STATE OF NEVADA ROMAINE GILLILAND

DEPARTMENT OF HEALTH AND HUMAN SERVICES Director
(K e ) DIVISION OF HEALTH CARE FINANCING AND POLICY
s 1100 E. William Street, Suite 101 FAURIE SQUAR TSOFF
BRIAN SANDOVAL Carson City, Nevada 89701

Governor www.dhcfp.nv.gov

NOTICE OF OPEN PUBLIC MEETING

The Division of Health Care Financing and Policy (DHCFP) Pharmacy and Therapeutics Committee will
conduct a public meeting on November 13, 2014, beginning at 1:00 p.m. at the following location:

JW Marriott Las Vegas Resort and Spa
Grand Ballroom A
221 N. Rampart Blvd
Las Vegas, NV 89145
702-869-7777

This meeting will be held only in Las Vegas, NV, there will be no teleconference to Carson City, NV.

Reasonable efforts will be made to assist and accommodate physically challenged persons desiring to
attend the meeting. Please call Rita Mackie at: 775-684-3681 or email rmackie@dhcfp.nv.gov in
advance, but no later than two working days prior to the meeting, so that arrangements may be
conveniently made.

I[tems may be taken out of order.
I[tems may be combined for consideration by the public body.
Items may be pulled or removed from the agenda at any time.

Public comment is limited to 5 minutes per individual, organization, or agency, but may be extended
at the discretion of the Chairperson.

AGENDA

l. CALL TO ORDER AND ROLL CALL

lI.  PUBLIC COMMENT

No action may be taken on a matter raised under this item of the agenda until the matter itself
has been specifically included on the agenda as an item upon which action can be taken.

Ill.  FOR POSSIBLE ACTION: Review and Approval of the June 26, 2014 Meeting Minutes




IV.  STATUS UPDATE BY DHCFP
A Public Comment
B. Program Updates

V. ANNUAL REVIEW - ESTABLISHED DRUG CLASSES

A CENTRAL NERVOUS SYSTEM: ADHD/STIMULANTS

1.
2.
3.

Public Comment
Drug Class Review Presentation — Catamaran
For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion

on the PDL

B. ANTIBIOTICS: Cephalosporins 3rd Generation

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

C. ANTICOAGULANTS: Injectable

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL




ANTI-MIGRAINE AGENTS: Triptans

1.
2.
3.

Public Comment
Drug Class Review Presentation — Catamaran
For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion

on the PDL

BENIGN PROSTATIC HYPERPLASIA (BPH) AGENTS: 5-alpha-reductase Inhibitors

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

CARDIOVASCULAR: Antihyperlipidemics, Triglyceride Lowering Agents

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

DIABETIC AGENTS: DPP-4 Inhibitors and Combinations

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups
Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy




5. For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL
ELECTROLYTE DEPLETERS
1. Public Comment
2. Drug Class Review Presentation — Catamaran
3. For Possible Action: Committee Discussion and Action
a) Approve Clinical/Therapeutic Equivalency of Agents in Class
b) Identify Exclusions/Exceptions for Certain Patient Groups
4. Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy
5. For Possible Action: Committee Discussion and Approval of Drugs for Inclusion

on the PDL

OPHTHALMIC ANTIHISTAMINES

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

PSORIASIS AGENTS: Topical

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

BONE OSSIFICATION AGENTS: BISPHOSPHONATES

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class




b) Identify Exclusions/Exceptions for Certain Patient Groups

4, Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy
5. For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

L. ANTIDEPRESSANTS: SSRI

1. Public Comment

2. Drug Class Review Presentation — Catamaran

3. For Possible Action: Committee Discussion and Action
a) Approve Clinical/Therapeutic Equivalency of Agents in Class
b) Identify Exclusions/Exceptions for Certain Patient Groups

4. Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by

Catamaran and the Division of Health Care Financing and Policy

5. For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

M. ANTIDEPRESSANTS: OTHER

1. Public Comment

2. Drug Class Review Presentation — Catamaran

3. For Possible Action: Committee Discussion and Action
a) Approve Clinical/Therapeutic Equivalency of Agents in Class
b) Identify Exclusions/Exceptions for Certain Patient Groups

4. Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by

Catamaran and the Division of Health Care Financing and Policy

5. For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

VI.  ANNUAL REVIEW - ESTABLISHED DRUG CLASSES BEING REVIEWED DUE TO THE RELEASE OF NEW
DRUGS.

N. ANALGESICS: LONG ACTING NARCOTICS

1. Public Comment
2. Drug Class Review Presentation — Catamaran
3. For Possible Action: Committee Discussion and Action
a) Approve Clinical/Therapeutic Equivalency of Agents in Class
b) Identify Exclusions/Exceptions for Certain Patient Groups
4. Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by

Catamaran and the Division of Health Care Financing and Policy



5.

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion

on the PDL

Diabetic Agents: GLP-1

1.
2.
3.

Public Comment
Drug Class Review Presentation — Catamaran
For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion

on the PDL

DIABETIC AGENTS: INCRETIN MIMETICS

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

CARDIOVASCULAR: ANTIHYPERLIPIDEMICS, NIACIN AGENTS

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

CENTRAL NERVOUS SYSTEM: Oral Anticonvulsants, Misc.

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class
b) Identify Exclusions/Exceptions for Certain Patient Groups




Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy
For Possible Action: Committee Discussion and Approval of Drugs for Inclusion

on the PDL

ANDROGENIC AGENTS: Topical

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

IMMUNOMODULATORS: Injectable

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

PLATELET AGGREGATION INHIBITORS

1.
2.
3.

Public Comment

Drug Class Review Presentation — Catamaran

For Possible Action: Committee Discussion and Action

a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups

Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy

For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

RESPIRATORY: INHALED ANTICHOLINERGIC AGENTS

1.
2.
3.

