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Pharmacy Update - Notice of Changes to Prior Authorization Requirements and Coverage Criteria for UnitedHealthcare Commercial

Guideline/Policy Name UM Type Trade Name 
(Generic Name) Summary of Changes  Implementation Date

Afinitor Notification Afinitor® (everolimus) Annual review. Updated coverage criteria for thymomas and thymic cancers based on NCCN 
recommendations. 8/1/2026

Alyftrek Medical Necessity Alyftrek™ (vanzacaftor/tezacaftor/deutivacaftor) Updated list of eligible CFTR mutations. Updated background and references. 8/1/2026
Alyftrek Notification Alyftrek™ (vanzacaftor/tezacaftor/deutivacaftor) Updated list of eligible CFTR mutations. Updated background and reference. 8/1/2026

Ampyra Notification Ampyra® (dalfampridine) Annual review.  Updated to criteria language with no change to clinical intent.  Updated 
reference. 8/1/2026

Antidepressants - Auvelity, Exxua, Trintellix, 
Fetzima Step Therapy Auvelity® (dextromethorphan/bupropion), Exxua™ (gepirone), 

Trintellix (vortioxetine) and Fetzima® (levomilnacipran) Added Exxua to program.  Updated references. 8/1/2026

Arcalyst Notification Arcalyst® (rilonacept) Annual review with no change to coverage criteria. Updated reference. 8/1/2026
Camzyos Medical Necessity Camzyos® (mavacamten) Clarified LVOT criteria prior to starting therapy without changing clinical criteria. 8/1/2026
Cholbam Notification Cholbam™ (cholic acid) Annual review with no change to coverage criteria. Updated reference. 8/1/2026
Copiktra Notification Copiktra® (duvelisib) Annual review with no change to clinical criteria. Updated background and references. 8/1/2026
Cosentyx Medical Necessity Cosentyx® (secukinumab) prefilled syringe or Sensoready pen Update to background and reference only. 8/1/2026
Cosentyx Notification Cosentyx® (secukinumab) prefilled syringe or Sensoready pen Update to background and reference only. 8/1/2026
Daraprim Medical Necessity Daraprim® (pyrimethamine) Annual review without change to coverage criteria. Updated references. 8/1/2026
Daybue Medical Necessity Daybue™ (trofinetide) Annual review. No changes to clinical criteria. 8/1/2026
Daybue Notification Daybue™ (trofinetide) Annual review. No changes to coverage criteria. 8/1/2026
Dojolvi Medical Necessity Dojolvi® (triheptanoin) Annual review with no change to clinical criteria. 8/1/2026
Doljolvi Notification Dojolvi® (triheptanoin) Annual review with no change to clinical coverage criteria.  8/1/2026

Entyvio Notification
Entyvio® (vedolizumab)
*This program applies to the subcutaneous formulation of 
vedolizumab

Annual review.  Updated combination examples and language with no change to clinical 
intent. Updated reference. 8/1/2026

Eohilia Medical Necessity Eohilia™ (budesonide oral suspension) Annual review. Updated to trial and failure language. Updated references.  8/1/2026

Fabhalta Medical Necessity Fabhalta® (iptacopan) Annual review with no changes to clinical coverage criteria. Added budesonide to the list of 
examples of glucocorticoids. Updated references. 8/1/2026

Fabhalta Notification Fabhalta® (iptacopan) Annual review. No changes to coverage criteria. 8/1/2026

Fentanyl  - Actiq, Fentora, and fentanyl citrate Step Therapy Actiq® (fentanyl transmucosal lozenge), Fentora® (fentanyl buccal 
tablet), and fentanyl citrate Archive program. Transmucosal fentanyl products are all off the market. 8/1/2026

Fotivda Notification Fotivda® (tivozanib) Annual review with no change to clinical criteria.  Updated reference. 8/1/2026
Joenja Medical Necessity Joenja® (leniolisib) Annual review with no changes to coverage criteria. Updated references. 8/1/2026
Joenja Notification Joenja® (leniolisib) Annual review with no changes to coverage criteria. Updated reference. 8/1/2026
Lifyorli Notification Lifyorli™ (relacorilant) New program. 8/1/2026
Lucemyra Medical Necessity Lucemyra® (lofexidine) Archive program. 8/1/2026
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Lynavoy Notification Lynavoy (linerixibat) New program 8/1/2026
Lynavoy Medical Necessity Lynavoy (linerixibat) New program 8/1/2026
Lyrica CR Step Therapy Lyrica® CR tablets (pregabalin ER) Archive program. 8/1/2026
Mekinist Notification Mekinist® (trametinib) Annual review with no changes to clinical criteria. Updated background. 8/1/2026
Methyldopa Medical Necessity Methyldopa Annual review with no changes. 8/1/2026
Methyldopa Step Therapy Methyldopa Annual review with no changes. 8/1/2026

Mifeprex - Benefit Determination Regulatory Benefit Determination – Mifeprex 200 mg and mifepristone (generic 
Mifeprex) 200 mg Annual review. No updates. 8/1/2026

Multiple Sclerosis Notification

Multiple Sclerosis - Aubagio® (teriflunomide), Avonex® (interferon β-
1a), Bafiertam™ (monomethyl fumarate), Betaseron® (interferon β-
1b), Copaxone® (glatiramer acetate), dimethyl fumarate, Extavia® 
(interferon β-1b), fingolimod, Gilenya® (fingolimod), Glatopa™ 
(glatiramer acetate), glatiramer acetate, Kesimpta (ofatumumab), 
Mayzent (siponimod)®,  Plegridy™ (peginterferon β-1a), Ponvory™ 
(Ponesimod), Rebif® (interferon β-1a), Tascenso ODT™ (fingolimod), 
Tecfidera™ (dimethyl fumarate), teriflunomide, Vumerity™ (diroximel 
fumarate)

Removed Extavia. 8/1/2026

Myalept Notification Myalept® (metreleptin) Annual review with no changes to coverage criteria. Updated background. 8/1/2026

Myalept Medical Necessity Myalept® (metreleptin) Annual review with no changes to coverage criteria. Updated background and references. 8/1/2026

