assumes no
responsibility for the actions or omissions of any medical
provider based upon reliance, in whole or in part, on the
information contained herein. The medical provider should
consult the drug manufacturer’s product literature or
standard references for more detailed information.

PREFACE

The UnitedHealthcare Community Plan PDL is organized
by sections. Each section includes therapeutic groups
identified by either a drug class or disease state.

Products are listed by generic name. Brand names are
included as a reference to assist in product recognition.
Unless exceptions are noted, generally all applicable
dosage forms and strengths of the drug cited are included in
the PDL. Generics should be considered the first line of
prescribing.

The UnitedHealthcare Community Plan PDL covers
selected over-the-counter (OTC) products. You are
encouraged to prescribe OTC medications when clinically
appropriate.

PHARMACY AND THERAPEUTICS (P&T)
COMMITTEE

The P&T Committee includes physicians and pharmacists
who are not employees or agents of UnitedHealthcare
Community Plan or its affiliates. They must adhere to the
Ethics Policy standards of the P&T Committee.
UnitedHealthcare Community Plan medical directors and
pharmacists also participate in the P&T Committee. The
P&T Committee meets quarterly to discuss a variety of
issues. Those issues pertaining to pharmaceutical selection
and pharmacy program management are communicated
quarterly. This newsletter is distributed to all participating
physicians who have received the PDL. PDL decisions are
also communicated quarterly on the UnitedHealthcare
Community Plan internet site.



OUTPATIENT PRESCRIPTION DRUG
BENEFIT-COVERED MEDICATIONS
Medically necessary outpatient prescription drugs are
covered when prescribed by a provider licensed to
prescribe federal legend drugs or medicines. Some items
are covered only with prior authorization. Eligibility for
Outpatient Prescription Drug Benefits is based on the
individual member’s benefit plan.

PRODUCT SELECTION CRITERIA
The P&T Committee considers clinical information on
new-to-market drugs that are typically included in an
outpatient pharmacy benefit. The evaluation includes all or
part of the following:

* Safety

* Efficacy

» Comparison studies

* Approved indications

* Adverse effects

* Contraindications/Warnings/Precautions

* Pharmacokinetics

* Patient administration/compliance considerations

* Medical outcome and pharmacoeconomic

studies

When a new drug is considered for PDL inclusion, it will
be reviewed relative to similar drugs currently included in
the UnitedHealthcare Community Plan PDL. This review
process may result in deletion of drug(s) in a particular
therapeutic class in an effort to continually promote the
most clinically useful and cost-effective agents.

All the information in the PDL is provided as a reference
for drug therapy selection. Specific drug selection for an
individual patient rests solely with the prescriber.

PDL PRODUCT DESCRIPTIONS

To assist in understanding which specific strengths and
dosage forms are covered on the

PDL, examples are noted below. The general principles
shown in the examples can then usually be extended to
other entries in the book. Any exceptions are noted in the
drug list. There may also be a statement associated with a
drug list that gives additional information about which
specific products or dosage forms are covered.

Products covered include all strengths associated
with the dosage form of the cited brand name
product.

carvedilol Coreg

All strengths of Coreg would be covered by this listing.

Extended-release and delayed-release products
require their own entry.
diltiazem sustained release CARDIZEM SR

il

Dosage forms covered will be consistent with the
category and use where listed.

Neomycin/polymyxin B/ Cortisporin
Hydrocortisone

As listed in the OTIC section, this is limited to the otic
solution and suspension. From this entry the ophthalmic
solution and ointment, and the topical cream cannot be
assumed to be on the list unless there are entries for these
products in the OPHTHALMIC and DERMATOLOGY
sections of the PDL.

When a strength or dosage form is specified, only the
specified strength and dosage form is on the PDL.
Other strengths/dosage forms of the reference product
are not

citalopram 40 mg tabs Celexa tabs

DRUG TIERS

The drugs listed in the PDL have different tiers. The tiers
are listed in the grid below.

Tier Name Drug Tier
Tier 1 Generic
Tier 2 Brand

GENERIC SUBSTITUTION

The UnitedHealthcare Community Plan PDL requires
generic substitution on the majority of products when a
generic equivalent is available.