Public Comment
Drug Class Review Presentation — Catamaran
For Possible Action: Committee Discussion and Action




a) Approve Clinical/Therapeutic Equivalency of Agents in Class

b) Identify Exclusions/Exceptions for Certain Patient Groups
4, Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by
Catamaran and the Division of Health Care Financing and Policy
5. For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

W. RESPIRATORY: LONG ACTING BETA ADRENERGICS

1. Public Comment

2. Drug Class Review Presentation — Catamaran

3. For Possible Action: Committee Discussion and Action
a) Approve Clinical/Therapeutic Equivalency of Agents in Class
b) Identify Exclusions/Exceptions for Certain Patient Groups

4. Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by

Catamaran and the Division of Health Care Financing and Policy

5. For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

X. ANTIVIRALS: Hepatitis C Ribavirins

1. Public Comment

2. Drug Class Review Presentation — Catamaran

3. For Possible Action: Committee Discussion and Action
a) Approve Clinical/Therapeutic Equivalency of Agents in Class
b) Identify Exclusions/Exceptions for Certain Patient Groups

4. Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by

Catamaran and the Division of Health Care Financing and Policy

5. For Possible Action: Committee Discussion and Approval of Drugs for Inclusion
on the PDL

VIl ANNUAL REVIEW — DRUG CLASSES WITHOUT PROPOSED CHANGES

A Public Comment

B. Presentation of Recommendations for Preferred Drug List (PDL) Inclusion by Catamaran
and the Division of Health Care Financing and Policy without Changes

C. For Possible Action: Committee Discussion and Action

=

ACNE AGENTS: Topical, Retinoid Agents and Combinations

2. ACNE AGENTS: Topical, Benzoyl Peroxide, Antibiotics and Combination
Products

3. ALZHEIMER'S AGENTS



ANALGESICS/ANESTHETICS: Topical

ANALGESICS: Tramadol and Related Drugs

ANAPHYLAXIS: Self-Injectable Epinephrine

ANTIBIOTICS: Cephalosporins 2nd Generation

ANTIBIOTICS: Macrolides

ANTIBIOTICS: Quinolones 2nd Generation

ANTIBIOTICS: Quinolones 3rd Generation

ANTICOAGULANTS: Oral

ANTIEMETICS: Oral, 5-HT3s

ANTIFUNGALS: Onychomycosis Agents

ANTIHISTAMINES: 2nd Generation

ANTIHYPERURICEMICS: Xanthine Oxidase Inhibitors for Gout
ANTIPARKINSON'S AGENTS: Non-ergot Dopamine Agonists
ANTIPSYCHOTICS: Oral, Atypical

ANTIVIRAL AGENTS: Influenza

BENIGN PROSTATIC HYPERPLASIA (BPH) AGENTS: Alpha-blockers
CARDIOVASCULAR: ACE Inhibitors and Diuretic Combinations
CARDIOVASCULAR: Angiotensin Il Receptor Blockers and Diuretic Combinations
CARDIOVASCULAR: Antihyperlipidemics, Bile Acid Sequestrants
CARDIOVASCULAR: Antihyperlipidemics, Cholesterol Absorption Inhibitors
CARDIOVASCULAR: Antihyperlipidemics, Statins and Statin Combinations
CARDIOVASCULAR: Beta blockers

CARDIOVASCULAR: Calcium Channel Blockers and Combinations
CARDIOVASCULAR: Direct Renin Inhibitors and Combinations
CENTRAL NERVOUS SYSTEM: Anticonvulsants, Barbiturates
CENTRAL NERVOUS SYSTEM: Anticonvulsants,Benzodiazepines
CENTRAL NERVOUS SYSTEM: Oral Anticonvulsants, Hydantoins
CENTRAL NERVOUS SYSTEM: Sedative Hypnotics

DIABETIC AGENTS: Biguanides

DIABETIC AGENTS: Insulin Products

DIABETIC AGENTS: Meglitinides and Combinations

DIABETIC AGENTS: Other Agents

DIABETIC AGENTS: Sulfonylureas

DIABETIC AGENTS: Thiazolidinediones

ERYTHROPOIESIS STIMULATING PROTEINS

FIBROMYALGIA AGENTS

GASTROINTESTINAL AGENTS: H2RAs

GASTROINTESTINAL AGENTS: Pancreatic Enzymes
GASTROINTESTINAL AGENTS: PPIs

GASTROINTESTINAL AGENTS: Ulcerative Colitis

GROWTH HORMONE AGENTS



45,
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
76.
77.

Antivirals: Hepatitis C Pegylated Interferons

Antivirals: Hepatitis C Polymerase Inhibitors

Antivirals: Hepatitis C Protease Inhibitors

HERPETIC ANTIVIRAL AGENTS

HERPETIC ANTIVIRAL AGENTS: Topical
IMMUNOMODULATORS: Topical

IMPETIGO AGENTS: Topical

LEUKOTRIENE MODIFIERS

MULTIPLE SCLEROSIS AGENTS: Injectable Disease Modifying
MULTIPLE SCLEROSIS AGENTS: Oral Disease Modifying (NEW)
MULTIPLE SCLEROSIS AGENTS: Specific Symptomatic Treatment
NASAL CALCITONINS

NEUROPATHIC PAIN AGENTS

OPHTHALMIC ANTIBIOTICS: Macrolides

OPHTHALMIC GLAUCOMA AGENTS

OPHTHALMIC GLAUCOMA AGENTS: PROSTAGLANDINS
OPHTHALMIC NON-STEROIDAL ANTI-INFLAMMATORY AGENTS
OPHTHALMIC QUINOLONES

OPHTHALMIC STEROIDS

OTIC FLUOROQUINOLONES

PEDICULOCIDES / SCABICIDES

PROGESTINS FOR CACHEXIA

PULMONARY ARTERIAL HYPERTENSION AGENTS: Inhaled Agents
PULMONARY ARTERIAL HYPERTENSION: Oral Agents
RESPIRATORY: ORAL COPD AGENTS

RESPIRATORY: Inhaled Corticosteroid/Beta- Adrenergic Combinations
RESPIRATORY: Inhaled Corticosteroids/Nebs

RESPIRATORY: Intranasal Rhinitis Agents

RESPIRATORY: Intranasal Steroid

RESPIRATORY: Short Acting Beta Adrenergics-Inhalers/Nebs
RESTLESS LEG SYNDROME AGENTS