Myqorzo Medical Necessity Myqorzo™ (aficamten) Clarified LVOT criteria prior to starting therapy without changing clinical criteria. 8/1/2026
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Non-Solid Oral and Suppository Dosage Forms Medical Necessity

Alkindi® Sprinkle (hydrocortisone), Arbli™ (losartan), Aspruzyo 
Sprinkle™ (ranolazine), Atmeksi® (methocarbamol), Atorvaliq® 
(atorvastatin), Brynovin™ (sitagliptin), Carospir® (spironolactone), 
chlorpromazine oral solution, Desmoda™ (desmopressin), Epaned® 
(enalapril), Eprontia® (topiramate), Ermeza™ (levothyroxine), Ezallor 
Sprinkle™ (rosuvastatin), Fleqsuvy® (baclofen), Flolipid (simvastatin), 
Imkeldi (imatinib), Indocin® (indomethacin) suspension, Indocin® 
(indomethacin) suppository, Inzirqo™ (hydrochlorothiazide), 
JavadinTM (clonidine), Jylamvo® (methotrexate), Katerzia® 
(amlodipine), Khindivi™ (hydrocortisone), Lopressor® (metoprolol) oral 
solution, Meloxicam (meloxicam) suspension, Naprosyn® (naproxen) 
suspension, Nexium® for suspension (esomeprazole), Norliqva® 
(amlodipine), Ontralfy™ (tizanidine), Ozobax® DS (baclofen), Pradaxa® 
(dabigatran) oral pellets, Prevacid® SoluTab™ (lansoprazole), Prograf® 
Granules (tacrolimus), Qbrelis® (lisinopril), Raldesy™ (trazodone), 
Renvela® (sevelamer carbonate) powder for suspension, Sdamlo™ 
(amlodipine), Sotylize® (sotalol), Subvenite® (lamotrigine), Sympazan® 
(clobazam), Syndros® (dronabinol), Tezruly™ (terazosin), Tiglutik® 
(riluzole), Tirosint®-Sol (levothyroxine), Valsartan oral solution, 
Vyscoxa™ (celecoxib), Xatmep® (methotrexate), Xelstrym™ 
(dextroamphetamine), Xromi® (hydroxyurea), Zegerid® for suspension 
(omeprazole and sodium bicarbonate), Zonisade® (zonisamide)

Atmeksi, Desmoda, Javadin, Ontralfy and Sdamlo added to criteria.  Criteria for Katerzia 
updated to include step through Norliqva. 8/1/2026

PAH Agents Medical Necessity

Adcirca® (tadalafil), Adempas® (riociguat), Alyq™ (tadalafil), Letairis® 
(ambrisentan), Liqrev® (sildenafil) oral suspension, Opsumit® 
(macitentan), Opsynvi® (macitentan/tadalafil), Orenitram™ 
(treprostinil), Revatio® (sildenafil citrate) oral powder for suspension, 
Tadliq® (tadalafil) oral suspension, Tracleer® (bosentan), Tyvaso® 
(treprostinil), Tyvaso DPI™ (treprostinil), Uptravi® (selexipag), 
Ventavis® (iloprost), Yutrepia™

Removed Yutrepia from the list of products that are typically excluded from coverage. 8/1/2026

PAH Agents Notification

Adcirca® (tadalafil), Adempas® (riociguat), Alyq™ (tadalafil), Letairis® 
(ambrisentan), Liqrev® (sildenafil) oral suspension, Opsumit® 
(macitentan), Opsynvi® (macitentan/tadalafil), Orenitram™ 
(treprostinil), Revatio® (sildenafil citrate) oral powder for suspension, 
Tadliq® (tadalafil) oral suspension, Tracleer® (bosentan), Tyvaso® 
(treprostinil), Tyvaso DPI™ (treprostinil), Uptravi® (selexipag), 
Ventavis® (iloprost), Yutrepia™

Removed Yutrepia from the list of products that are typically excluded from coverage. 8/1/2026

Phexxi/Phexx Medical Necessity Phexxi®/Phexx®  (lactic acid, citric acid, and potassium bitartrate) 
vaginal gel Annual review.  Added the product Phexx to the criteria 8/1/2026

Pomalyst Notification Pomalyst® (pomalidomide) Annual review. Updated coverage criteria for Kaposi Sarcoma and systemic light chain 
amyloidosis based on NCCN recommendations. 8/1/2026
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Praluent Step Therapy Praluent® (alirocumab) Annual review. Updated background and references. Clarified “hyperlipidemia” criteria title 
to include heterozygous familial hypercholesterolemia and ASCVD. 8/1/2026

Praluent Notification Praluent® (alirocumab)
Annual review. Updated background to align with the new label. Clarified “hyperlipidemia” 
criteria title to include heterozygous familial hypercholesterolemia and ASCVD. Added 
criteria that Praluent is not to be used in combination with Leqvio in HoFH.

8/1/2026

Proton Pump Inhibitors Step Therapy
Nexium® for suspension (esomeprazole), Prevacid® SoluTab™ 
(lansoprazole), Zegerid® for suspension (omeprazole and sodium 
bicarbonate)

Annual review.  References updated. 8/1/2026

Pyrukynd Notification Pyrukynd® (mitapivat) Annual review. No changes to coverage criteria. 8/1/2026
Pyrukynd (2277) Medical Necessity Pyrukynd® (mitapivat) Annual review. No changes to coverage criteria. 8/1/2026
Qfitlia Notification Qfitlia® (fitusiran) Annual review with no changes to clinical criteria. Updated reference. 8/1/2026
Rivfloza Medical Necessity Rivfloza™ (nedosiran) Annual review. No changes to coverage criteria. 8/1/2026
Rivfloza Notification Rivfloza™ (nedosiran) Annual review. No changes to coverage criteria. 8/1/2026
Rozlytrek Notification Rozlytrek™ (entrectinib) Removed “metastatic” from non-small cell lung cancer for the diagnostic criterion. 8/1/2026
Skyclarys Medical Necessity Skyclarys® (omaveloxolone) Annual review with no changes to coverage criteria. 8/1/2026
Skyclarys Notification Skyclarys® (omaveloxolone) Annual review with no changes to coverage criteria. 8/1/2026

