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MEMORANDUM

TO:
Arkansas Medicaid Prescribers and Interested Parties
FROM:

Suzette Bridges, P.D., Division of Medical Services Pharmacy Program [image: image3.jpg]



DATE:

August 5, 2013

SUBJ: 
AR Medicaid DUR Board edits approved at the July 17, 2013 meeting: 

Changes to existing PA Criteria or Edits: desonide 0.05% cream; Revised age ranges and max daily doses for oral 2nd generation (“Atypical”) antipsychotic agents for children; 

Clinical edits added through point-of-sale (POS) edit system:  Dose edits for oral 1st generation (“Typical”) antipsychotic agents for children; dose edits & manual review for Fanapt®, Latuda®, Saphris® for use in children; perphenazine/amitriptyline tablet use in children; Risperdal® Consta®; Invega® Sustenna®;  1st & 2nd generation long-acting and depot forms of injectable antipsychotic agents; Lexiva® tablets and oral suspension; complete dose-optimization chart for oral antipsychotic agents; 

Clinical edits through the Manual Review PA Process: Ridaura® 3 mg capsule; Osphena™ tablet; Signifor® inj.; BiDil® tablet; Diclegis® tablet; Vecamyl™ tablet; Lovaza® capsule, penicillamine; Syprine® capsule; Tafinlar® capsule; Mekinist™ tablet; Glycophos® vial;

AEVCS edits, including Dose-op edits, Cumulative Quantity, Daily Dose edits, Age edits, or Gender edits: Alzheimer’s Disease agents; naltrexone 50 mg tablet; Viramune® tablets and oral suspension and Viramune® XR; Tikosyn® tablets; 

All criteria for the point of sale (POS) clinical edits can be viewed on the Medicaid website at https://www.medicaid.state.ar.us/Download/provider/pharm/PACriteria.pdf.

All drug claim edits, such as quantity edits, dose edits, age edits, or gender edits, can be viewed on the Medicaid website at https://www.medicaid.state.ar.us/Download/provider/pharm/ClaimEdits.xls.   . 

The following edits will be effective Sept. 18, 2013 unless otherwise stated. 

1) CHANGES TO EXISTING PA CRITERIA OR EDITS: 
a) Update on topical corticosteroid agents that require a prior authorization
Current Point of Sale (POS) PA approval criteria were implemented on topical corticosteroids in March 2008 as follows: 

“A trial of at least two different products containing a different drug entity within the same potency category that do not require prior authorization within the previous 60 days.”  

Due to rising costs of desonide products, the MAC has been removed from desonide 0.05% cream. As of the mailing date on this notice, the reimbursement rate for desonide 0.05% cream is approximately $4.28 per gram, or $256.80 for a 60-gram tube.  Therefore, Desonide cream will be moved to the list of low-potency topical corticosteroids that require prior approval as noted above.

HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.

The following criteria regarding edits on antipsychotic agents used in children will be effective on Oct. 15, 2013:

b) Changes in Allowed Point-of-Sale (POS) Dose Edits and Cumulative Quantity Edits for oral 2nd generation (“Atypical”) Antipsychotic Agents for recipients < 18 years of age; 

The specific age categories for the allowed doses for antipsychotic agents for children less than 18 years of age have been revised.  The age categories or age ranges have been revised to the following: < 6 years of age, age 6 years through 9 years, age 10 years through 12 years, and age 13 years through 17 years. 

In addition, some of the maximum doses for the 2nd generation (“atypical”) antipsychotic agents have been lowered as noted in the chart below.  The chart below shows the previously allowed doses, the new doses, and the new age ranges that will be effective on the date noted above.  All other PA requirements remain in effect for antipsychotic agents used in children.  

All calls regarding prior authorization for all antipsychotic agents and doses for recipients < 18 years of age should be directed to the EBRx PA Call Center Toll Free 1-866-250-2518 or Local 501-526-4200, or Fax: 501-526-4188.  

	REVISED MAXIMUM DAILY DOSE EDITS ORAL for 2ND GENERATION ANTIPSYCHOTIC AGENTS CHILDREN < 18 YRS

	DRUG 
	CURRENT <5 yrs
	Eff 10/15/13, NEW RANGE &/or dose       <6 yrs  
	CURENT        

5 -12 yrs
	Eff 10/15/13, NEW RANGE &/or dose               6 - 9 yrs
	Eff 10/15/13, NEW  RANGE  &/or dose        10 - 12yrs 
	CURRENT   13-17 yrs
	Eff 10/15/13, NEW RANGE &/ or dose          13-17 yrs

	Abilify®  
	5 mg daily
	 5 mg daily  
	30 mg daily
	15 mg daily
	20 mg daily   
	45 mg daily
	30 mg daily

	Risperdal®
	4 mg daily
	2 mg daily   
	6 mg daily
	4 mg daily
	6 mg daily  
	8 mg daily
	8 mg daily

	Invega®     
	3 mg daily
	3 mg daily 
	6 mg daily
	3 mg daily    
	6 mg daily   
	9 mg daily
	9 mg daily

	Seroquel®  & Seroquel® XR
	150 mg daily
	150 mg daily 
	600 mg daily 
	300 mg daily   
	600 mg daily
	1000 mg daily
	800 mg daily

	Geodon® 
	40 mg daily
	40 mg daily
	80 mg daily
	60 mg  daily
	80 mg daily   
	160 mg daily
	160 mg daily

	Zyprexa®
	10 mg daily
	5 mg daily   
	20 mg daily
	10 mg  daily 
	15 mg daily  
	30 mg daily
	20 mg daily


2) CLINICAL EDITS THROUGH POINT-OF-SALE (POS) EDIT SYSTEM: 

a) ORAL 1ST AND 2ND GENERATION ANTIPSYCHOTIC AGENTS USED FOR CHILDREN:

A maximum daily dose edit will be implemented for recipients < 18 years of age according to specific age categories for 1ST Generation (“typical”) and the newer 2nd generation (“atypical”) antipsychotic agents as noted in the chart below. In addition, select antipsychotic agents will require manual review PA for all children < 18 yrs of age as noted in the chart below. 

	SUMMARY MAXIMUM DAILY DOSE EDITS FOR 1ST GENERATION  & NEWER 2ND GENERATION ANTIPSYCHOTIC AGENTS for CHILDREN < 18 YRS OF AGE
	REQUIRE MANUAL REVIEW PA FOR ALL  CHILDREN < 18 YRS OF AGE

	Drug
	FDA dosing
	<6y/o 
	6-9 YRS 
	10-12 YRS 
	13-17 YRS  
	

	Chlorpromazine
	BID to QID
	100 mg
	200 mg
	400 mg
	600 mg
	 

	Trifluoperazine
	DAILY or BID
	1 mg
	2 mg
	5 mg
	10 mg
	 

	Orap® (Pimozide)
	DAILY
	1 mg
	2 mg
	4 mg
	10 mg
	 

	Haloperidol
	BID - TID
	2 mg
	5 mg
	10 mg
	20 mg
	 

	Fluphenazine
	BID - QID
	2 mg
	5 mg
	10 mg
	20 mg
	 

	Perphenazine
	BID - QID
	4 mg
	6 mg
	8 mg
	16 mg
	 

	Thoridazine
	BID - TID
	60 mg
	100 mg
	150 mg
	200 mg
	MANUAL PA REVIEW

	Thiothixene
	TID
	6 mg
	6 mg
	6 mg
	15 mg
	MANUAL PA REVIEW

	Loxapine
	BID
	10 mg
	20 mg
	20 mg
	50 mg
	MANUAL PA REVIEW

	Latuda®
	Once daily
	20 mg
	40 mg
	40 mg
	80 mg
	MANUAL PA REVIEW

	Saphris® SL
	BID
	5 mg
	5 mg
	10 mg
	20 mg
	MANUAL PA REVIEW

	Fanapt®
	BID
	2 mg
	4 mg
	8 mg
	16 mg
	MANUAL PA REVIEW


b) PERPHENAZINE/AMITRIPTYLINE TABLET:  Perphenazine/amitriptyline antipsychotic combination drug will be added to the list of antipsychotic combination drugs that require manual review PA for all children less than 18 years of age.  All antipsychotic agents or combination antipsychotic agents require a copy of the signed informed consent form and a copy of the metabolic labs with the manual review request.

c) The complete dose-optimization list for daily quantities allowed for each strength of 1st generation and 2nd generation oral agents are listed below for recipients < 18 years of age based on the specific age ranges. Additional information is given in the chart regarding the Medicaid reimbursement rate for each drug. 