Generic substitution is a pharmacy action whereby a
generic equivalent is dispensed rather than the brand name
product. The PDL indicates generic availability in the
“Covered Drug” column.

If a brand name drug is medically necessary, please submit
a prior authorization request.

The UnitedHealthcare Community Plan MAC list sets a
ceiling price for the reimbursement of certain multisource
prescription drugs. This price will typically cover the
acquisition of most generics but not branded versions of the
same drug. The products selected for inclusion on the
MAC list are commonly prescribed and dispensed and have
usually gone through the FDA’s review and approval
process. An important consideration for generic
substitution is the knowledge that all approvals of generic
drugs by the FDA since 1984, and many generic approvals
prior to 1984, have a showing of bioequivalence between
the generic versions and the reference brand product. To
gain FDA approval:



1. The generic drug must contain the same active
ingredient(s), be the same strength and the same dosage
form as the brand name product.

2. The FDA has given the generic an “A” rating compared
to the branded product indicating bioequivalence, and
has determined the generic is therapeutically equivalent
to the reference brand. The ratings of generic drugs are
available by referring to the FDA reference, Approved
Drug Products with Therapeutic Equivalence
Evaluations (Orange Book).

When the above two criteria are met, a generic can be

substituted with the full expectation that the substituted

product will produce the same clinical effect and safety

profile as the prescribed product. Drug products that have a

narrow therapeutic index (NTI) can also be guided by these

principles. It is not necessary for the health care provider to

approach any one therapeutic class of drug products (e.g.,

NTI drugs) differently from any other class, when there has

been a determination of therapeutic equivalence by the

FDA for the drug products under consideration. Also,

additional clinical tests or examinations by the physician

are not needed when a therapeutically equivalent generic
drug product is substituted for the brand name product.

There are now many brand name products that are
repackaged or distributed under a generic label. The generic
label version should always be considered therapeutically
equivalent and substitutable for the source branded product.

DRUG EFFICACY STUDY IMPLEMENTATION
(DESI) DRUGS

Drugs first marketed between 1938 and 1962 were
approved as safe but required no showing of effectiveness
for FDA approval. Beginning in 1962, all new drugs were
required to be both safe and effective before they could be
marketed. This legislation also applied retroactively to all
drugs approved as safe from 1938-1962. The DESI
program was established by the FDA to review the
effectiveness of these pre-1962 drugs for their labeled
indications, and a determination of “fully effective” was
made for most of these products and they remain in the
marketplace. A few DESI products remain classified as
“less than fully effective” while awaiting final
administrative disposition. Also, classified as DESI are
many products listed as identical, similar, or related to
actual DESI products. UnitedHealthcare Community
Plan’s PDL does not cover DESI “less than fully effective”
drug products.

PLAN EXCLUSIONS

The following drug categories are excluded from coverage
under the outpatient pharmacy benefit and are not part of
the UnitedHealthcare Community Plan PDL.

* DESI drugs
 Anti-obesity agents
» Experimental / research drugs

iii

* Cosmetic drugs

* Nutritional / diet supplements

* Blood and blood plasma products

 Agents used to promote fertility

* Agents used for erectile dysfunction

* Agents used for cosmetic hair growth

* Drugs from manufacturers that do not participate
in the FFS Medicaid Drug Rebate Program

* Diagnostic products

* Medical supplies and DME except as listed:
insulin syringes, insulin needles, lancets, alcohol
swabs, spacers, preferred diabetes test strips, peak
flow meters (Astech, Assess, Peak Air brands,
max two per year), vaporizer (limit of 1 per 3
years), humidifier (limit of 1 per 3 years)

DAYS SUPPLY DISPENSING LIMITATIONS
UnitedHealthcare Community Plan members may
receive up to a one- month supply of a specific
medication per prescription order or prescription

refill. A medication may be reordered or refilled

when ninety percent (90%) of the medication has

been utilized for a controlled substance and eighty-five
percent (85%) of the medication has been utilized

for a non-controlled substance. If a claim is submitted
before 90% of the medication has been used for a
controlled substance or submitted before 85% of

the medication has been used for a non-controlled
substance, based on the original day supply

submitted on the claim, the claim will reject with a
“refill too soon” message. Certain medications may be
prescribed for extended days supply, for example
medications for chronic conditions, such as hypertension.
Please use the Drug lookup tool for further information
regarding which medications are eligible for an extended

days supply.