Spevigo Notification Spevigo® (spesolimab-sbzo) injection
*This program applies to the subcutaneous formulations of Spevigo

Annual review with no changes to clinical criteria. Updated Application to add Individual 
Exchange benefit plans. Updated reference. 8/1/2026

Takinlar Notification Tafinlar® (dabrafenib) Annual review with no changes to coverage criteria. 8/1/2026
Thalomid Notification Thalomid® (thalidomide) Annual review. Updated criteria for Castleman Disease to align with NCCN. 8/1/2026
Travatan Z, Zioptan Step Therapy Travatan Z® (travoprost), Zioptan® (tafluprost) Review.  Removed Vyzulta.  8/1/2026
Trikafta Medical Necessity Trikafta® (elexacaftor/tezacaftor/ivacaftor) Updated background and reference without changing coverage criteria. 8/1/2026
Trikafta Notification Trikafta® (elexacaftor/tezacaftor/ivacaftor) Updated background and references without changing coverage criteria. 8/1/2026
Vemlidy Medical Necessity Vemlidy® (tenofovir alafenamide) Annual review with no changes to coverage criteria. 8/1/2026
Verkazia Medical Necessity Verkazia® (cyclosporine 0.1% ophthalmic emulsion) Annual review.  Updated references.  8/1/2026
Verquvo Medical Necessity Verquvo® (vericiguat) Added Inpefa to SGLT2 options.  8/1/2026

Verzenio Notification Verzenio® (abemaciclib) Annual review. Added new coverage criteria for soft tissue sarcoma and updated coverage 
criteria for breast cancer based on NCCN recommendations. 8/1/2026

Vitrakvi Notification Vitrakvi® (larotrectinib) Removed “metastatic” from non-small cell lung cancer for the diagnostic criterion. 8/1/2026
Voydeya Medical Necessity Voydeya™ (danicopan) Annual review. No changes to coverage criteria. 8/1/2026
Voydeya Notification Voydeya™ (danicopan) Annual review. No changes to coverage criteria. 8/1/2026
Voyxact Medical Necessity Voyxact® (sibeprenlimab-szsl) Removed SGLT2 Step.  Updated language in the steroid trial. 8/1/2026

Vtama Medical Necessity Vtama® (tapinarof) Annual review.  Updated combination examples and language with no change to clinical 
intent. 8/1/2026

Vtama Notification Vtama® (tapinarof) Annual review with no change to clinical criteria. 8/1/2026
Vumerity Medical Necessity Vumerity® (diroximel fumarate) Annual review with no change to clinical criteria. 8/1/2026
Vumerity Step Therapy Vumerity® (diroximel fumarate) Annual review. No changes to coverage criteria. Updated references. 8/1/2026
Zydelig Notification Zydelig® (idelalisib) Annual review with no changes to clinical criteria. 8/1/2026
Actimmune Notification Actimmune® (interferon gamma-1b) Annual review with no changes to coverage criteria.  Updated reference. 9/1/2026
Aklief Medical Necessity Aklief® (trifarotene) cream Annual review.  No changes. 9/1/2026
Alecensa Notification Alecensa® (alectinib) Annual review with no changes to clinical coverage criteria.  Updated references.  9/1/2026
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Anticonvulsants Notification

Aptiom® (eslicarbazepine acetate), Banzel® (rufinamide), Briviact® 
(brivaracetam), Diacomit® (stiripentol), Epidiolex® (cannabidiol), 
Fintepla® (fenfluramine), Fycompa® (perampanel), Libervant 
(diazepam)TM, Nayzilam® (midazolam), Onfi® (clobazam), Sabril®* 
(vigabatrin), Sympazan® (clobazam), Valtoco® (diazepam), Vigadrone® 
(vigabatrin), VigafydeTM (vigabatrin), Vigpoder TM (vigabatrin), 
Xcopri® (cenobamate), Ztalmy® (ganaxolone)

Annual review.  Updated references. 9/1/2026

Anti-depressants - Auvelity, Exxua, Trintellix, 
Fetzima Step Therapy Auvelity® (dextromethorphan/bupropion), Exxua™ (gepirone), 

Trintellix (vortioxetine) and Fetzima® (levomilnacipran)
Added Auvelity’s new indication for agitation associated with dementia due to Alzheimer’s 
Disease. 9/1/2026

Berinert Step Therapy Berinert® (C1 esterase inhibitor [human]) Annual review with no changes to criteria. 9/1/2026

Braftovi Notification Braftovi® (encorafenib) 
Annual review. Added small bowel adenocarcinoma to colon/rectal cancer.  Simplified used 
in combination criteria.  Simplified reauthorization criteria to clinical response. Added 
criteria for appendiceal neoplasms and cancer.  Updated background and references.

9/1/2026

Cardiovascular Disease Prevention Zero Cost 
Share 

Prior Authorization / 
Regulatory

atorvastatin (generic Lipitor) 10 mg and 20 mg and simvastatin 
(generic Zocor) 5 mg, 10 mg, 20 mg, 40 mg Annual review. Updated references. 9/1/2026

Cetrotide, ganirelix acetate Notification Cetrotide® (cetrorelix acetate) and ganirelix acetate Annual review. Updated background and references. 9/1/2026
Cipro HC - Essential PDL Only Step Therapy Cipro® HC (ciprofloxacin/hydrocortisone) Annual review.  Updated references. 9/1/2026
Cometriq Notification Cometriq® (cabozantinib) Annual review. Updated references. 9/1/2026

Cosentyx Notification Cosentyx® (secukinumab) prefilled syringe or Sensoready pen Updated background for AS treatment.  Updated examples for PsO with no change to 
clinical intent.  Updated reference. 9/1/2026

Cosentyx Medical Necessity Cosentyx® (secukinumab) prefilled syringe or Sensoready pen Updated background for AS treatment.  Updated examples for PsO with no change to 
clinical intent.  Updated reference. 9/1/2026

Ctexli Medical Necessity Ctexli® (chenodiol) Annual review. Removed term cholestanol storage disease without change to clinical intent. 
Updated references. 9/1/2026

Ctexli Notification Ctexli® (chenodiol) Annual review. Removed term cholestanol storage disease without change to clinical intent. 
Updated references. 9/1/2026