SKELETAL MUSCLE RELAXANTS

URINARY TRACT ANTISPASMODICS

VIII.  REPORT BY CATAMARAN ON NEW DRUGS TO MARKET, NEW GENERIC DRUGS TO MARKET, AND
NEW LINE EXTENSIONS

10



IX.  REVIEW OF NEXT MEETING LOCATION, DATE, AND TIME
A. March 26, 2015

X.  PUBLIC COMMENT

XI. ADJOURNMENT

This notice and agenda has been posted on or before 9:00 a.m. on the third working day before the
meeting at the following locations:

Notice of this meeting will be available on or after the posting date of this Agenda at the DHCFP Web
site (www.dhcfp.nv.gov)

Posting of the Agenda will be at the Nevada Medicaid Central offices in Carson City and Las Vegas;
Nevada State Library; Carson City Library; Churchill County Library; Las Vegas Library; Douglas County
Library; EIko County Library; Lincoln County Library; Lyon County Library; Mineral County Library;
Tonopah Public Library; Pershing County Library; Goldfield Public Library; Eureka Branch Library;
Humboldt County Library; Lander County Library; Storey County Library; Washoe County Library; and
White Pine County Library and may be reviewed during normal business hours.

If requested in writing, a copy of the action items will be mailed to you or they may be reviewed
Monday through Friday from 9:00 a.m. until 5:00 p.m., or at the meeting. Please call at least one day
ahead for an appointment for document review. Written comments on the proposed changes may be
sent to the DHCFP, 1100 E. William Street, Suite 102, Carson City, NV 89701.

All persons that have requested in writing to receive the Open Meeting Agenda have been duly
notified by mail or e-mail.

Anyone presenting documents for consideration during the public comment portion of the meeting
must provide sufficient copies for each member of the committee and the official record. Copies are
to be distributed at the time of the meeting and should be provided at both meeting locations; DHCFP
or its contractor will not distribute public comment information or materials prior to the public
meeting.
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Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List
Effective September 1, 2014