MANDATORY GENERIC SUBSTITUTION

The UnitedHealthcare Community Plan PDL requires
mandatory generic substitution on the vast majority of
products when a generic equivalent is available; however,
brand name drugs may be covered in certain situations by
requesting a prior authorization. The UnitedHealthcare
Community Plan PDL prior authorization (PA) list does not
include branded items where a generic equivalent is
covered.

PRIOR AUTHORIZATION OF NON-PDL
MEDICATIONS

The drugs in the UnitedHealthcare Community Plan PDL
have been selected to provide the most clinically
appropriate and cost-effective medications for patients who
have their drug benefit administered through
UnitedHealthcare Community Plan. It is also recognized
that there may be occasions where an unlisted drug is
desired for the proper medical management of a specific
patient. In those infrequent instances, the prior
authorization process reviews requests for unlisted



medications the physician may consider medically
necessary for patient management.

Requests for these exceptions should be either made in
writing by the physician and faxed or called into:

UnitedHealthcare Community Plan
Pharmacy Services Department
Fax 866-940-7328

Phone 800-310-6826

A prior authorization request form is available in the
UnitedHealthcare Community Plan provider manual and
should be used for all prior authorization requests if
possible. Appropriate documentation must be provided to
support the medical necessity of the non-PDL request. The
UnitedHealthcare Community Plan Pharmacy Department
will respond to all requests in accordance with state
requirements.

Physicians are requested to adhere to this PDL when
prescribing for patients covered by their pharmacy benefit
plan offered by UnitedHealthcare Community Plan. If a
pharmacist receives a prescription for a non-PDL drug, the
pharmacist should contact the prescribing physician and
request that the prescription be changed to a medication
included in this PDL. If a PDL alternative is not
appropriate the physician should then be instructed to
contact the Plan for a prior authorization.

Please contact the UnitedHealthcare Community Plan
Pharmacy Prior Notification Service at 800-310-6826 with
questions concerning the prior authorization process.

NON-PDL DRUGS 3-DAY TEMPORARY SUPPLY
OVERRIDES

To ensure the use of PDL drugs, all non- PDL drugs should
be discussed with the prescribing physician. If you cannot
speak to the physician immediately, and there is an
immediate need for the medication, the claim processing
system will accept an override to permit a one-time
dispensing of a 3-day supply of the newly prescribed
non-PDL drug. The pharmacy should submit a claim for a
3 day supply, with a PA Type of 8 and Prior Authorization
number of “00000000120”. Please note that non-preferred
drugs are available for a 3-day supply, however availability
is subject to the benefit design. For assistance, pharmacies
may call 800-310-6826.

The pharmacy should contact the physician to discuss a
PDL drug or if a prior authorization request is warranted.
If the prescribing physician feels a drug is medically
necessary, the physician may fax a request for prior
authorization to UnitedHealthcare Community Plan at 800-
310-6826.

QUANTITY LIMITATIONS (QL)

Prescriptions for monthly quantities greater than the
indicated limit require a prior authorization request.

iv

Quantity limits based on Efficient Medication Dosing
The Efficient Medication Dosing Program is designed to
consolidate medication dosage to the most efficient daily
quantity to increase adherence to therapy and also promote
the efficient use of health care dollars.

The limits for the program are established based on FDA
approval for dosing and the availability of the total daily
dose in the least amount of tablets or capsules daily.
Quantity Limits in the prescription claims processing
system will limit the dispensing to consolidate dosing. The
pharmacy claims processing system will prompt the
pharmacist to request a new prescription order from the
physician.

Specialty Pharmaceutical Management Program
UnitedHealthcare Community Plan is continuously looking
for ways to provide high quality cost effective care for Plan
members. The Specialty Pharmaceutical Management
Program helps UnitedHealthcare Community Plan to
achieve these goals. Injectable medications that are part of
this program require plan authorization and are not
available through the retail pharmacy network.

To obtain authorization, the provider must submit the
appropriate Prior Authorization form to the
UnitedHealthcare Community Plan Pharmacy Department
via fax at 866-940-7328.