Diabetes Medications - DPP4 Inhibitors Step Therapy

Januvia® (sitagliptin), Janumet® (sitagliptin/metformin immediate-
release),  Janumet® XR (sitagliptin/metformin extended-release), 
Sitagliptin (Zituvio™ authorized generic), Sitagliptin/Metformin 
(Zituvimet authorized generic), Sitagliptin/Metformin extended-
release (Zituvimet XR authorized generic), Zituvio (sitagliptin), 
Zituvimet, Zituvimet XR (sitagliptin/metformin extended-release)

Archive program. 9/1/2026

Diabetes Medications - DPP4 Inhibitors - Custom 
Oxford SoNY and SoCT - Diabetes Medications - 
DPP4 Inhibitors 

Medical Necessity

Januvia® (sitagliptin), Janumet® (sitagliptin/metformin immediate-
release),  Janumet® XR (sitagliptin/metformin extended-release), 
Sitagliptin (Zituvio™ authorized generic), Sitagliptin/Metformin 
(Zituvimet authorized generic), Sitagliptin/Metformin extended-
release (Zituvimet XR authorized generic), Zituvio (sitagliptin), 
Zituvimet, Zituvimet XR (sitagliptin/metformin extended-release)

Archive program. 9/1/2026

Dupixent Medical Necessity Dupixent® (dupilumab) Updated background for CSU indication.  Update reference. 9/1/2026
Dupixent Notification Dupixent® (dupilumab) Updated background for CSU indication.  Update reference. 9/1/2026
Entresto Notification Entresto® (valsartan-sacubitril) Annual review with no changes. 9/1/2026
Filspari Medical Necessity Filspari™ (sparsentan) Added FSGS diagnosis for Filspari. Updated references. 9/1/2026
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Filspari, Vanrafia Notification Filspari™ (sparsentan), Vanrafia™ (atrasentan) Annual review.  Added FSGS diagnosis for Filspari. Updated references. 9/1/2026
Follistim AQ, Gonal-f, Goinal-f RFF, Menopur - 
Supported By Fertility Solutions Medical Necessity Follistim® AQ (follitropin beta), Gonal-f™ (follitropin alfa), Gonal-f™ 

RFF (follitropin alfa), Menopur® (menotropins) Annual review with no changes to coverage criteria. Updated background and references. 9/1/2026

Follistim AQ, Gonal-f, Gonal-fRFF Notification Follistim® AQ (follitropin beta), Gonal-f® (follitropin alfa), Gonal-f RFF® 
(follitropin alfa)

Updated term "controlled ovarian stimulation” to “ovarian stimulation” within ovarian 
stimulation section for consistency. Updated background and references. 9/1/2026

Gilotrif Notification Gilotrif® (afatinib) Annual review. Updated coverage criteria for non-small cell lung cancer and non-
nasopharyngeal head and neck cancer to align with NCCN. Updated references. 9/1/2026

Hepcludex Medical Necessity Hepcludex® (bulevirtide-gmod) New program 9/1/2026
Hepcludex Notification Hepcludex® (bulevirtide-gmod) New program 9/1/2026

Human Growth Hormone, Growth Stimulating 
Products Medical Necessity

Human Growth Hormone: Somatropin (Genotropin®, Humatrope®, 
Norditropin®, Nutropin AQ NuSpin®, Omnitrope®, Saizen®, Serostim®, 
Zomacton®, Zorbtive®), Skytrofa™, (lonapegsomatropin-tcgd), 
Sogroya®(somapacitan-beco), Ngenla™ (somatrogon-ghla)

Growth Stimulating Products: Mecasermin (Increlex®)

Removed dosing requirements. Added GHD in transition phase adolescent patients as 
covered indication for Skytrofa and Sogroya. Removed Sogroya from exclusion footnote. 
Updated references. 9/1/2026

Human Growth Hormone, Growth Stimulating 
Products Notification

Human Growth Hormone: Somatropin (Genotropin®, Humatrope®, 
Norditropin®, Nutropin AQ NuSpin®, Omnitrope®, Saizen®, Serostim®, 
Zomacton®, Zorbtive®), Skytrofa™, (lonapegsomatropin-tcgd), 
Sogroya®(somapacitan-beco), Ngenla™ (somatrogon-ghla)

Growth Stimulating Products: Mecasermin (Increlex®)

Added GHD in transition phase adolescent patients as covered indication for Skytrofa and 
Sogroya. Removed Sogroya from exclusion footnote. Updated references. 9/1/2026

Imcivree Medical Necessity Imcivree® (setmelanotide) New program. Imcivree moved out of program number 1114 to separate criteria. 9/1/2026
Imcivree Notification Imcivree® (setmelanotide) New program. 9/1/2026
Insulin Delivery Devices - CeQur Simiplicity, 
InPen Step Therapy CeQur Simplicity™, InPen™ Annual review.  Updated references. 9/1/2026

Intrarosa Medical Necessity Intrarosa® (prasterone) Annual review.  Updated references. 9/1/2026

Iron Chelators - Exjade, Jadenu, Ferriprox Notification Exjade® (deferasirox), Jadenu® (deferasirox), and Ferriprox® 

(deferiprone)
Annual review. No changes to coverage criteria. 9/1/2026

Isturisa Notification Isturisa® (osilodrostat) Annual review with no change to coverage criteria.  Updated reference. 9/1/2026
Kalydeco Medical Necessity Kalydeco® (ivacaftor) Annual review. No changes to coverage criteria. Updated reference. 9/1/2026
Kalydeco Notification Kalydeco® (ivacaftor) Annual review. No changes to coverage criteria. Updated references. 9/1/2026
Ketoconazole foam Step Therapy Ketoconazole foam Annual review.  Updated references. 9/1/2026

Kevzara Medical Necessity Kevzara® (sarilumab) Injection Annual review.  Updated step and combination examples and language with no change to 
clinical intent. 9/1/2026

Kevzara Step Therapy Kevzara® (sarilumab) Injection Annual review.  Updated step examples with no change to clinical intent.  Updated 
references. 9/1/2026

Kineret Step Therapy Kineret® (anakinra)
Annual review.  Updated step examples referencing preferred products with no change to 
clinical intent.  Added footnote “bFor a list of preferred products please reference drug 
coverage tools”. Updated references.