	DOSE-OPTIMIZATION QUANTITIES ALLOWED FOR EACH AGE CATEGORY FOR CHILDREN < 18 YRS OF AGE: 1ST GENERATION (“TYPICAL”) ANTIPSYCHOTICS AGENTS DRUG LIST

	Drug
	Strength
	FDA dosing
	< AGE 6 YRS
	AGE 6-9 YRS
	AGE 10-12 YRS
	AGE 13-17 YRS
	Medicaid Reimbursement Rate per EACH UNIT (EAC* or MAC*)   

	Chlorpromazine
	 
	 
	100 mg
	200 mg
	400 mg
	600 mg
	 

	Chlorpromazine
	10 mg
	BID to QID
	4
	4
	4
	4
	EAC: $0.56 to $0.96  

	Chlorpromazine
	25 mg
	BID to QID
	4
	4
	4
	4
	EAC $0.80 to $1.75

	Chlorpromazine
	50 mg
	BID to QID
	2
	4
	4
	4
	EAC" $1.14 - $2.23

	Chlorpromazine
	100 mg
	BID to QID
	1
	2
	4
	4
	EAC $2.40 - $3.40

	Chlorpromazine
	200 mg
	BID to QID
	N/A
	1
	2
	3
	EAC $2.33 to $5.22

	Trifluoperazine
	 
	 
	1 mg
	2 mg
	5 mg
	10 mg
	 

	Trifluoperazine
	1 mg
	DAILY or BID
	1
	2
	2
	2
	MAC $0.18

	Trifluoperazine
	2 mg
	DAILY or BID
	N/A
	1
	2
	2
	MAC $.22

	Trifluoperazine
	5 mg
	DAILY or BID
	N/A
	N/A
	1
	2
	MAC $ 0.26

	Trifluoperazine
	10 mg
	DAILY or BID
	N/A
	N/A
	N/A
	1
	MAC $36

	Orap® (Pimozide)
	 
	 
	1 mg
	2 mg
	4 mg
	10 mg
	 

	Orap® (Pimozide)
	1 mg
	DAILY
	1
	1
	1
	1
	EAC; $1.48

	Orap® (Pimozide)
	2 mg
	DAILY
	N/A
	1
	2
	5
	EAC 1.97

	Haloperidol
	 
	 
	2 mg
	5 mg
	10 mg
	20 mg
	 

	Haloperidol* oral conc comes in 5 ml u.d., 15 ml & 120 ml
	2 mg/ml 
	BID - TID
	1 ml
	2.5 ml 
	5 ml
	10 ml
	  MAC   $0.13 PER ML

	Haloperidol
	0.5 mg
	BID - TID
	3
	3
	3
	3
	  MAC    $0.04

	Haloperidol
	1 mg
	BID - TID
	2
	3
	3
	3
	    MAC   $0.15

	Haloperidol
	2 mg
	BID - TID
	1
	2
	3
	3
	MAC    $0.18

	Haloperidol
	5 mg
	BID - TID
	N/A
	1
	2
	3
	MAC    $0.20

	Haloperidol
	10 mg
	BID - TID
	N/A
	N/A
	1
	2
	MAC   $1.21

	Haloperidol
	20 mg
	BID - TID
	N/A
	N/A
	N/A
	1
	EAC $2.20 - $2.80

	Fluphenazine
	 
	 
	2 mg
	5 mg
	10 mg
	20 mg
	 

	Fluphenazine oral conc comes in 120  ml
	5 mg/mL 
	BID - QID
	0.4 ml
	1.0  ml 
	2.0 ml
	4.0 ml
	EAC  $0.33 PER ML

	Fluphenazine elixir comes in 60 ml, & 473 ml
	2.5 mg/5 mL
	BID – QID
	4 ml
	10 ml 
	20 ml
	40 ml
	EAC $0.32 TO $0.39 PER ML

	Fluphenazine
	1 mg
	BID – QID
	2
	4
	4
	4
	MAC  $0.23

	Fluphenazine
	2.5 mg
	BID – QID
	N/A
	2
	4
	4
	MAC  0.28

	Fluphenazine
	5 mg
	BID – QID
	N/A
	1
	2
	4
	MAC  $0.35460

	Fluphenazine
	10 mg
	BID - QID
	N/A
	N/A
	1
	2
	MAC  $0.51

	Perphenazine
	 
	 
	4 mg
	6 mg
	8 mg
	16 mg
	 

	Perphenazine
	2 mg
	BID - QID
	2
	3
	4
	4
	EAC  $0.63 TO $1.05

	Perphenazine
	4 mg
	BID – QID
	1
	1
	2
	4
	MAC  $0.77

	Perphenazine
	8 mg
	BID – QID
	N/A
	N/A
	1
	2
	MAC  $0.96

	Perphenazine
	16 mg
	BID - QID
	N/A
	N/A
	N/A
	1
	EAC   $2.08 TO $1.47

	(*rounded to 2 decimals, prices current as of 07/19/13)



	DOSE-OPTIMIZATION QUANTITIES ALLOWED FOR EACH AGE CATEGORY FOR CHILDREN < 18 YRS OF AGE:  MANUAL REVIEW DRUG LIST OF SELECT 1ST GENERATION ANTIPSYCHOTIC AGENTS & NEWER 2ND GENERATION ANTIPSYCHOTIC AGENTS 

	Drug
	Strength
	FDA dosing
	< AGE 6 YRS
	AGE 6-9 YRS
	AGE 10-12 YRS
	AGE 13-17 YRS
	Medicaid Reimbursement Rate per EACH UNIT (EAC* or MAC*   