ACNE AGENTS: Topical, Retinoid Agents and COMBINALIONS..........cccoiiiiiieiieeie st see e re e enaeeenees 3
ACNE AGENTS: Topical, Benzoyl Peroxide, Antibiotics and Combination ProduCts...........c.cccevvereiirerieinsiesiece e 3
ALZHEIMER'S AGENTS ...ttt ittt ettt sttt sttt sttt be et b et et s btk e e bt ekt e b e e e bt e b e e ekt e b e e bt e b e e b e eb et e b e eb e e e b e ebe e eb e e be e ebeabe e ebeabeeebe s 3
ANALGESICS: LONG ACEING NAICOTICS .....veveitieieiieesieiiiesiestestesteeseeeesteseestestessessesseeseessessestessessesseaseessessesaessessesseasesseessesenssessessessessennens 3
ANALGESICS/ANESTHETICS: TOPICAL .. .evtitevereiteierestesieestestetestesaesesteseetessesaesessessesesseseeseaseseesesbeseataabessetesbessetesseseabeabeseesesbeseasessesensens 3
ANALGESICS: Tramadol and REIATEA DIUGS.......coueeierieiteiti ettt sttt ettt b et b et et e st e sb e b e s b e sbeebeehease e b e abesbesbeebesaeaneeneeneas 3
ANAPHYLAXIS: Self-INjectable EPINEPIIINE. ......c..o ittt bbbttt bbb bt et et e st e b e sb e b e bt et esbeene e e ennas 4
ANDROGENIC AGENTS: TOPICAL......eiteuteteiteietesteieestestetestestetestesaetesteseetesteseetesaeseatesbeseatesse st atesbeseateabeseebe st eseabe st eseabesbe st abenbeneatessenenrens 4
ANTIBIOTICS: Cephalosporing 2N0 GENEIALION ........cceiiieieieeiereese e ste e se et e e et stestesteera e e es e seesbesbesreareeseeseeseenseseesresreaneeneeneenees 4
ANTIBIOTICS: CephaloSpOring 3rd GENEIALION .........cieieieeeeieeiertes e sie e s e se et e e et stestesreese e e es e seestesbeareareeneeseeseeseseeseesreaneeneeneenees 4
ANTIBIOTICS: IMACIOIITES ...ttt ettt ettt b ettt b etk b etk e b e ek e e bt e bt e bt e b e eb et e b e eb et ek e abe e et e ab et et e abe e ebenbe e ebe s 4
ANTIBIOTICS: QUINOIONES 2N GENEIALION .....oocviivieiieiecie ettt s b e st e et e et e e st e steesteesbeesbeebeeseesaeesaeesaeebeenteenbeaseesteeseeentes 4
ANTIBIOTICS: QUINOIONES 3rd GENEIALION ......eecviivieti ettt et sb e et e et e e st e steesteesbeesbeeeeeaeesaeesaeesaeebeenteenbeaseesteesteentes 4
ANTICOAGULANTS: INJECLADIE. ......c.eiveieieite ittt ettt sttt sttt et et e te s b et e te et e e eteebe e ebeebe s et e ebe e et e abe e eteabe e etesbeseebesbenenrans 4
ANTICOAGULANTS: OF8l..uc.ictiiieieieitesieie st ste st e e ste e e ste st etesbesaetesbe e etesbeseetesbeseateabeseateebe e eEeebeseeEe et e s e e Ee st e st ebe et eseebe s b e st e b st eneabe st enenrens 4
AN T DEPRESSANTS: O .....ei ettt ettt b ettt b etk s btk s b e st ek s b et e b s b e Rt ek b e Rt e b e e b e Rt ek s b e st e b e e b e st et nbene et e ene b 4
AN T DEPRESSANTS: SSRIS ... cttiteieteitetete st ste it ste et s bt e bt st et et s be e ebesbe e ebesbe st e besbe st ebesb e st e bt e b e Rt ebe s b e st e b e b e R e e b e e b e st e b s b e st e be e b e st et st enenbe e ene st 5
ANTIEMETICS: OFaAl, 5-HT3S ettt sttt s b etk bbbtk s b et ekt s b et b s b e Rt ek b e st e b e b e st ek e b e st ek e e b e st et nbenenbe e ene st 5
ANTIFUNGALS: ONYCNOMYCOSIS AGEINTS .....eeiteiieeuieiteste ettt etie et e sttt be sttt e e e besbesbesbesbe et e e aeam b e see b e ebeebeebeeRease et e nbesbeebeabesbeaneeneennas 5
ANTIHISTAMINES: 20 GENMEIALION .....vivitieteieeiie ettt ettt ettt b ettt b e e et e eesb e st e e bt eb e e Reem b e ee e b e e b e ebeebeeReeme et e ebesbesbe et e sbeaneeneennas 5
ANTIHYPERURICEMICS: Xanthine Oxidase INNIbIitors fOr GOUL ............coiiiiiiiie bbb 5
ANTI-MIGRAINE AGENTS: THIPTANS. ... eteiteiereiterietestesteestesterestesaesesseseesessessasessessesessessasesseseesesaeseasessessetesseseasesseseasesseseasessesensessesensens 5
ANTIPARKINSON'S AGENTS: NON-ergot DOPamMiNg AQONISES ......ccveieieiiieieeieieesie e stestessesseseesseseesseseessessesseeseesaesseseessessessessesneenees 5
ANTIPSYCHOTICS: OFal, ALYPICAL .....cveiiiieieeeieeieee e e st ste e e et e sttt se s e e e e ee st e sbesseeseeseen e e see s e sbeaneeteeneesee e e aesbeseenreaneenaeneenees 5
ANTIVIRAL AGENTS: INFIUBNZA. .....cviiteieieiee ettt bbbtk bbbtk bbb Rt b e b e Rt et st e stk st e st st s b e n e st e ene st 5
BENIGN PROSTATIC HYPERPLASIA (BPH) AGENTS: AIPha-DIOCKETS.......cceiiiiiiiiieere e 6
BENIGN PROSTATIC HYPERPLASIA (BPH) AGENTS: 5-alpha-reductase INNIDItOrS..........cccoeviiiiiiiesicee e 6
BONE OSSIFICATION AGENTS: BiSPNOSPNONALES .....ccuvitiitiiteiteetieieie ettt sttt et be sttt sb e b et b et e st e st e b e sbesbesbesbesneaneennen 6
CARDIOVASCULAR: ACE Inhibitors and Diuretic COMBINALIONS ..........oiiiiiiiiie ettt bbbt 6
CARDIOVASCULAR: Angiotensin Il Receptor Blockers and Diuretic COmMBINAtIONS.........c..ccvveieiiiiie e 6
CARDIOVASCULAR: Antihyperlipidemics, Bile ACIA SEQUESTIANTS .........cccveieriiiereses e ste e seeie ettt e e se et e e srestesresreeneeneesnens 6
CARDIOVASCULAR: Antihyperlipidemics, Cholesterol Absorption INNIBITOrS ... 6
CARDIOVASCULAR: Antihyperlipidemics, NIACIN AQENTS......c.ciiieieiiseieeeeeee e ste et e e ese e teseesre s e s e esae e esseseesaestessesreeneeneeseens 6
CARDIOVASCULAR: Antihyperlipidemics, Statins and Statin COmDINAtIONS ............ccoiiiiiiiiie e 7
CARDIOVASCULAR: Antihyperlipidemics, Triglyceride LOWEING AJENTS ......coviuiiiiiieiiieeeeie ettt 7
CARDIOVASCULAR: BELA DIOCKETS ...ttt sttt b e bbbt bt ekt e e e b e b s b e b e e Rt e b e e aeen b e nbeebeebesbe et e eneaneennen 7
CARDIOVASCULAR: Calcium Channel Blockers and COMDINALIONS ..........cciiiiiiiiiiie i 7
CARDIOVASCULAR: Direct Renin Inhibitors and COMDINALIONS...........c..oiiiiiiiiiicie st 7
CENTRAL NERVOUS SYSTEM: ADHD/SEIMUIANTS ......cveuiiieiieieieiteiee ettt et st st bbb bbbt e 8
CENTRAL NERVOUS SYSTEM: ANticonVUISaNtS, BArDITUIALES.........cciiiieiiieicienie s s e 8
CENTRAL NERVOUS SYSTEM: Anticonvulsants,BENZOMIAZEPINES........ciueiuiriiiiie ittt bttt ee bbbt sen 8
CENTRAL NERVOUS SYSTEM: Oral Anticonvulsants, HYAantOINS. ..........coiriiiiie ettt 8
CENTRAL NERVOUS SYSTEM: Oral ANtiCONVUISANTS, IMISC........oviiiiieitiiieiii ettt bbbttt bbbt st neenee e 9
CENTRAL NERVOUS SYSTEM: SEAALIVE HYPIOTICS. ... e iviiteitieiieeiie sttt ettt et st s b et b et et sbesbe st e beaneeneennen 9
DIABETIC AGENTS: BIGUANIAES ... vveveeueeuieitestesesteeteeseesiestestestessesseeseesseseessesseaseaseaseessessesseseaseasesseesseseesseneeaaeaseaseenseseensestesrensessensensenns 9
DIABETIC AGENTS: INSUIIN PIOTUCTS ......e.vetiitiietiite ittt b bbbt b et s bt b et bttt n b s 9
DIABETIC AGENTS: DPP-4 Inhibitors and COMDINGLIONS ..........coviiiiiiiiiiiiie ettt nn e ns 10
DIABETIC AGENTS: INCIELIN IMIMETICS ...veveitiieteiterieteete ettt ettt sb ettt e s bbbt h bt s ket s e bbbttt b et neann 10
DIABETIC AGENTS: Meglitinides and COMDINATIONS..........c..iiiiiiiiirieit ettt e bbbt e b sb e b et sbesbe e ene e e eneas 10
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Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx
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DIABETIC AGENTS: SGLT-2 INNIDITOIS (NEW) ....cviiueiiitiiieiieieite ettt sttt sb etk sb et sb e et b ettt e et et et e 10
DIABETIC AGENTS: OTNEI AGENTS ... vivtiviieiiitiiesestesierestestesestestesestestesestesseseabesseseesessesease e es e be s eseebe s es e e b e s ese b e nsen e e b e bene e b e st en e anentenennen 10