9/1/2026

Kisqali Notification Kisqali® (ribociclib) Annual review. No changes to coverage criteria. Updated references. 9/1/2026
Kisqali Femara Co-Pack Notification Kisqali® Femara® Co-Pack (ribociclib/letrozole) Annual review. Updated references. No changes to coverage criteria. 9/1/2026
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Lumryz, Xyrem, Xywav Medical Necessity

Lumryz™ (sodium oblate), sodium oxybate (generic Xyrem 
manufactured by Amneal & Camber), sodium oxybate (generic Xyrem 
manufactured by Hikma), Xyrem® (sodium oxybate), Xywav® (calcium, 
magnesium, potassium, and sodium oxybates)

Added requirement to not have duplicate therapy with another oxybate product.  Updated 
to include generic Xyrem by Camber as typically excluded.  Updated references. 9/1/2026

Lupkynis Notification Lupkynis® (voclosporin)
Annual review. Added patient is not receiving in combination with Benlysta or Gavyza.  
Updated reference. 9/1/2026

Lupkynis Medical Necessity Lupkynis® (voclosporin) Annual review. Added Gazyva as a not used in combination agent.  Updated references. 9/1/2026

Menopur Notification Menopur® (menotropins) Annual review. Updated background and references. 9/1/2026
Nemluvio Medical Necessity Nemluvio® (nemolizumab-ilto) Annual review with no change to coverage criteria.  Updated reference. 9/1/2026
Nemluvio Notification Nemluvio® (nemolizumab-ilto) Annual review with no change to coverage criteria.  Updated reference. 9/1/2026

Ninlaro Notification Ninlaro® (ixazomib) Annual review.  Update to verbiage with no change in clinical intent.  Updated reference. 9/1/2026

Novarel, Ovidrel, Pregnyl Notification
Novarel® (chorionic gonadotropin), Ovidrel® (choriogonadotropin alfa), 
and Pregnyl® (chorionic gonadotropin)

Annual review. Updated background and references. 9/1/2026

Ocaliva Medical Necessity Ocaliva® (obeticholic acid) Archive program. 9/1/2026
Ocaliva Notification Ocaliva® (obeticholic acid) Archive program. 9/1/2026
Ocaliva Step Therapy Ocaliva® (obeticholic acid) Archive program. 9/1/2026

Ojemda Notification Ojemda ™ (tovorafenib) Annual review. Updated criteria by expanding the types of gliomas per NCCN. Updated 
references. 9/1/2026

Opioid-containining cough medicines Medical Necessity

Opioid-containing cough medicines (including but not limited to: 
Tuxarin ERTM, codeine/phenylephrine/promethazine, 
codeine/promethazine, hydrocodone/homatropine, hydrocodone 
bitartrate/guaifenesin, hydrocodone polistirex/chlorpheniramine 
polistirex, hydrocodone bitartrate/chlorpheniramine, Hycodan®)

Annual review.  Updated references. 9/1/2026

Orkambi Medical Necessity Orkambi® (lumacaftor/ivacaftor) Annual review. No changes to coverage criteria. Updated reference. 9/1/2026
Orkambi Notification Orkambi® (lumacaftor/ivacaftor) Annual review. No changes to coverage criteria. Updated reference. 9/1/2026

Palynziq Medical Necessity Palynziq™ (pegvaliase-pqpz)

Annual review. Updated background with expanded indication in pediatric patients 12 years 
of age and older. Added examples of branded and branded generics of sapropterin to 
combination use criterion. Updated language in sapropterin step bypass due to biallelic PAH 
pathogenic variants with no residual enzyme activity with no change in clinical intent. 
Updated references.

9/1/2026

Palynziq Notification Palynziq™ (pegvaliase-pqpz)
Annual review. Updated background with expanded indication in pediatric patients 12 years 
of age and older. Added examples of branded and branded generics of sapropterin. 
Updated references.

9/1/2026

Palynziq Step Therapy Palynziq™ (pegvaliase-pqpz)

Annual review. Updated background with expanded indication in pediatric patients 12 years 
of age and older. Updated language in sapropterin step bypass due to biallelic PAH 
pathogenic variants with no residual enzyme activity with no change in clinical intent. 
Updated references.

9/1/2026
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Plans with Weight Loss/Appetite Suppression 
Medication Coverage Notification

Includes both brand and generic versions and all formulations of the 
listed products unless otherwise noted:  Weight Loss/Appetite 
Suppression – phentermine (all brand products including Adipex-P® 
and Lomaira™), benzphetamine, Contrave® (naltrexone HCl and 
bupropion HCl, diethylpropion, Foundayo™ (orforglipron), 
phendimetrazine, orlistat (Xenical®), Qsymia® (phentermine and 
topiramate extended-release), Saxenda® (liraglutide), Wegovy® 
(semaglutide) injection, Wegovy® (semaglutide) tablet, Wegovy HD 
(semaglutide) and Zepbound™ (tirzepatide)

Added Foundayo and Wegovy HD to criteria. Moved Imcivree and Vykat XR to separate 
criteria. 9/1/2026

Procysbi Notification Procysbi® (cysteamine bitartrate) Annual review with no changes to criteria. Updated references. 9/1/2026
Procysbi Step Therapy Procysbi® (cysteamine bitartrate) Annual review with no changes to step criteria. Updated references. 9/1/2026

Rydapt Notification Rydapt® (midostaurin) Annual review. Updated initial authorization criteria for AML per NCCN Compendium. 
Updated background and references. 9/1/2026

Samsca Notification Samsca® (tolvaptan) Annual review. Added criterion requiring either serum sodium < 125 mEq/L or less marked 
hyponatremia that is symptomatic. 9/1/2026

SGLT2 Inhibitors Step Therapy Brenzavvy® (bexagliflozin) Removed all medications from program except Brenazavvy. 9/1/2026
SGLT2 Inhibitors - Oxford Medical Necessity Brenzavvy® (bexagliflozin) Removed all medications from program except Brenazavvy. 9/1/2026

Stivarga Notification Stivarga® (regorafenib)
Annual review. Added coverage for appendiceal neoplasms. Updated coverage for 
colorectal cancer, soft tissue sarcoma, and gastrointestinal stromal tumors per NCCN. 
Updated background and references.