	Thoridazine
	 
	 
	60 mg
	100 mg
	150 mg
	200 mg
	 

	Thioridazine
	10 mg
	BID - TID
	3
	3
	3
	3
	MAC  $0.18

	Thioridazine
	25 mg
	BID - TID
	2
	3
	3
	3
	MAC  $ 0.22

	Thioridazine
	50 mg
	BID - TID
	1
	2
	3
	3
	MAC  $0.26

	Thioridazine
	100 mg
	BID - TID
	N/A
	1
	1
	2
	MAC $0.36

	Thiothixene
	 
	 
	6 mg
	6 mg
	6 mg
	15 mg
	 

	Thiothixene
	1 mg
	TID
	3
	3
	3
	3
	MAC  $0.14

	Thiothixene
	2 mg
	TID
	3
	3
	3
	3
	MAC  $0.19

	Thiothixene
	5 mg
	TID
	1
	1
	1
	3
	MAC  $0.30

	Thiothixene
	10 mg
	TID
	N/A
	N/A
	N/A
	1
	MAC  $0.41

	Loxapine
	 
	 
	10 mg
	20 mg
	20 mg
	50 mg
	 

	Loxapine
	5 mg
	BID
	2
	2
	2
	2
	EAC   $0.79 TO $1.53

	Loxapine
	10 mg
	BID
	1
	2
	2
	2
	EAC  $1.01 TO $1.98

	Loxapine
	25 mg
	BID
	N/A
	N/A
	N/A
	2
	EAC  $1.53

	Loxapine
	50 mg
	BID
	N/A
	N/A
	N/A
	1
	EAC $2.05

	Latuda®
	 
	 
	20 mg
	40 mg
	40 mg
	80 mg
	 

	Latuda®
	20 mg
	Once daily
	1
	1
	1
	1
	EAC  $19.02

	Latuda®
	40 mg
	Once daily
	N/A
	1
	1
	1
	EAC  $19.02

	Latuda®
	80 mg
	Once daily
	N/A
	N/A
	N/A
	1
	EAC  $19.02

	Latuda®
	120 mg
	Once daily
	N/A
	N/A
	N/A
	N/A
	EAC  $28.28

	Saphris® SL
	 
	 
	5 mg
	5 mg
	10 mg
	20 mg
	 

	Saphris® SL
	5 mg
	BID
	1
	1
	2
	2
	EAC  $11.86

	Saphris® SL
	10 mg
	BID
	N/A
	N/A
	1
	2
	EAC   $11.86

	Fanapt®
	 
	 
	2 mg
	4 mg
	8 mg
	16 mg
	 

	Fanapt®
	1 mg
	BID
	2
	2
	2
	2
	EAC   $11.99

	Fanapt®
	2 mg
	BID
	1
	2
	2
	2
	EAC   $11.99

	Fanapt®
	4 mg
	BID
	N/A
	1
	2
	2
	EAC   $11.99

	Fanapt®
	6 mg
	BID
	N/A
	N/A
	1
	2
	EAC   $11.99

	Fanapt®
	8 mg
	BID
	N/A
	N/A
	1
	2
	EAC   $11.99

	 Fanapt®
	10 mg
	BID
	N/A
	N/A
	N/A
	1
	EAC   $11.99

	Fanapt®
	12 mg
	BID
	N/A
	N/A
	N/A
	1
	EAC   $11.99

	Fanapt® 
	Titration pack (contains 1 mg, 2 mg, 4 mg, 6 mg tabs)
	BID
	N/A
	N/A
	1
	1
	EAC   $11.99

	(*rounded to 2 decimals, prices current as of 07/19/13) 



	DOSE-OPTIMIZATION QUANTITIES ALLOWED FOR EACH AGE CATEGORY FOR CHILDREN < 18 YRS OF AGE:  2ND GENERATION ANTIPSYCHOTIC AGENTS 

	Drug
	Strength
	FDA dosing
	< AGE 6 YRS
	AGE 6-9 YRS
	AGE 10-12 YRS
	AGE 13-17 YRS
	Medicaid Reimbursement Rate per EACH UNIT (EAC* or MAC*)   

	Abilify® (aripiprazole)
	 
	 
	 5 mg/day
	15 mg/day
	20 mg/day
	30  mg/day
	 

	Abilify® (aripiprazole)
	2 mg
	QD
	2 tabs
	2 tab
	2 tab
	2 tab
	EAC $23.02

	Abilify® (aripiprazole)
	5 mg
	QD
	1 tab
	1 tab
	1 tab
	1 tab
	EAC $23.02

	Abilify®  (aripiprazole)
	10 mg
	QD
	N/A
	1 tab
	1 tab
	1 tab
	EAC $23.02

	Abilify®  (aripiprazole)
	15 mg
	QD
	N/A
	1 tab
	1 tab
	1 tab
	EAC $23.02

	Abilify®  (aripiprazole)
	20 mg
	QD
	N/A
	N/A
	1 tab
	1 tab
	EAC $32.55

	Abilify®  (aripiprazole)
	30 mg
	QD
	N/A
	N/A
	N/A
	1 tab
	EAC $32.55

	Abilify Dismelt® (aripiprazole)
	10 mg
	QD
	N/A
	N/A
	N/A
	N/A
	EAC $ 27.40

	Abilify Dismelt® (aripiprazole)
	15 mg
	QD
	N/A
	N/A
	N/A
	N/A
	EAC $27.40

	Abilify Solution® (aripiprazole)
	1 mg/ml
	QD
	5 ml/ day
	15 ml/ day
	20 ml/ day
	30 ml/day
	EAC $ 5.06/ml

	Geodon® (ziprasidone hcl) 
	 
	 
	40 mg/day
	60 mg/day
	80 mg/day
	160 mg/day
	 

	Geodon® (ziprasidone hcl)
	20 mg
	BID
	2 cap
	2 cap
	2 cap
	2 cap
	MAC  $3.28

	Geodon® (ziprasidone hcl)
	40 mg
	BID
	N/A
	1cap
	2 cap
	2 cap
	MAC  $3.29

	Geodon® (ziprasidone hcl)
	60 mg
	BID
	N/A
	1cap
	N/A
	2 cap
	MAC  $3.84

	Geodon® (ziprasidone hcl)
	80 mg
	BID
	N/A
	N/A
	N/A
	2 cap
	MAC $ 3.84

	Invega® ER (paliperidone)
	 
	 
	3 mg/day
	3 mg/day
	6 mg/day
	9 mg/day
	 

	Invega® ER (paliperidone)
	1.5 mg
	QD
	1 tab
	1 tab
	1 tab
	1 tab
	EAC   $20.77

	Invega® ER (paliperidone)
	3 mg
	QD
	1 tab
	1 tab
	1 tab
	1 tab
	EAC   $20.77

	Invega® ER (paliperidone)
	6 mg
	QD
	N/A
	N/A
	1 tab
	1 tab
	EAC   $20.77

	Invega® ER (paliperidone)
	9 mg
	QD
	N/A
	N/A
	N/A
	1 tab
	EAC  $31.17

	Risperdal® (risperidone) 
	 
	 
	2 mg/day
	4 mg/day
	6 mg/day
	8 mg/day
	 

	Risperdal® (risperidone)
	0.25 mg
	BID
	2 tabs
	2 tab
	2 tab
	2 tab
	MAC  $0.23

	Risperdal® (risperidone)
	0.5 mg
	BID
	2 tabs
	2 tab
	2 tab
	2 tab
	MAC  $0.25

	Risperdal® (risperidone)
	 1 mg
	BID
	2 tabs
	2 tab
	2 tab
	2 tab
	MAC  $0.32

	Risperdal® (risperidone)
	2 mg
	BID
	1 tab
	2 tab
	2 tab
	2 tab
	MAC  $0.41

	Risperdal® (risperidone)
	 3 mg
	BID
	N/A
	N/A
	2  tab
	2  tab
	MAC $0.48

	Risperdal® (risperidone)
	4 mg
	BID
	N/A
	N/A
	N/A
	2 tab
	MAC $0.56

	Risperidone ODT 0.25 Tab 
	0.25 mg
	BID
	2 tabs
	2 tab
	2 tab
	2 tab
	EAC $3.58 -$3.84

	Risperdal M® Tab (risperidone) 
	0.5 mg
	BID
	2 tabs
	2 tab
	2 tab
	2 tab
	MAC  $1.74

	Risperdal M® Tab (risperidone) 
	1 mg
	BID
	2 tabs
	2 tab
	2 tab
	2 tab
	MAC  $3.29

	Risperdal M® Tab (risperidone)
	2 mg
	BID
	1 tab
	2 tab
	2 tab
	2 tab
	MAC  $3.21