DIABETIC AGENTS: SUIFONYIUIEAS ......ueeueeieittiteiee ettt bbbkt b e bbbt Rt e bt e e e m e e e e eb e eb e e bt eb e e se et e nbesbesbesbeebeanes 10
DIABETIC AGENTS: ThiazZOlIdINEOIONES. ......c.eiiueieiieiti ettt sttt se bbbttt b et e b e se e e bt s b e bt et e e neembesbenbesbeebeebeeaeane e e eneas 10
ELECTROLYTE DEPLETERS ... eeitettitt ettt ieeteste et st et st et sttt sbe sttt sbe e et sbe e e ke e b et e ke eb et ekt e bt ekt eb et ekt eb et e b e e b et ek e e be e et e sbe e ebenbe e ebennas 10
ERYTHROPOIESIS STIMULATING PROTEINS. ... .cutittitettittsieieste ettt sttt ettt b et b et b ettt be st ans 10
FIBROMYALGIA AGENTS. ..ottt sttt etttk b e ekt b etk b e b e e bt ekt e bt ekt e b e ekt e b et e b e e b e e e b e e bt ek e e b e e ebesb et ebenb et ebe e 11
GASTROINTESTINAL AGENTS: HZRAS ... eittititetiitisieeete sttt sttt bbbt bbb bbbt b et n et e b en e st e nees 11
GASTROINTESTINAL AGENTS: PANCIEALIC ENZYIMES.......citiiiiiiieiiiie ittt st sttt st b e bbb et e b e s et e b sbesbe bt sbeeneenee s 11
GASTROINTESTINAL AGENTS: PPIS .. etiteititiietistesiesestesiesasteseesestestesestessesastessesestessesesbesseseasesseseabe s eseabe s eseebe s eseabe s eseabe st eneabenseneaneee 11
GASTROINTESTINAL AGENTS: UICETAtiVe COLITIS ...vevviviviriieiriisiitisieisiisieisies et sttt se st ne e benesbe b enestessenenes 11
GROWTH HORMONE AGENTS.....etittiteietestesterestesiesesteseesastestesessessesessessesessessesessesseseasesseseasessesease s eseasenseseabesseseabe s eseabe st ensabenseneaneee 11
HEPATITIS C AGENTS - Antivirals: Hepatitis C Pegylated INterfEroNS..........coo i 11
HEPATITIS C AGENTS - Antivirals: Hepatitis C Polymerase INhibitOrs. ... 11
HEPATITIS C AGENTS - Antivirals: Hepatitis C Protease INNIDITOIS .........c.coveieiiiiir e 11
HEPATITIS C AGENTS - Antivirals: Hepatitis C RIDAVIFINS .......cc.iiiiiiiiiee et 12
HERPETIC ANTIVIRAL AGENTS ...t tettiteiteie sttt sttt sttt sttt st e teebe e e be e b et e te s b et e teebe e eb e eb et eEeebe e ebeebe e e beabe e ebesbe e etesbeseereneas 12
HERPETIC ANTIVIRAL AGENTS: TOPICAI ....evvivivetiiteiierestisieiiste ettt ettt sttt es et es bt es bt se b et e s b et n et et n s enenteneenn 12
IMMUNOMODULATORS: INJECTADIE. ......eiieiiiteieiecte ettt b e et e b e e e te s be st et e ebe e ebesbe e etesbe e eteabeseetearenenren 12
IMMUNOMODULATORS: TOPICAI ...ttt ittt sttt sh ettt sb ettt b etk sb e et sb et et e s bt et e eb et et e eb et ebeeb et et e abe e ebeabeneeren 12
[IMPETIGO AGENTS: TOPICAL ... e eteiteiietiite ettt sttt sttt bbbttt b etk bt b e s b e Rt b e b e Rt e b b e st ek b e Rt et b e st et st e s e et e en et 12
LEUKOTRIENE MODIFIERS .......ccttittitetiitt ittt sttt sttt ettt b et eb e st b et s bt h 8t s bt h bt e st bt e n e bt n et et n e bt neann 12
MULTIPLE SCLEROSIS AGENTS: Injectable Disease MOAITYING .....cc.oiviivieieiiieee ettt sresre e ena e enees 12
MULTIPLE SCLEROSIS AGENTS: Oral DiSEaSE MOGIfYING ....c.ccveieiiiieiieiiiesieesiesiee sttt ste sttt saesaetesbe e etesaeseetessesassessesansens 12
MULTIPLE SCLEROSIS AGENTS: Specific Symptomatic TrEAtMENT ...........coiiiiiiie ettt 12
INASAL CALCITONINS ...t eettiteiettete sttt sttt sbe st esesbe e eseebesteseese s e seebe s es e ebe s a8 e be e e s e eb e e es Rt s a8 ke s eR e b e s e s e b et e s e e b et e s et et n e e be st neanen 12
NEUROPATHIC PAIN AGENTS ...ttt sttt ettt ettt bbbt b et s b s s bt s bt h e H et s bt h bt e Rt bbbt e bt s b et st b et neann 12
OPHTHALMIC ANTIBIOTICS: MACIOITES .....c.vviitiieiieiiiieiiete sttt ettt bbbttt bbbt st r e s 13
OPHTHALMIC ANTIHISTAMINES..... .ottt sttt bbbtttk b bbb e bbbt b et n et e b e st nbe b e neee 13
OPHTHALMIC GLAUCOMA AGENTS ...ttt ettt sbe sttt be st s bbb st bbb e bbb e bt e b e e bt e b et e n st et e st nbe b enenes 13
OPHTHALMIC GLAUCOMA AGENTS: PROSTAGLANDINS ......viiitiitiiitistiisiesieieie ettt ettt sese st sesessessesestessasassessasenns 13
OPHTHALMIC NON-STEROIDAL ANTI-INFLAMMATORY AGENTS .....octitiiiiiteietisiesietestesie st sie st ssesessessensssessessssessesens 13
OPHTHALMIC QUINOLONES. .......itittittieieitesieteste e e steseesaste st esesbessesesbessesesbesaes e e be s es e ebe s es e e be s es e ebe s es e b e e e s e e b e s eseebenses e e be st eneebe s eneeneee 13
OPHTHALMIC STEROIDS ... e vittitiieteitesietestesiesesteseesesteseesessessesessessesessessesessessesessesseseasessessasessessasesseseasensessasessessabenseseasestensasensensasenes 13
OTIC FLUOROQUINOLONES .....ctttetiititeiesteriesestesteseste sttt sestese st s e ase st s ebe st s eb e be s e b ek e s e bt ke e bt e b e bt e b e e bt e b et e bt st et en e nbenrenenes 13
PEDICULOCIDES / SCABICIDES .......c.eettittieteiteieeteste ettt sttt et sttt sbe et sb et et sbe e ek e e bt ek e e b et ek e eb et e ke ebe e ek e e b et ebesbe e ebenbe e ebennes 13
PLATELET AGGREGATION INHIBITORS ......oeitiiitiitiiietiitesieie sttt sttt sttt se bttt be bbbt s bt e s e bt e s bbbt e st st b et ann 14
PROGESTINS FOR CACHEXIA .. ..ot iteteieettitetestest et steseese st stese st ste e sesaeseabe st eseebe s es e e se s e s e e be e es e be s a8 e b e s es e b e s e s e b e e e s e et et e s e et et s e ene st enennen 14
PSORIASIS AGENTS: TOPICAI ....vevtiveietiitiitetesiesieteste ettt sttt st et sbe s esesbesses e bessese et e e es e be s es e b e s es e e b e s e s e b e e ene e b et e s e et et en e ene st eneenen 14
PULMONARY ARTERIAL HYPERTENSION AGENTS: INNAIEA AGENTS .....cveviviiiiiieiiiisicesie sttt snesseneens 14
PULMONARY ARTERIAL HYPERTENSION: OFal AQENES .....evviviieieitirieieitisiesistestesestessesasseseesessessesessessesessessesassessessssessessssessessssessensases 14
RESPIRATORY: ORAL COPD AGENTS.......ettttittteteitertetesteseese sttt seesestessesesbeseesesbeseeseabe st es e be s es e ebenees e b et e st e bt nbes e e b et en e et et en e ebe st eneann 14
RESPIRATORY: Inhaled ANtiCNOIINEIGIC AGENTS .....veiuiieiecierieste st e st et e e e s e e et estestesbesneeteeseeneeseenteseesaesreaneeneeneennes 14
RESPIRATORY: Inhaled Corticosteroid/Beta- Adrenergic COmMDINATIONS..........ccovivieiiiieiieeieriese e 14
RESPIRATORY: Inhaled COrtiCOSTEIrOIUS/NEDS .......cviiiiiiie bbb bbbt ans 14
RESPIRATORY: INtranasal RNINITIS AQENTS. ..ot ittt et bbb et b e b b e s bt bt et e e aeeaeesbeebesbesbeebesaeeneeeennas 14
RESPIRATORY: INTFANASAI SEEFOIU ...ttt et b ekt b bt h et et e e b e bt e bt bt eb e e Reembenbeebesbesbe et e e aeenee e ennas 14
RESPIRATORY: LONG ACEING BETA AUIMENEITICS .....eviitiiteiuietieieite ettt e ettt sb et se et et e b s bt s b e bt e b e e aeenbesbeebesbeebe et e e neenee e ennas 15
RESPIRATORY: Short Acting Beta Adrenergics-INNalersS/NEDS. .........viiiiiie et 15
RESTLESS LEG SYNDROME AGENTS ....c.utiettiteietestesietesteseete sttt ste et st eetesbe et st e ebesbe st ebesbe e ebesbe e ebeab et ebeabe e et e abe e ebesbe e ebesbe e ebennes 15
SKELETAL IMUSCLE RELAXANTS ...ttt iteteett ettt ettt stttk b ekt b e bbbt bbbt bbbt e st et e e 15
URINARY TRACT ANTISPASIMODICS ......oiiiiitiietiitereeteste et sttt e sbe s bt s e bt s bt s s bt st bt e bbb eh e bt n bt e b et neann 15
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Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
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Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS

ACNE AGENTS: TorICAL, RETINOID AGENTS AND COMBINATIONS

Payable only for recipients up to age 21.

RETIN-A MICRO®(Pump and Tube) ADAPALENE GEL AND CREAM  EPIDUO®

TAZORAC® ATRALIN® TRETINOIN

ZIANA® AVITA® TRETIN-X®
DIFFERIN® VELTIN®

ACNE AGENTS: ToricAL, BENzOYL PEROXIDE, ANTIBIOTICS AND COMBINATION PRODUCTS

Payable only for recipients up to age 21.

AZELEX® 20% cream ACANYA
BENZACLIN® DUAC CS®
BENZOYL PEROXIDE (2.5, 5 and 10% only) ERYTHROMYCIN

CLINDAMYCIN

ERYTHROMYCIN/BENZOYL PEROXIDE SODIUM
SULFACETAMIDE

ALZHEIMER'S AGENTS

CLINDAMYCIN/BENZOYL PEROXIDE GEL
SODIUM SULFACETAMIDE/SULFUR

DONEPEZIL NAMENDA® TABS ARICEPT® 23mg GALANTAMINE ER

DONEPEZIL ODT NAMENDA® XR TABS ARICEPT® RAZADYNE®

EXELON® PATCH RIVASTIGMINE CAPS GALANTAMINE RAZADYNE® ER

EXELON® SOLN

ANALGESICS: LONG ACTING NARCOTICS

FENTANYL PATCH (PA required) AVINZA® METHADOSE®

MORPHINE SULFATE SA TABS (generic MS Contin®) BUTRANS® MS CONTIN®
DOLOPHINE® NUCYNTA® ER
DURAGESIC® PATCHES (PA
required) OPANA ER®
EMBEDA® ORAMORPH SR®
EXALGO® OXYCODONE SR
KADIAN® OXYCONTIN®
METHADONE OXYMORPHONE SR