9/1/2026

Sucraid Medical Necessity Sucraid (sacrosidase) oral solution

Within initial authorization section, removed lactase activity from small bowel endoscopic 
biopsy requirement, updated prescriber requirement, and added requirements involving 
evaluation and management of competing etiologies of GI symptoms, nutrition 
consultation, and baseline symptom severity documentation. Within reauthorization 
section, added specific measures for positive clinical response requirement, updated dietary 
modification criterion and removed specialty prescriber requirement. Updated references.

9/1/2026

Supply Limits - Greater than 34 day supply for 
opioids at retail Misc

Supply Limits - Greater than 34 day supply for opioids at retail - 
Includes all salt forms, single and combination ingredient products 
short-acting and long-acting opioid formulations, and all brand and 
generic formulations

Annual review.  No changes. 9/1/2026

Symdeko Medical Necessity Symdeko® (tezacaftor/ivacaftor) Annual review. No changes to coverage criteria. Updated references. 9/1/2026
Symdeko Notification Symdeko® (tezacaftor/ivacaftor) Annual review. Updated reference. No changes to coverage criteria. 9/1/2026
Syprine, Trientine hydrochloride Notification Syprine® (trientine hydrochloride)*, Trientine hydrochloride Annual review with no changes to criteria. 9/1/2026
Tagrisso Notification Tagrisso® (osimertinib) Annual review. Updated background and criteria for NSCLC per NCCN. 9/1/2026

Tocilizumab - Actemra, Avtozma, Tyenne Medical Necessity Tocilizumab: Actemra® (tocilizumab), Avtozma® (tocilizumab-anoh),  
and Tyenne® (tocilizumab-aazg) Tyenne noted as typically excluded from coverage starting 9/1/2026. 9/1/2026

Tocilizumab - Actemra, Avtozma, Tyenne Notification Tocilizumab: Actemra® (tocilizumab), Avtozma® (tocilizumab-anoh),  
and Tyenne® (tocilizumab-aazg) Tyenne noted as typically excluded from coverage starting 9/1/2026. 9/1/2026

Tocilizumab - Actermra, Actemra ACTPen, 
Avtozma, Tyenne Step Therapy Tocilizumab: Actemra® (tocilizumab), Actemra (tocilizumab) ACTPen, 

Avtozma® (tocilizumab-anoh), and Tyenne® (tocilizumab-aazg) Tyenne noted as typically excluded from coverage starting 9/1/2026. 9/1/2026
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Ustekinumab Medical Necessity

Ustekinumab:  Imuldosa (ustekinumab-srlf), Otulfi® (ustekinumab-
aauz), Pyzchiva® (ustekinumab-ttwe), Selarsdi™ (ustekinumab-aekn), 
Starjemza™ (ustekinumab-hmny), Stelara® (ustekinumab), Steqeyma® 
(ustekinumab-stba), Ustekinumab-ttwe, Wezlana™ (ustekinumab-
auub), and Yesintek™ (ustekinumab-kfce)

Updated background for CD treatment.  Updated examples for PsO with no change to 
clinical intent.  Updated reference. 9/1/2026

Ustekinumab Notification

Ustekinumab:  Imuldosa (ustekinumab-srlf), Otulfi® (ustekinumab-
aauz), Pyzchiva® (ustekinumab-ttwe), Selarsdi™ (ustekinumab-aekn), 
Starjemza™ (ustekinumab-hmny), Stelara® (ustekinumab), Steqeyma® 
(ustekinumab-stba), Ustekinumab-ttwe, Wezlana™ (ustekinumab-
auub), and Yesintek™ (ustekinumab-kfce)

Updated background for CD treatment.  Updated examples for PsO with no change to 
clinical intent.  Updated reference. 9/1/2026

Vijoice Notification Vijoice® (alpelisib) Annual review without changes to coverage criteria. Updated reference. 9/1/2026
Vijoice Medical Necessity Vijoice® (alpelisib) Annual review without changes to coverage criteria. Updated references. 9/1/2026
Vykat XR Medical Necessity Vykat XR™ (diazoxide choline) New program. Vykat XR moved out of program number 1114 to separate criteria. 9/1/2026
Vykat XR Notification Vykat XR™ (diazoxide choline) New program. 9/1/2026
Winrevair Notification Winrevair ™ (sotatercept-csrk) Annual review. Updated background. No changes to coverage criteria. 9/1/2026
Winrevair Medical Necessity Winrevair ™ (sotatercept-csrk) Annual review. No changes to coverage criteria. Updated background and reference. 9/1/2026
Xermelo Notification Xermelo® (telotristat ethyl) Annual review with no changes to criteria.  9/1/2026
Xtandi Notification Xtandi® (enzalutamide) Annual review with no change to coverage criteria.  Updated reference.  9/1/2026
Xuriden Notification Xuriden® (uridine triacetate) Annual review with no changes to criteria.  9/1/2026
Xyntha Medical Necessity Xyntha® (antihemophilic factor [recombinant]) Removed discontinued product Kogenate FS. Updated references. 9/1/2026
Xyntha Step Therapy Xyntha® (antihemophilic factor [recombinant]) Removed discontinued product Kogenate FS. Updated references. 9/1/2026

Zepbound - Non-Formulary - Obstructive Sleep 
Apnea Only 

Prior Authorization / Non-
Formulary Zepbound® (tirzepatide) – Obstructive Sleep Apnea Only

Updated reauthorization criteria to not require AHI/RDI/REI reduction for patients on PAP 
therapy.  Updated prescriber requirement to include pulmonologist, otolaryngologist, and 
physicians experienced in the evaluation and management of obstructive sleep apnea.

9/1/2026

Zilxi Step Therapy Zilxi® (minocycline) Annual review.  Updated references. 9/1/2026
Albuterol tablets Medical Necessity Albuterol tablets Annual review. Updated references. 10/1/2026

Alhemo Medical Necessity Alhemo® (concizumab-mtci)
Added “or reduction in frequency” to all indications. Per expanded FDA Hympavzi label, 
updated step therapy coverage  criteria for hemophilia A with factor VIII inhibitors and 
hemophilia B with factor IX inhibitors. Updated background and references.