	Risperdal M® Tab (risperidone) 
	3 mg
	BID
	n/a
	n/a
	2 tab
	2 tab
	MAC  $7.08

	Risperdal M® Tab (risperidone) 
	4 mg
	BID
	N/A
	N/A
	N/A
	2 tab
	MAC  $10.68

	Risperdal® Solution (risperidone)
	1 mg/ml
	BID
	2 ml/day
	4 ml/day
	6 ml/day
	8 ml/day
	MAC  $1.02/ml

	Seroquel® (quetiapine flumarate)  
	 
	 
	150 mg/day
	300 mg/day
	600 mg/day
	800 mg/day
	 

	Seroquel® (quetiapine flumarate)
	25 mg
	TID
	3 tab
	3 tab
	3 tab
	3 tab
	MAC  $0.43

	Seroquel® (quetiapine flumarate)
	50 mg
	TID
	3 tab
	3 tab
	3 tab
	3 tab
	MAC  $0.66

	Seroquel® (quetiapine flumarate)
	100 mg
	TID
	1 tab
	3 tab
	3 tab
	3 tab
	MAC  $0.68

	Seroquel® (quetiapine flumarate)
	200 mg
	TID
	N/A
	1 tab
	3 tab
	3 tab
	MAC  $0.84

	Seroquel® (quetiapine flumarate)
	300 mg
	TID
	N/A
	1 tab
	2 tab
	2 tab
	MAC   $0.95

	Seroquel® (quetiapine flumarate)
	400 mg
	TID
	N/A
	N/A
	1 tab
	2 tab
	MAC   $1.04

	Seroquel® XR (quetiapine flumarate)
	50 mg
	QD
	2 tab
	2 tab
	2 tab
	2 tab
	EAC  $6.61

	Seroquel® XR (quetiapine flumarate)
	150 mg
	QD
	1 tab
	1 tab
	1 tab
	1 tab
	EAC  $11.86

	Seroquel® XR (quetiapine flumarate)
	200 mg
	QD
	N/A
	1 tab
	1 tab
	1 tab
	EAC  $13.05

	Seroquel® XR (quetiapine flumarate)
	300 mg
	QD
	N/A
	1 tab
	2 tab
	2 tab
	EAC   $17.02-$17.12

	Seroquel® XR (quetiapine flumarate)
	400 mg
	QD
	N/A
	N/A
	1 tab
	2 tab
	EAC   $20.12

	Zyprexa® (olanzapine)  
	 
	 
	5 mg/day
	10 mg/day
	15 mg/day
	20 mg/day
	 

	Zyprexa® (olanzapine)
	2.5 mg
	QD
	1 tab
	1 tab
	1 tab
	1 tab
	MAC   $0.66

	Zyprexa® (olanzapine)
	5 mg
	QD
	1 tab
	1 tab
	1 tab
	1 tab
	MAC   $0.68

	Zyprexa® (olanzapine)
	7.5 mg
	QD
	N/A
	1 tab
	1 tab
	1 tab
	MAC   $0.74

	Zyprexa® (olanzapine)
	10 mg
	QD
	N/A
	1 tab
	1 tab
	1 tab
	MAC   $0.79

	Zyprexa® (olanzapine)
	15 mg
	QD
	N/A
	N/A
	1 tab
	1 tab
	MAC   $0.96

	Zyprexa® (olanzapine)
	20 mg
	QD
	N/A
	N/A
	N/A
	1 tab
	MAC   $1.11

	Zyprexa® Zydis® (olanzapine)
	5 mg
	QD
	1 tab
	1 tab
	1 tab
	1 tab
	EAC   $13.64

	Zyprexa® Zydis® (olanzapine)
	10 mg
	QD
	N/A
	1 tab
	1 tab
	1 tab
	EAC   $20.04

	Zyprexa® Zydis® (olanzapine)
	15 mg
	QD
	N/A
	N/A
	1 tab
	1 tab
	EAC  $29.56

	Zyprexa® Zydis® (olanzapine)
	20 mg
	QD
	N/A
	N/A
	N/A
	1 tab
	EAC   $39.07


(*rounded to 2 decimals, prices current as of 07/19/13)
The following edits will be effective Sept. 18, 2013 unless otherwise stated. 

d) RISPERDAL® CONSTA® (RISPERIDONE) LONG-ACTING INJECTION AND INVEGA® SUSTENNA® (PALIPERIDONE PALMITATE) EXTENDED-RELEASE INJECTABLE SUSPENSION for recipients 18 yrs of age and older:  Risperdal® Consta® is indicated for the treatment of schizophrenia and as monotherapy or as adjunctive therapy to lithium or valproate for the maintenance treatment of Bipolar I Disorder.  Invega® Sustenna® is indicated for the treatment of schizophrenia.  

*EAC reimbursement rates rounded to 2 decimals for long-acting injectable 2nd generation 

	EAC* per ml
	EAC* converted to per syringe
	Label
	Generic Name
	pkg size is per ml

	$1,217.62
	$304.41
	INVEGA® SUSTENNA® 39 MG PREF SYR
	PALIPERIDONE PALMITATE
	0.25

	$1,217.72
	$608.86
	INVEGA® SUSTENNA® 78 MG PREF SYR
	PALIPERIDONE PALMITATE
	0.5

	$1,217.70
	$913.28
	INVEGA® SUSTENNA® 117 MG PREF SY
	PALIPERIDONE PALMITATE
	0.75

	$1,217.76
	$1,217.76
	INVEGA® SUSTENNA® 156 MG PREF SY
	PALIPERIDONE PALMITATE
	1

	$1,217.74
	$1,826.61
	INVEGA® SUSTENNA® 234 MG PREF SY
	PALIPERIDONE PALMITATE
	1.5

	
	
	
	
	

	EAC* per syringe
	EAC* for 2 syringes (Risperdal® Consta® dose is 1 syringe every 2 weeks)
	Label
	Generic Name

	$304.42
	$608.84
	RISPERDAL® CONSTA® 25 MG SYR
	RISPERIDONE MICROSPHERES

	$456.64
	$913.28
	  RISPERDAL® CONSTA® 37.5 MG SYR
	RISPERIDONE MICROSPHERES

	$608.87
	$1,217.74
	     RISPERDAL® CONSTA® 50 MG SYR
	RISPERIDONE MICROSPHERES

	$152.22
	$304.44
	 RISPERDAL® CONSTA® 12.5 MG SYR
	RISPERIDONE MICROSPHERES

	$1,122.82
	
	Abilify Maintena™ 300 mg
	aripiprazole

	$1,496.40
	
	Abilify Maintena™ 400 mg
	aripiprazole

	$574.31
	
	Zyprexa® Relprevv™ 210 mg
	olanzapine pamoate

	$820.44
	
	Zyprexa® Relprevv™ 300 mg
	olanzapine pamoate

	$1,107.59
	
	Zyprexa® Relprevv™ 405 mg
	olanzapine pamoate


antipsychotic agents: 

Point-of-sale prior approval criteria to establish tolerability with the respective oral antipsychotic agent will be added to criteria for new-start adult recipients on Risperdal® Consta® and Invega® Sustenna® injections prior to initiating therapy with the long-acting injectable form. See criteria below.  Existing quantity edits on these agents will remain in effect. Zyprexa® Relprevv™ and Abilify Maintena™ injections currently include this type of prior approval criteria. Reminder: long-acting injectable antipsychotic agents used in children < 18 yrs of age require manual review PA, a copy of signed informed consent with initial review, and metabolic labs every 6 months. Children < 18 yrs of age are not included in the point-of-sale approval criteria or the continuation criteria; prescribers must re-request long-acting injectable antipsychotic agents for children when each PA expires.
RISPERDAL® CONSTA®:  

· Two claims of oral risperidone in Medicaid drug history within the previous 27-75 days;  

· Continuation criteria will allow Risperdal® Consta® claim to pay at point-of-sale if there is a claim for Risperdal® Consta® in Medicaid history in the previous 30 days. 