ANALGESICS/ANESTHETICS: ToPiCAL

LIDOCAINE LIDOCAINE VISCOUS EMLA® LIDAMANTLE®

LIDOCAINE HC VOLTAREN® GEL FLECTOR® PENNSAID®
LIDODERM®

ANALGESICS: TRAMADOL AND RELATED DRUGS

TRAMADOL CONZIPR® TRAMADOL ER

TRAMADOL/APAP NUCYNTA® ULTRACET®
RYZOLT® ULTRAM®
RYBIX® ODT ULTRAM® ER

Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx




PREFERRED AGENTS
ANAPHYLAXIS: SELF-INJECTABLE EPINEPHRINE

Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List
Effective September 1, 2014

NON-PREFERRED AGENTS

AUVI-Q EPIPEN®
EPINEPHRINE® EPIPEN JR.®

ADRENACLICK® QL

ANDROGENIC AGENTS: TorIcAL
ANDROGEL®
ANDRODERM®

ANTIBIOTICS: CEPHALOSPORINS 2ND GENERATION

CEFACLOR CAPS and SUSP CEFUROXIME TABS and SUSP
CEFACLOR ER CEFPROZIL SUSP

ANTIBIOTICS: CEPHALOSPORINS 3RD GENERATION
CEFDINIR CAPS and SUSP

CEFPODOXIME TABS and SUSP

SUPRAX®

ANTIBIOTICS: MACROLIDES
AZITHROMYCIN TABS/SUSP
CLARITHROMYCIN TABS/SUSP
ERYTHROMYCIN BASE

ERYTHROMYCIN ESTOLATE
ERYTHROMYCIN ETHYLSUCCINATE

ANTIBIOTICS: QUINOLONES 2ND GENERATION
CIPROFLOXACIN TABS

ERYTHROMYCIN STEARATE

CIPRO® SUSP

ANTIBIOTICS: QUINOLONES 3RD GENERATION
AVELOX® LEVOFLOXACIN

AVELOX ABC PACK®

ANTICOAGULANTS: INJECTABLE

ARIXTRA® LOVENOX®

FRAGMIN®

ANTICOAGULANTS: ORAL

COUMADIN® PRADAXA®

ELIQUIS® WARFARIN

JANTOVEN® XARELTO ®
ANTIDEPRESSANTS: OTHER

BUPROPION MIRTAZAPINE
BUPROPION SR MIRTAZAPINE RAPID TABS
BUPROPION XL PRISTIQ®

CYMBALTA®(PA not required  SAVELLA® (Indicated only for

for ICD-9 code 729.1 or
250.6)

Fibromyalgia) TRAZODONE

Prior Authorization is required for non-preferred agents.

AXIRON®
FORTESTA®

CEFTIN®
CECLOR®

CEDAX® CAPS and SUSP

CEFDITOREN
OMNICEF®

BIAXIN®
DIFICID®
ZITHROMAX®
ZMAX®

FLOXIN®
OFLOXACIN

LEVAQUIN®

ENOXAPARIN
FONDAPARINUX

BRINTELLIX®
DULOXETINE
FETZIMA®
VIIBRYD®

TESTIM®

CECLOR CD®
CEFZIL

SPECTRACEF®
VANTIN®

INNOHEP®

Not all non-preferred products may be listed. New products within established class will default to non-preferred.

http://medicaid.nv.gov/providers/rx/PDL.aspx
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PREFERRED AGENTS NON-PREFERRED AGENTS
ANTIDEPRESSANTS: SSRIs
CITALOPRAM PEXEVA®
FLUOXETINE SERTRALINE
PAROXETINE

CELEXA® PAXIL®
ESCITALOPRAM PROZAC®
FLUVOXAMINE QL SARAFEM®
LEXAPRO® ZOLOFT®
LUVOX®

ANTIEMETICS: OrAL, 5-HT3s
GRANISETRON
ONDANSETRON

ANZEMET® ZOFRAN®
KYTRIL® ZUPLENZ®
SANCUSO®

ANTIFUNGALS: ONYCHOMYCOSIS AGENTS

Prior authorization is required for all drugs in this class.
CICLOPIROX SOLN TERBINAFINE TABS

ANTIHISTAMINES: 2ND GENERATION
A two week trial of one of these drugs is required before a non- preferred drug will be authorized.
CETIRIZINE D OTC LORATADINE D OTC ALLEGRA® FEXOFENADINE
CETIRIZINE OTC LORATADINE OTC CLARITIN® SEMPREX®
CLARINEX® XYZAL®
DESLORATADINE
ANTIHYPERURICEMICS: XANTHINE OXIDASE INHIBITORS FOR GOUT
ALLOPURINOL
ANTI-MIGRAINE AGENTS: TRIPTANS

RELPAX® AMERGE® MAXALT® MLT

SUMATRIPTAN NASAL SPRAY AXERT® NARATRIPTAN

SUMATRIPTAN INJECTION FROVA® SUMAVEL®

SUMATRIPTAN TABLET IMITREX® TREXIMET®

ZOMIG® ZMT MAXALT® TABS ZOMIG®

ANTIPARKINSON'S AGENTS: NON-ERGOT DOPAMINE AGONISTS

PRAMIPEXOLE ROPINIROLE ER MIRAPEX® REQUIP®

ROPINIROLE MIRAPEX® ER REQUIP XL®
NEUPRO®

ANTIPSYCHOTICS: ORAL, ATYPICAL

ABILIFY® QUETIAPINE CLOZARIL® RISPERDAL®

CLOZAPINE RISPERIDONE FAZACLO® SEROQUEL®

FANAPT® SAPHRIS® GEODON® ZYPREXA®

LATUDA® SEROQUEL XR® INVEGA®

OLANZAPINE ZIPRASIDONE

ANTIVIRAL AGENTS: INFLUENZA

AMANTADINE RIMANTADINE

TAMIFLU® RELENZA®

Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx
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Nevada Medicaid Preferred Drug List
Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS
BENIGN PROSTATIC HYPERPLASIA (BPH) AGENTS: ALPHA-BLOCKERS
DOXAZOSIN ALFUZOSIN PRAZOSIN
TAMSULOSIN CARDURA® RAPAFLO®
TERAZOSIN FLOMAX® UROXATRAL®
MINIPRESS®