10/1/2026

Alhemo Step Therapy Alhemo® (concizumab-mtci)
Per expanded FDA label for Hympavzi, updated step therapy coverage criteria to include 
hemophilia A with factor VIII inhibitors and hemophilia B with factor IX inhibitors. Updated 
background and references.

10/1/2026

Avmapki Fakzynja Co-Pack Notification Avmapki™ Fakzynja™ Co-Pack (avutometinib; defactinib) Annual review with no changes. Updated reference date. 10/1/2026
Ayvakit Notification Ayvakit® (avapritinib) Annual review. Updated references. 10/1/2026

Benlysta Notification Benlysta® (belimumab)
This program applies to the subcutaneous formulation of belimumab 

Annual review. Updated not used in combination drugs without change in clinical intent. 
Updated reference. 10/1/2026

Berinert Notification Berinert® (C1 esterase inhibitor, human) Annual review. Updated examples of therapies for acute HAE attacks. 10/1/2026
Carbaglu Notification Carbaglu® (carglumic acid) Annual review with no changes to coverage criteria. 10/1/2026
Cibinqo Medical Necessity Cibinqo®(abrocitinib) tablets Annual review with no change to critical criteria. Updated references. 10/1/2026
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Constipation agents Notification

Amitiza® (lubiprostone), Ibsrela® (tenapanor), Linzess® (linaclotide), 
Motegrity® (prucalopride), Movantik® (naloxegol), Relistor® 
(methylnaltrexone) tablets, Symproic® (naldemedine), Trulance® 
(plecanatide)

Annual review. Updated Linzess indication to include expanded age range for functional 
constipation to 2 years and older as well as for irritable bowel syndrome with constipation 
in those 7 years and older in background section. Updated references.

10/1/2026

Constipation agents Step Therapy
Ibsrela® (tenapanor), Motegrity® [(prucalopride) brand only], 
Movantik® (naloxegol), Relistor® (methylnaltrexone) tablets, 
Trulance® (plecanatide)

Annual review.  Updated references. 10/1/2026

Demser Notification Demser® (metyrosine) Annual review. No changes. 10/1/2026

Diclofenac 3% gel (generic Solaraze) Notification Diclofenac 3% gel (generic Solaraze) Annual review. Updated to generic name upon brand discontinuation. Included that supply 
limits may apply under additional clinical rules. 10/1/2026

Duvyzat Medical Necessity Duvyzat™ (givinostat) oral suspension Annual review with no changes to criteria. 10/1/2026
Duvyzat Notification Duvyzat™ (givinostat) oral suspension Annual review with no changes to criteria. 10/1/2026

Fasenra Notification Fasenra® (benralizumab)
*This program applies to the prefilled autoinjector formulation.

Annual review. Updated examples of anti-interleukin 5 therapies. Added coverage criteria 
for hypereosinophilic syndrome. Updated background and references. 10/1/2026

Fasenra Medical Necessity Fasenra® (benralizumab)
*This program applies to the prefilled autoinjector formulation.

Annual review. Added Exdensur (depemokimab) to the list of examples of anti-interleukin 5 
therapies. Added coverage criteria for hypereosinophilic syndrome. Updated background 
and references. 

10/1/2026

Hympavzi Medical Necessity Hympavzi® (marstacimab-hncq)
Added “or reduction in frequency” to all indications. Per expanded FDA label, updated age 
requirements and added coverage  criteria for hemophilia A with factor VIII inhibitors and 
hemophilia B with factor IX inhibitors. Updated background and references.

10/1/2026

Hympavzi Notification Hympavzi® (marstacimab-hncq)
Per expanded FDA label, updated age requirements and added coverage criteria for 
hemophilia A with factor VIII inhibitors and hemophilia B with factor IX inhibitors. Updated 
background and references.

10/1/2026

Ibrance Step Therapy Ibrance® (palbociclib) Removed criterion requiring Ibrance be used in combination with an aromatase inhibitor or 
Faslodex. 10/1/2026

Imcivree Medical Necessity Imcivree® (setmelanotide) Updated to include new FDA approved indication for acquired hypothalamic obesity and 
updated reauthorization requirements to include measures for pediatric patients.  10/1/2026

Inqovi Notification Inqovi® (decitabine and cedazuridine) tablet Added coverage criteria for AML. Updated background and references. 10/1/2026

Juxtapid Medical Necessity Juxtapid® (lomitapide)

Updated step therapy coverage criteria based on updated FDA indication by separating 
tried/failed therapies based on age limitations for Repatha. Added requirements for claim 
history or submission of medical records to document current therapy with Juxtapid in 
order to bypass step therapy criteria. Removed requirement to not be used in combination 
with PCSK9s based on updated guidelines. Updated background and references.

10/1/2026

Juxtapid Notification Juxtapid® (lomitapide) Updated background and reference. 10/1/2026

Juxtapid Step Therapy Juxtapid® (lomitapide)
Annual review. Updated background and references. Updated coverage criteria based on 
updated FDA indication by separating tried/failed therapies based on age limitations for 
Repatha.

10/1/2026

Lerochol Medical Necessity Lerochol® (lerodalcibep-liga) New program. 10/1/2026
Lerochol Notification Lerochol® (lerodalcibep-liga) New program. 10/1/2026
Lerochol Step Therapy Lerochol® (lerodalcibep-liga) New program. 10/1/2026
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Lumakras Notification Lumakras™ (sotorasib)
Annual review. Updated criteria for NSCLC, pancreatic adenocarcinoma, ampullary 
adenocarcinoma, colon and rectal cancer, and small bowel adenocarcinoma. Added criteria 
for appendiceal neoplasms and cancers. Updated background and references.

10/1/2026

Lynparza Notification Lynparza® (olaparib)

Annual review. Removed ovarian cancer treatment outside maintenance per NCCN 
guidelines. Revised coverage for HRD-positive ovarian cancer to allow monotherapy 
maintenance (without bevacizumab) per NCCN recommendations. Updated background and 
references.