The UnitedHealthcare Community Plan Pharmacy
Department will review and respond to all requests in
accordance with state requirements, and if authorized for
payment, UnitedHealthcare Community Plan will
coordinate the delivery of the product to the member or
provider.

Drugs that are part of this program and are on the PDL are
identified in this booklet by the designation "SP".

Prior Authorization request forms can be requested by
calling the UnitedHealthcare Community Plan Pharmacy
Department at 800-310-6826.

MEDICATIONS REQUIRING DIAGNOSIS
UnitedHealthcare Community Plan requires that the
diagnosis for prescriptions in certain classes match the
FDA-approved use or a use supported by current published
evidence. Drugs in scope will list “Diagnosis required” in
the Requirements and Limits or with the drug class name
on the PDL.

The diagnosis will be verified at the point-of-sale by the
pharmacy claims processing system. If a matching
diagnosis is not found in the medical claim file or on the
pharmacy drug claim, the prescription will be rejected at
the pharmacy. The pharmacist may then contact the
prescriber to verify the diagnosis and submit it on the
claim.

If the diagnosis provided still does not match the approved
use, prior authorization may be requested through the
standard process by faxing a request to 866-940-7328.



STEP THERAPY (ST)

The following PDL drugs are routinely covered only after a

sufficient trial of an indicated first-line agent has been

adequately tried and failed. These medications may also be

requested through the Prior authorization process.

While lower cost PDL alternatives may be appropriate in

many instances, other non- PDL alternatives are available

with prior authorization (PA).

STEP Drug First-Line Agent(s)

.Amerge Trial at a minimum dose of 50mg of
sumatriptan tablets.

Aricept 23mg 90 day trial of Aricept 10mg daily

calcipotriene  Trial of two medium to high potency
cream & oint  corticosteroids

0.005%
calcitriol Trial of two medium to high potency
3mcg/gm corticosteroids

DPP4 Inhibitors At least a 90 day trial of 1500mg/day of
(Nesina, metformin.
Kazano, Oseni)

Elidel Minimum age of 2. Trial of one topical
corticosteroid.

Eucrisa Trial of a topical steroid AND one of the
following: Elidel cream or tacrolimus
ointment

GLP-1 Agonists At least a 90 day trial of 1500mg/day of
(Adlyxin, metformin
Victoza 2 pen pack)

GLP-1/Insulin  Trial of one drug from the following
Combinations classes: GLP-1 or Basal Insulin
(Soliqua)

lubiprostone  For opioid-induced constipation or
chronic idiopathic constipation, trial of
lactulose or polyethylene glycol
Motegrity For chronic idiopathic constipation, trial
of lactulose or polyethylene glycol and
trial of lubiprostone (authorized generic
of Amitiza)
Movantik For opioid-induced constipation, trial of
lactulose or polyethylene glycol and trial
of lubiprostone (authorized generic of
Amitiza)

Optivar 14 day trial of ketotifen within previous
90 days required first.

Renvela 8 week trial of calcium acetate

SGLT-2 At least a 90 day trial of 1500mg/day of
Inhibitors metformin
(Steglatro, Segluromet)

tacrolimus 0.03% Minimum age of 2.Trial of one
topical corticosteroid.

tacrolimus 0.1% Minimum age of 16. Trial of one
topical corticosteroid.

tolterodine 30 day trial of oxybutynin immediate or
extended release. Step Therapy only
applies to members less than 65 years of
age.

trospium 30 day trial of oxybutynin immediate or
extended release. Step Therapy only
applies to members less than 65 years of
age.

Trulance For chronic idiopathic constipation or
irritable bowel syndrome- constipation,
trial of lactulose or polyethylene glycol
and trial of lubiprostone (authorized
generic of Amitiza)

Uloric 8 week trial of up to 600mg of
allopurinol required first.

Xopenex Respules 30 day trial of Albuterol .083% or .5%
respules.

PDL SUGGESTIONS

Providers who wish to propose PDL suggestions should
forward the information to the UnitedHealthcare
Community Plan Director of Pharmacy Services by email.

Email to: pdl_management@uhc.com

Providers should furnish adequate documentation, such as
clinical studies from the medical literature, in order for the
request to be considered for PDL addition. Th















































































































































































































































































































































































































































































































































































































































































