INVEGA® SUSTENNA®:

· Two claims of oral paliperidone OR oral risperidone in Medicaid drug history within the previous 27-75 days;

· Continuation criteria will allow Invega® Sustenna® claim to pay at point-of-sale if there is a claim for Invega® Sustenna® in Medicaid history in the previous 45 days.

All calls regarding prior authorization for all antipsychotic agents and doses should be directed to the EBRx PA Call Center Toll Free 1-866-250-2518 or Local 501-526-4200, or Fax: 501-526-4188.
e) Point-of-sale (POS) Therapeutic Duplication criteria for ALL AGES regarding all 1st  and 2nd  generation long-acting and depot forms of injectable antipsychotic agents:  therapeutic duplication with injectable agents with same date of service or > 25% overlap between drug claim in history and incoming claim are not allowed in long-acting or deport form of an injectable antipsychotic agent.
Additional information regarding 1st  and 2nd  generation LONG-acting and depot forms of INJECTABLE antipsychotic agents in children (<18 years of age):  
Haloperidol decanoate, Risperdal® Consta®, Invega® Sustenna®, Zyprexa® Relprevv™, and Abilify Maintena™ ER injectable agents will require a copy of the signed informed consent and a copy of the metabolic labs to be included with all manual review PA requests.
f) LEXIVA® (fosamprenavir) Calcium 700 mg tablet and 50 mg/ml oral suspension:  LEXIVA® is indicated in combination with other antiretroviral agents for the treatment of human immunodeficiency virus (HIV-1) infection.  Dosing is dependent on whether the patient is a therapy-naïve or a protease inhibitor-experienced patient, and whether ritonavir therapy will be part of the daily dosing regimen.  Please see manufacturer’s package insert for complete dosing information.

EAC: $14.97 per 700 mg tablet; $0.61 per ml of oral suspension.

Point-of-sale approval criteria are as follows:

· For Tablets only:  

· If the Medicaid recipient does not have a ritonavir claim in Medicaid history in the previous 45 days, a maximum quantity of 4 tablets per day will be allowed and a cumulative quantity of 124 tablets per 31 days. 

· If the Medicaid recipient does have a ritonavir claim in Medicaid history in the previous 45 days,  a maximum quantity of 2 tablets per day will be allowed and a cumulative quantity of 62 per 31 days. 

· Oral suspension 50 mg/5 ml: Recipients who are < 6 years of age or recipients who have NPO diagnoses in Medicaid history will be approved at point-of-sale.  
HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.

3) CLINICAL EDITS THROUGH MANUAL REVIEW PA PROCESS (Below EAC prices have been rounded to 2 decimals):
a) RIDAURA® (auranolfin) 3  mg capsule:  RIDAURA® (auranofin) is indicated in the management of adults with active classical or definite rheumatoid arthritis (ARA criteria) who have had an insufficient therapeutic response to, or are intolerant of, an adequate trial of full doses of one or more nonsteroidal anti-inflammatory drugs.  Unlike anti-inflammatory drugs, RIDAURA® does not produce an immediate response. Therapeutic effects may be seen after three to four months of treatment, although improvement has not been seen in some patients before six months.

EAC: $17.54 per 3 mg capsule.  At a dose of 6 mg/day, a 30-day supply = $1,052.57.

Manual Review PA will be required for all requests for Ridaura® capsules and will be reviewed on a case-by-case basis.  
HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  
b) OSPHENA™ (ospemifene) 60  mg tablet:  Osphena™ is an estrogen agonist/antagonist indicated for the treatment of moderate to severe dyspareunia, which is a symptom of vulvar and vaginal atrophy, due to menopause.  The dose is one tablet taken once daily with food.

EAC: $5.43520 per tablet.  A 30-day supply = $168.33

Manual Review PA will be required for all requests for Osphena™ tablets and will be reviewed on a case-by-case basis.  In addition, there will be a maximum daily dose edit of one tablet per day, and a cumulative quantity edit of 31 tablets per 31 days.


HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

c) SIGNIFOR® (pasireotide diaspartate) 0.3 mg/ml, 0.6 mg/ml, 0.9 mg/ml ampule: SIGNIFOR® is a somatostatin analog indicated for the treatment of adult patients with Cushing’s disease for whom pituitary surgery is not an option or has not been curative.  The recommended dosage range of SIGNIFOR® is 0.3 to 0.9 mg by subcutaneous injection twice a day. The recommended initial dose is either 0.6 mg or 0.9 mg twice a day.  

EAC: 0.3 mg/ml =$247.40 per ml; 0.6 mg/ml = $247.40; 0.9 mg/ml = $247.40; for a 31-day supply, BID dosing for 31-day supply = $15,338.80.

Manual Review PA will be required for all requests for Signifor® inj. and will be reviewed on a case-by-case basis.  In addition, there will be a maximum daily dose of 2 ampules per day and a cumulative quantity edit of 62 per 31 days. 
HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

d) BiDil® (isosorbide dinitrate/hydralazine HCl) 20-37.5 mg tablet:  BiDil® is indicated for the treatment of heart failure as an adjunct to standard therapy in self- identified black patients to improve survival, to prolong time to hospitalization for heart failure, and to improve patient-reported functional status.
EAC: $2.20 each tablet; 

The following drugs are available without prior approval:

MAC for Isosorbide 20 mg = $0.06

MAC for hydralazine 10 mg = $0.19

MAC for hydralazine 25 mg = $0.24

MAC for hydralazine 50 mg = $0.30

Manual Review PA will be required for all requests for BiDil® tablets and will be reviewed on a case-by-case basis. Isosorbide tablets and hydralazine tablets are available without prior approval.


HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

e) DICLEGIS® DR 10-10 (doxylamine succinate 10 mg and pyridoxine HCl 10 mg) delayed release tablets for oral use:  DICLEGIS® is a fixed dose combination drug product of doxylamine succinate, an antihistamine, and pyridoxine hydrochloride, a Vitamin B6 analog, indicated for the treatment of nausea and vomiting of pregnancy in women who do not respond to conservative management. Initially, take two DICLEGIS® delayed-release tablets orally at bedtime (Day 1). If this dose adequately controls symptoms the next day, continue taking two tablets daily at bedtime. However, if symptoms persist into the afternoon of Day 2, take the usual dose of two tablets at bedtime that night then take three tablets starting on Day 3 (one tablet in the morning and two tablets at bedtime). If these three tablets adequately control symptoms on Day 4, continue taking three tablets daily. Otherwise take four tablets starting on Day 4 (one tablet in the morning, one tablet mid-afternoon and two tablets at bedtime). The maximum recommended dose is four tablets (one in the morning, one in the mid-afternoon and two at bedtime) daily.

EAC: $4.90 per tablet; # 60/30 day supply = $294; #90/30 day supply = $441; #120/30 day supply = $588

The following drugs are available without prior approval:

Promethazine 25 mg tablet = MAC $0.30

Promethazine 50 mg tablet = MAC $0.40

Ondansetron 4 mg tablet = MAC $0.37; limit of #15 per claim

Ondansetron 8 mg tablet = MAC $0.47; limit of #15 per claim

Manual Review PA will be required for all requests for Diclegis® and will be reviewed on a case-by-case basis. Promethazine tablets and ondansetron tablets are available without prior approval; however, quantity limits may apply.
HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.   

f) VECAMYL™ [mecamylamine HCl Tablet USP] 2.5 mg tablet:  Vecamyl™ is a ganglion blocker indicated for the management of moderately severe to severe essential hypertension and uncomplicated cases of malignant hypertension.  Recommended initial dose:  one 2.5 mg tablet twice a day after meals. The average total daily dosage is 25 mg, usually in three divided doses.