10/1/2026

Mirvaso, Rhofade Notification Mirvaso® (brimonidine gel), Rhofade® (oxymetazoline cream) Annual review. No changes to clinical intent. 10/1/2026
Mulpleta Medical Necessity Mulpleta® (lusutrombopag) Annual review with no change to coverage criteria. Updated reference. 10/1/2026

Nerlynx Notification Nerlynx® (neratinib) Annual review.  Updated criteria for brain metastases per NCCN Compendium. Updated 
background and references. 10/1/2026

Nubeqa Notification Nubeqa® (darolutamide) Annual review. Updated examples of GnRH analogs with no change to clinical intent of 
criterion. Updated background and references. 10/1/2026

Nucala Notification
Nucala® (mepolizumab)
*This program applies to the prefilled autoinjector and prefilled 
syringe formulations.

Annual review. Updated examples of anti-interleukin 5 inhibitors with no changes to 
coverage criteria. 10/1/2026

Nuedexta Medical Necessity Nuedexta® (dextromethorphan/quinidine) Annual review. No changes. 10/1/2026

Ojjaara Step Therapy Ojjaara™ (momelotinib)
Removed step requirement for myelofibrosis-associated anemia with presence of 
symptomatic splenomegaly and/or constitutional symptoms. Updated Jakafi to Jakafi/Jakafi 
XR. 

10/1/2026

Pancreaze, Pertzye, Viokace Step Therapy Pancreaze®, Pertzye®, Viokace® Annual review.  Updated references. 10/1/2026

Qfitlia Medical Necessity Qfitlia® (fitusiran)
Added “or reduction in frequency” to all indications. Per expanded FDA Hympavzi label, 
updated step therapy coverage criteria for hemophilia A with factor VIII inhibitors and 
hemophilia B with factor IX inhibitors. Updated background and references.

10/1/2026

Qfitlia Step Therapy Qfitlia® (fitusiran)
Per expanded FDA label for Hympavzi, updated step therapy coverage criteria to include 
hemophilia A with factor VIII inhibitors and hemophilia B with factor IX inhibitors. Updated 
background and references.

10/1/2026

Qinlock Notification Qinlock™ (ripretinib) Annual review. Updated coverage criteria for gastrointestinal stromal tumors based on 
NCCN updates. Updated background. 10/1/2026

Radicava ORS Notification Radicava ORS® (edaravone) Annual review with no changes to the coverage criteria. Updated reference. 10/1/2026

Redemplo Notification Redemplo® (plozasiran) Added Redemplo exclusion statement. Added history of failure, contraindication, or 
intolerance to Tryngolza to all criteria. Updated references. 10/1/2026

Relistor Medical Necessity Relistor® (methylnaltrexone bromide) injection Annual review. Minor formatting changes. Updated references. 10/1/2026

Revlimid Notification Revlimid® (lenalidomide) 

Updated criteria for B-cell lymphoma, systemic light chain amyloidosis, kaposi sarcoma, 
histiocytic neoplasms, and castleman disease based on NCCN updates. Added new coverage 
criteria for cutaneous lymphoma per NCCN recommendation. Updated background and 
references. 

10/1/2026

Ruconest Notification Ruconest® (C1 esterase inhibitor [recombinant]) Annual review. Updated examples of acute HAE therapies. 10/1/2026

Skyrizi Medical Necessity Skyrizi® (risankizumab-rzaa) injection
*This program applies to the subcutaneous formulations of Skyrizi

Annual review.  Updated background to include PsO and PsA for pediatric patients 6 years 
of age and older. Updated combination examples and language with no change to clinical 
intent.  Updated references.

10/1/2026
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Skyrizi Notification Skyrizi® (risankizumab-rzaa) injection
*This program applies to the subcutaneous formulations of Skyrizi

Annual review with no change to coverage criteria.  Updated background to include PsO and 
PsA for pediatric patients 6 years of age and older. Updated drug examples with no change 
to clinical intent.  Updated reference.

10/1/2026

Somavert Medical Necessity Somavert® (pegvisomant) Annual review with no changes to coverage criteria.  10/1/2026
Somavert Notification Somavert® (pegvisomant) Annual review with no changes to coverage criteria.  10/1/2026

Tavneos Medical Necessity Tavneos® (avacopan)
Updated coverage criteria requiring submission of medical records for diagnosis, ongoing 
monitoring of liver function tests, and shared decision making with the patient based on 
treatment risks.  Updated reference.

10/1/2026

Veppanu Notification Veppanu (vepdegestrant) New program. 10/1/2026

Vonjo Notification Vonjo (pacritinib) Annual review. Reorganized criteria for myeloproliferative neoplasms without changing 
clinical intent. Updated references. 10/1/2026

Vowst Medical Necessity Vowst® (fecal microbiota spores, live-brpk) Annual review. Updated references. 10/1/2026
Vowst Notification Vowst® (fecal microbiota spores, live-brpk) Annual review with no changes to coverage criteria. 10/1/2026

Vyvgart Hytrulo Medical Necessity
Vyvgart Hytrulo® (efgartigimod alfa and hyaluronidase-qvfc)
*This program applies to the prefilled syringe formulation for self-
administered subcutaneous use

Updated coverage criteria for expanded indication of generalized myasthenia gravis. Added 
CD19-directed cytolytic antibodies to the list of drugs not to be used in combination with 
Vyvgart Hytrulo. Updated background and references.

10/1/2026

Vyvgart Hytrulo Notification
Vyvgart Hytrulo® (efgartigimod alfa and hyaluronidase-qvfc)
*This program applies to the prefilled syringe formulation for self-
administered subcutaneous use

Updated coverage criteria for expanded indication of generalized myasthenia gravis. Added 
CD19-directed cytolytic antibodies to the list of drugs not to be used in combination with 
Vyvgart Hytrulo. Updated background and reference.

10/1/2026

Welireg Notification Welireg™ (belzutifan) Annual review. Updated criteria for ccRCC by removing requirement of advanced disease 
and prior IO therapy. Updated background and references. 10/1/2026

Xhance Step Therapy Xhance® (fluticasone propionate) Annual review.  Updated references. 10/1/2026
Xifaxan Medical Necessity Xifaxan® (rifaximin) Annual review. Updated references. 10/1/2026