EAC: $48.00 per 2.5 mg tablet; at 25 mg/ day, the 30 day supply = $14,400.00

Manual Review PA will be required for all requests for Vecamyl™ tablets and will be reviewed on a case-by-case basis. 

Arkansas Medicaid makes available for payment oral and injectable medications from multiple antihypertensive classes that can be used to treat hypertension that do not require a prior authorization.

HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

g) LOVAZA® (omega-3-acid ethyl esters) 1 GM Capsules: LOVAZA® (omega-3-acid ethyl esters) is indicated as an adjunct to diet to reduce triglyceride (TG) levels in adult patients with severe (≥500 mg/dL) hypertriglyceridemia. Patients should be placed on an appropriate lipid-lowering diet before receiving LOVAZA® and should continue this diet during treatment with LOVAZA®.  The daily dose of LOVAZA® is 4 grams per day. The daily dose may be taken as a single 4-gram dose (4 capsules) or as two 2-gram doses (2 capsules given twice daily).

EAC:  $1.69 per 1 gm capsule; # 124 capsules for a 31 day supply = $210.07

Manual Review PA will be required for all requests for Lovaza® and will be reviewed on a case-by-case basis. In addition, there is a maximum daily dose edit of 4 capsules per day, and a cumulative quantity edit of 124 per 31 day supply.

HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

h) PENICILLAMINE (Depen® 250 mg tablet; Cuprimine® 250 mg capsule):   Penicillamine is indicated in the treatment of Wilson's disease, cystinuria, and in patients with severe, active rheumatoid arthritis who have failed to respond to an adequate trial of conventional therapy. Available evidence suggests that penicillamine is not of value in ankylosing spondylitis.

 EAC: 
DEPEN® 250 mg tablet= $6.60446 for each tablet; CUPRIMINE® 250 mg capsule = $10.16726 for each capsule

Manual Review PA will be required for all requests for penicillamine and will be reviewed on a case-by-case basis. In addition there is a maximum daily dose edit of 8 per day, and a cumulative quantity edit of 248 for a 31 day supply.

HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

i) SYPRINE® (trientine hydrochloride) 250 mg capsule:  SYPRINE® is indicated in the treatment of patients with Wilson's disease who are intolerant of penicillamine. SYPRINE® and penicillamine cannot be considered interchangeable. SYPRINE® should be used when continued treatment with penicillamine is no longer possible because of intolerable or life endangering side effects. Unlike penicillamine, SYPRINE® is not recommended in cystinuria or rheumatoid arthritis. SYPRINE® is not indicated for treatment of biliary cirrhosis.  Systemic evaluation of dose and/or interval between doses has not been done. However, on limited clinical experience, the recommended initial dose of SYPRINE® is 500-750 mg/day for pediatric patients and 750-1250 mg/day for adults given in divided doses two, three or four times daily. This may be increased to a maximum of 2000 mg/day for adults or 1500 mg/day for pediatric patients age 12 or under. The daily dose of SYPRINE® should be increased only when the clinical response is not adequate or the concentration of free serum copper is persistently above 20 mcg/dL. Optimal long-term maintenance dosage should be determined at 6-12 month intervals. 
EAC: $ 31.48 per capsule; adult at maximum dose of 2,000 mg/day = $7,807.04 for 31 day supply; pediatric at maximum dose = $5,855.28 for 31 day supply.

Manual Review PA will be required for all requests for Syprine® and will be reviewed on a case-by-case basis. In addition, quantity edits will be implemented at 5 capsules (1,250 mg/day) per day, and up to a cumulative quantity edit of 248 capsules for 31 day supply.

HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

j) TAFINLAR® (dabrafenib) 50 mg, 75 mg capsules: TAFINLAR® is a kinase inhibitor indicated for the treatment of patients with unresectable or metastatic melanoma with BRAF V600E mutation as detected by an FDA-approved test.
The recommended dose is 150 mg orally twice daily taken at least 1 hour before or at least 2 hours after a meal.

EAC: 75 mg = $65.36 per capsule; 50 mg = $43.58 per capsule; 

Manual Review PA will be required for all requests for Tafinlar® and will be reviewed on a case-by-case basis. In addition, quantity edits of 4 capsules per day will be implemented for each strength and up to a cumulative quantity edit of 120 per 30 day supply).   Please see manufacturer’s package insert for dose modifications due to adverse reaction.
HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.   

k) MEKINIST™ (trametinib) 0.5 mg, 1 mg, 2 mg tablets: MEKINIST™ is indicated for the treatment of patients with unresectable or metastatic melanoma with BRAF V600E or V600K mutations, as detected by an FDA-approved test.  Limitation of use: MEKINIST™ is not indicated for treatment of patients who have received prior BRAF-inhibitor therapy.

EAC: 2 mg tablet= $299.28; 0.5 mg tablet = $74.82; 1 mg tablet not available in Medicaid system at the time of this memo; 

Manual Review PA will be required for all requests for MEKINIST™ and will be reviewed on a case-by-case basis. In addition, quantity edits will be implemented as follows: 2 mg = one (1) tablet per day; cumulative 30 tablets per 30 days; 0.5 mg tablet = 4 tablets per day; cumulative quantity = 120 per 30 day supply.  Please see manufacturer’s package insert for dose modifications due to adverse reactions.
HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

l) Glycophos® 20 ml vial: Glycophos® in an injectable phosphate replacement used in IV solutions.  Other forms of phosphate injection are available without prior approval.

EAC: $0.57/ml; EAC = $11.35 per vial

Manual Review PA will be required for all requests for Glycophos® vial and will be reviewed on a case-by-case basis. 
HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.  

4) AEVCS EDITS, INCLUDING DOSE-OP EDITS, CUMULATIVE QUANTITY AND DAILY DOSE EDITS:
a) ALZHEIMER’S DISEASE AGENTS (donepezil 5 mg, 10 mg tab & ODT, 23 mg tab; galantamine oral soln; galantamine HBR 4 mg, 8 mg, 12 mg tablet; galantamine ER 8 mg, 16 mg, 24 mg; rivastigmine capsule 1.5 mg, 3 mg, 4.5 mg 6 mg; rivastigmine oral soln; rivastigmine patch 4.6 mg, 9.5 mg, 13.3 mg; memantine HCl tablet 5 mg, 10 mg; memantine oral soln; memantine XR capsule 7 mg, 14 mg, 21 mg, 28 mg; memantine 5mg -10 mg titration pack; memantine XR titration pack):
	Medication
	Brand Name
	Status
	MAC/ EAC
	Generic equivalent available
	Maximum daily and cumulative monthly  qty allowed (qty:days)

	DONEPEZIL HCL 5 MG TABLET
	ARICEPT®
	MAC
	$0.53444
	Y
	1:1; 31 per 31

	DONEPEZIL HCL 10 MG TABLET
	ARICEPT®
	MAC
	$0.54722
	Y
	2:1; 62 per 31

	DONEPEZIL HCL ODT 5 MG TABLET
	ARICEPT®
	MAC
	$0.7219
	Y
	1:1; 31 per 31

	DONEPEZIL HCL ODT 10 MG TABLET
	ARICEPT®
	MAC
	$0.7219
	Y
	2:1; 62 per 31

	DONEPEZIL HCL 23 MG TABLET
	ARICEPT®
	EAC
	$10.04824
	N
	1:1; 31 per 31

	
	
	
	
	
	

	GALANTAMINE 4 MG/ML ORAL SOLN
	RAZADYNE®
	EAC
	$2.63659
	Y
	200 ml per 31

	GALANTAMINE HBR 4 MG TABLET
	RAZADYNE®
	MAC
	$1.8918
	Y
	2:1; 62 per 31

	GALANTAMINE HBR 8 MG TABLET
	RAZADYNE®
	MAC
	$1.8918
	Y
	2:1; 62 per 31

	GALANTAMINE HBR 12 MG TABLET
	RAZADYNE®
	MAC
	$1.8918
	Y
	2:1; 62 per 31

	GALANTAMINE ER 8 MG CAPSULE
	RAZADYNE® ER
	MAC
	$2.8398
	Y
	1:1; 31 per 31

	GALANTAMINE ER 16 MG CAPSULE
	RAZAYDNE® ER
	MAC
	$3.1727
	Y
	1:1; 31 per 31

	GALANTAMINE ER 24 MG CAPSULE
	RAZAYDNE® ER 
	MAC
	$3.6381
	Y
	1:1; 31 per 31

	
	
	
	
	
	

	RIVASTIGMINE 1.5 MG CAPSULE 
	EXELON®
	MAC
	$2.1187
	Y
	2:1; 62 per 31

	RIVASTIGMINE 3 MG CAPSULE
	EXELON®
	MAC
	$2.1187
	Y
	2:1; 62 per 31

	RIVASTIGMINE 4.5 MG CAPSULE
	EXELON®
	MAC
	$2.1187
	Y
	2:1; 62 per 31

	RIVASTIGMINE 6 MG CAPSULE
	EXELON®
	MAC
	$2.1187
	Y
	2:1; 62 per 31

	RIVASTIGMINE 2 MG/ML ORAL SOLN
	EXELON®
	EAC
	$4.00579
	N
	240  ml per 31

	RIVASTIGMINE 4.6 MG/24 HR PATCH
	EXELON®
	EAC
	$10.19386
	N
	1:1; 31 per 31

	RIVASTIGMINE 9.5 MG MG/24 HR PATCH
	EXELON®
	EAC
	$10.19386
	N
	1:1; 31 per 31

	RIVASTIGMINE 13.3 MG/24 HR PATCH
	EXELON®
	EAC
	$10.19386
	N
	1:1; 31 per 31

	
	
	
	
	
	

	MEMANTINE HCL 5-10 MG TITRATION PACK
	NAMENDA®
	EAC
	$4.56485
	N
	1 pack of 49 tabs per 365 days

	MEMANTINE HCL 5 MG TABLET
	NAMENDA®
	EAC
	$4.56574
	N
	3:1; 93 per 31

	MEMANTINE HCL 10 MG TABLET
	NAMENDA®
	EAC
	$4.56540
	N
	2:1; 62 per 31

	MEMANTINE 10 MG/5 ML SOLN
	NAMENDA®
	EAC
	$1.59697
	N
	360 ml per31

	MEMANTINE XR 7 MG CAPSULE
	NAMENDA® XR
	EAC
	$8.67510
	N
	1:1; 31 per 31

	MEMANTINE XR 14 MG CAPSULE
	NAMENDA® XR
	EAC
	$8.67396
	N
	1:1; 31 per 31

	MEMANTINE XR 21 MG CAPSULE
	NAMENDA® XR
	EAC
	$8.67510
	N
	1:1; 31 per 31

	MEMANTINE XR 28 MG CAPSULE
	NAMENDA® XR
	EAC
	$8.67501
	N
	1:1; 31 per 31

	MEMANTINE HCL XR TITRATION PK
	NAMENDA® XR
	EAC
	$8.67494
	N
	1 pack of 28 tabs per 365 days


Point of sale approval criteria and quantity edits are as follows: 

1)
An Age edit of 50 years of age or greater required for recipients for all Alzheimer’s Disease agents;

2)
Point-of-sale approval criteria will be applied to oral solutions to identify those adult patients > 50 years of age who cannot swallow solid oral dosage forms; 

3)
Cumulative quantity and dose optimization quantity edits as listed in the chart above.

HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.

b) NALTREXONE 50 mg film coated tablets: Naltrexone Hydrochloride Tablets USP 50 mg is indicated in the treatment of alcohol dependence and for the blockade of the effects of exogenously administered opioids.  Naltrexone Hydrochloride Tablets USP 50 mg has not been shown to provide any therapeutic benefit except as part of an appropriate plan of management for the addictions. Treatment of Alcoholism: The placebo-controlled studies that demonstrated the efficacy of naltrexone hydrochloride as an adjunctive treatment of alcoholism used a dose regimen of naltrexone hydrochloride tablets 50 mg once daily for up to 12 weeks. Treatment of Opioid Dependence: Once the patient has been started on naltrexone hydrochloride tablets 50 mg once a day will produce adequate clinical blockade of the actions of parenterally administered opioids. 

MAC: $1.35 per tablet.

A cumulative quantity edit of 31 tablets per 31 days will apply.

HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.

c) VIRAMUNE® (nevirapine) 200 mg tablet, AND VIRAMUNE XR® (Nevirapine) 100 mg and 400 mg tablet and 50 mg/5 ml oral susp: Nevirapine Tablets and oral suspension are indicated for use in combination with other antiretroviral agents for the treatment of HIV-1 infection.

EAC: Viramine® XR 100 mg = $6.79276

Viramune® XR 400 mg = $20.37828

Nevirapine 200 mg tab =$ 8.27

Nevirapine 50 mg/5 ml oral susp. = $ 0.51674 per ml, or $2.58/ 50 mg
The following dose edits will apply: 

•
Daily dose and maximum monthly cumulative quantity edits:

· 200 MG IR:  2:1 day; 62/31 days;

· 100 mg XR:  3:1 day; 93/31 days;

· 400 mg XR: 1:1; 31/31 days;

· Oral suspension 50 mg/5 ml: Recipients who are < 6 years of age or recipients who have NPO diagnoses in Medicaid history will be approved at point-of-sale.  
HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.

d) TIKOSYN® (dofetilide) 125 mcg, 250 mcg, 500 mcg tablets:  is an antiarrhythmic drug with Class III (cardiac action potential duration prolonging) properties. Therapy with TIKOSYN® must be initiated (and, if necessary, re-initiated) in a setting that provides continuous electrocardiographic (ECG) monitoring and in the presence of personnel trained in the management of serious ventricular arrhythmias. Patients should continue to be monitored in this way for a minimum of three days. Additionally, patients should not be discharged within 12 hours of electrical or pharmacological conversion to normal sinus rhythm.  Patients to be discharged on TIKOSYN® therapy from an inpatient setting as described above must have an adequate supply of TIKOSYN®, at the patient’s individualized dose, to allow uninterrupted dosing until the patient receives the first outpatient supply.

TIKOSYN® is distributed only to those hospitals and other appropriate institutions confirmed to have received applicable dosing and treatment initiation education programs. Inpatient and subsequent outpatient discharge and refill prescriptions are filled only upon confirmation that the prescribing physician has received applicable dosing and treatment initiation education programs. For this purpose, a list for use by pharmacists is maintained containing hospitals and physicians who have received one of the education programs.

EAC = ALL 3 STRENGTHS OF TIKOSYN ARE PRICED AT $4.27979 PER TABLET.

A maximum daily dose of 2 tablets per1 day, and a cumulative quantity edit of 62 tablets per 31 days will be implemented.

HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500 for information.

FRIENDLY REMINDERS:

1. EMERGENCY OVERRIDE: In an emergency, for those drugs for which a five-day supply can be dispensed, a pharmacy may dispense up to a five-day supply of a drug that requires clinical criteria or is non-preferred. This provision applies only in an emergency situation and when the HP Enterprise Services Prescription Drug Help Desk is unavailable, Evidence Based Prescription Drug Program Help Desk is unavailable, and the pharmacist is not able to contact the prescribing physician. To file a claim using this emergency provision, the pharmacy provider will submit a “03” in the Level of Service (418-DI) field. Frequency of the emergency override is limited to once per year per class for non-LTC beneficiaries and once per 60 days per class for LTC beneficiaries. For any Schedule-II controlled substance filled using the Medicaid Emergency Override process, please refer to the Arkansas State Board of Pharmacy regulations regarding partial fill of a Schedule-II controlled substance. 

2. Any reimbursement rates stated in this memorandum (or any previous memorandums) are for REFERENCE PURPOSES ONLY AND SUBJECT TO CHANGE and are in no way a contractual obligation by Arkansas Medicaid. Current Generic Upper Limits (GUL) or Maximum Allowable Cost (MAC) that have been issued at the State and or Federal level, along with State issued Capped Upper Limits (CAP), can be found on the Arkansas Medicaid website: www.medicaid.state.ar.us. EAC is Estimated Acquisition Cost and, in the absence of a federal or state GUL or MAC, this reimbursement methodology is calculated using AWP-14% for brand agents or AWP-20% for generic agents. 

3. Antipsychotic agents: POS approval criteria in children <18 yrs of age require metabolic lab tests every six months. 

4. Medicare Part D now includes coverage for benzodiazepines and coverage of barbiturates “used in the treatment of epilepsy, cancer, or a chronic mental health disorder”. Claims for dual-eligible beneficiaries for barbiturates and benzodiazepines will reject in the Medicaid Pharmacy Program point-of-sale system beginning 
1/1/13. Reconsideration requests for barbiturates will require a Medicare Part D denial, written documentation, and chart notes regarding diagnosis to substantiate request for the manual review PA process.  The Arkansas Medicaid Drug Utilization Review (DUR) Board voted to implement the following point of sale (POS) or manual review approval criteria using clinical edits, age edits, and or quantity/dose edits for the drugs listed below.

5. Section 175 of the Medicare Improvements for Patients and Providers Act of 2008 (MIPPA) amended section 1860D-2(e)(2)(A) of the Act to include Medicare Part D coverage of barbiturates “used in the treatment of epilepsy, cancer, or a chronic mental health disorder” and benzodiazepines. MIPPA further specified that these amendments apply to prescriptions dispensed on or after January 1, 2013. Claims for dual-eligible beneficiaries for barbiturates and benzodiazepines will reject in the Medicaid Pharmacy Program point-of-sale system beginning 1/1/13. Reconsideration requests for barbiturates will require a denial from Medicare Part D plan, written documentation regarding use of the agent, as well as chart notes regarding diagnosis to substantiate request for the manual review PA process.  
6. Manual Review PA requests and Exceptions to established criteria are reviewed on a case-by-case basis. Prescribers must provide written documentation to substantiate the medical necessity of the request. 

7. The AR Medicaid Pharmacy Program reimburses for covered outpatient drugs for Medicaid recipient with prescription drug benefits. Only medications prescribed to that recipient can be billed using the recipient’s Medicaid ID. Sanctions may be imposed against a provider for engaging in conduct that defrauds or abuses the Medicaid program. This could include billing a child’s medication to a parent’s Medicaid ID number and vice-versa. 

8. FOR ALL PDL DRUGS OR FOR REQUESTS FOR ANTIPSYCHOTIC DRUGS: providers requesting a Prior Authorization (PA) for a drug on the PDL or requesting a Prior Authorization (PA) for an antipsychotic medication should contact the Evidence-based Prescription Drug Program (EBRx) PA Call Center Toll Free 1-866-250-2518 or Local 501-526-4200 or Fax 501-526-4188. Please include any supporting documentation for the request with the fax, and include recipient ID number, recipient name, and Medicaid Provider ID with your request.

9. FOR NON-PDL AND NON-ANTIPYSCHOTIC DRUG REQUESTS: providers requesting a Prior Authorization (PA) should call the HP Prescription Drug Help Desk at 1-800-707-3854 or at 1-501-374-6609, extension 500. For Prior Authorization (PA) requests requiring manual review, you may fax your request to the HP help desk Fax at 501-372-2971 or to the state office Fax at 501-683-4124. Please include any supporting documentation for the request with the fax, and include recipient ID number, recipient name, and Medicaid provider ID with your request. An approval, denial, or request for additional information will be returned by the close of business the following business day.

This advance notice is to provide you the opportunity to contact, counsel and change patients’ prescriptions. 

If you need this material in an alternative format, such as large print, please contact the Program Development and Quality Assurance Unit at 501-320-6429.

If you have questions regarding this transmittal, or you need this material in an alternative format, such as large print, please contact the HP ENTERPRISE SERVICES (FORMERLY CALLED EDS) Provider Assistance Center at 1‑800‑457‑4454 (Toll‑Free) within Arkansas or locally and out-of-state at (501) 376‑2211. Arkansas Medicaid provider manuals (including update transmittals), official notices and remittance advice (RA) messages are available for downloading from the Arkansas Medicaid website: www.medicaid.state.ar.us/.

ONGOING REMINDER FROM PREVIOUS COMMUNICATIONS: 

Continued monitoring for metabolic changes every 6 months on an outpatient basis is required for all antipsychotic agents prescribed for children < 18 years of age. 

From previous memos:

1) For all children < 18 years of age who have received one claim for an oral form of an antipsychotic agent in previous 45 days, the Medicaid Pharmacy Program point-of-sale PA system will require and search the beneficiaries’ Medicaid medical history outpatient CPT codes for metabolic lab test claims for glucose and lipid monitoring (see below for the list of acceptable CPT codes). The system will search the previous 9 months of Medicaid history from date of the in-process drug claim. The criteria require monitoring for BOTH a glucose CPT code AND a lipid CPT code every 6 months.

AND

2) In addition, if a recipient is a new start to antipsychotic drug therapy, or changed to a different chemical entity of antipsychotic agent than is found in the recipient’s Medicaid drug history, whether for a therapy change, or adding to existing therapy, the new drug entity will require a PA and requires a newly signed and dated informed consent form for the new agent faxed to the PA Call Center at 501-526-4188.

All current age-appropriate dose-edits and clinical therapeutic duplication edits of antipsychotic agents will continue to apply for children less than 18 years of age.

Acceptable CPT codes for the metabolic monitoring criteria are listed below (reminder, criteria requires CPT codes monitoring for both glucose (group-1) and lipids (group-2)):

Group-1 (glucose codes): Criteria require one of the following CPT codes that contain glucose monitoring in the previous 9 months from claim date of in-process claim:

· 83036 (HbA1c), OR

· 80050 (General Health Panel), OR

· 80069 (Renal Function Panel), OR

· 80047 (Basic Metabolic Panel), OR

· 80048 (Basic Metabolic Panel), OR 

· 80053 (Comprehensive metabolic panel ), OR 

· 82962 (Glucose, blood by glucose monitoring device(s) cleared by the FDA specifically for home use) OR 

· 82948 (Glucose; blood, reagent strip ) OR 

· 82947 (Glucose; quantitative, blood), 

AND, criteria require one of the following lipid panel tests or all of the individual lipid test monitoring codes in previous 9 months from claim date of the in-process claim:

Group-2 (lipid codes)

· 80061 (Lipid panel ), OR

· 83701 (High resolution fractionation and quantitation of lipoproteins panel), OR

· 82465 (Cholesterol, serum or whole blood, total ), AND  83718 (HDL cholesterol ), AND 84478 (Triglycerides ), AND 83721 (LDL Cholesterol)
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