BENIGN PROSTATIC HYPERPLASIA (BPH) AGENTS: 5-ALPHA-REDUCTASE INHIBITORS
AVODART® FINASTERIDE PROSCAR®
BONE OSSIFICATION AGENTS: BISPHOSPHONATES

ALENDRONATE ACTONEL® ETIDRONATE

FOSAMAX PLUS D® ATELVIA® IBANDRONATE
BONIVA® SKELID®
DIDRONEL®

CARDIOVASCULAR: ACE INHIBITORS AND DIURETIC COMBINATIONS

BENAZEPRIL ENALAPRIL HCTZ ACCURETIC® QUINAPRIL

BENAZEPRIL HCTZ EPANED® £ (NEW) EPANED® # (NEW) QUINARETIC®

CAPTOPRIL LISINOPRIL FOSINOPRIL TRANDOLAPRIL

CAPTOPRIL HCTZ LISINOPRIL HCTZ MAVIK® UNIVASC®

ENALAPRIL RAMIPRIL MOEXIPRIL

£ PREFERRED FOR AGES 10 AND UNDER 4+ NONPREFERRED FOR OVER 10 YEARS OLD
CARDIOVASCULAR: ANGIOTENSIN || RECEPTOR BLOCKERS AND DIURETIC COMBINATIONS

DIOVAN® LOSARTAN ATACAND® EPROSARTAN

DIOVAN HCTZ® LOSARTAN HCTZ AVAPRO® IRBESARTAN
BENICAR® MICARDIS®
EDARBI® TELMISARTAN
EDARBYCLOR® TEVETEN®

CARDIOVASCULAR: ANTIHYPERLIPIDEMICS, BILE ACID SEQUESTRANTS

COLESTIPOL WELCHOL® QUESTRAN®

CHOLESTYRAMINE
CARDIOVASCULAR: ANTIHYPERLIPIDEMICS, CHOLESTEROL ABSORPTION INHIBITORS
ZETIA®
CARDIOVASCULAR: ANTIHYPERLIPIDEMICS, NIACIN AGENTS
NIASPAN® (Brand only)

NIACIN ER (Generic Slo-Niacin®)

NIACOR®

Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx



Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List
Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS
CARDIOVASCULAR: ANTIHYPERLIPIDEMICS, STATINS AND STATIN COMBINATIONS

ATORVASTATIN LOVASTATIN ADVICOR®

LIPTRUZET®

CRESTOR® PRAVASTATIN ALTOPREV® LIVALO®

FLUVASTATIN SIMVASTATIN AMLODIPINE/ATORVASTATIN ~ MEVACOR®
CADUET® PRAVACHOL®
LESCOL® SIMCOR®
LESCOL XL® VYTORIN®
LIPITOR® ZOCOR®

CARDIOVASCULAR: ANTIHYPERLIPIDEMICS, TRIGLYCERIDE LOWERING AGENTS

GEMFIBROZIL TRILIPIX®

TRICOR®

CARDIOVASCULAR: BETA BLOCKERS

ACEBUTOLOL LABETALOL

ATENOLOL METOPROLOL (Regular Release)

ATENOLOL/CHLORTH NADOLOL

BETAXOLOL PINDOLOL

BISOPROLOL PROPRANOLOL

BISOPROLOL/HCTZ PROPRANOLOL/HCTZ

BYSTOLIC®* SOTALOL

CARVEDILOL TIMOLOL

*Restricted to ICD-9 codes 490-496
CARDIOVASCULAR: CALCluM CHANNEL BLOCKERS AND COMBINATIONS

AFEDITAB CR® ISRADIPINE

AMLODIPINE LOTREL®

CARTIA XT® NICARDIPINE

DILTIAXT® NIFEDIAC CC

DILTIAZEM ER NIFEDICAL XL

DILTIAZEM HCL NIFEDIPINE ER

DYNACIRC CR® NISOLDIPINE ER

EXFORGE® TAZTIA XT®

EXFORGE HCT® VERAPAMIL

FELODIPINE ER VERAPAMIL ER

CARDIOVASCULAR: DIRECT RENIN INHIBITORS AND COMBINATIONS
TEKAMLO® TEKTURNA HCT® AMTURNIDE®
TEKTURNA® VALTURNA®

Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx
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Nevada Medicaid Preferred Drug List
Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS
CENTRAL NERVOUS SYSTEM: ADHD/STIMULANTS
ADDERALL XR® METHYLIN® ADDERALL® METADATE CD®
AMPHETAMINE SALT AMPHETAMINE SALT
COMBO METHYLIN ER® COMBO XR MODAFINIL
DEXMETHYLPHENIDATE METHYLPHENIDATE CONCERTA® NUVIGIL®
DEXTROAMPHETAMINE SA  METHYLPHENIDATE ER DAYTRANA® METADATE ER®
?EQTROAMPHETAM'NE METHYLPHENIDATE SOL DESOXYN® PROVIGIL®*
DEXTROSTAT® QUILLIVANT® XR SUSP DEXEDRINE® PROCENTRA®
FOCALIN XR® RITALIN LA® FOCALIN® RITALIN®
INTUNIV® STRATTERA® KAPVAY®

VYVANSE®

* (No PA required for ICD-9 codes 347.00, 347.01, 347.10,
347.11, 780.53 and 780.57)

CENTRAL NERVOUS SYSTEM: ANTICONVULSANTS, BARBITURATES

LUMINAL® PHENOBARBITAL

MEBARAL® MYSOLINE®

MEPHOBARBITAL PRIMIDONE

SOLFOTON®

CENTRAL NERVOUS SYSTEM: ANTICONVULSANTS,BENZODIAZEPINES
CLONAZEPAM DIAZEPAM rectal soln ONFI®
CLORAZEPATE KLONOPIN®

DIASTAT® TRANXENE T-TAB®

DIAZEPAM VALIUM®

CENTRAL NERVOUS SYSTEM: ORAL ANTICONVULSANTS, HYDANTOINS
CEREBYX® PEGANONE®

DILANTIN® PHENYTEK®

ETHOTOIN PHENYTOIN PRODUCTS

FOSPHENYTOIN

Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx
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Nevada Medicaid Preferred Drug List

Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS

CENTRAL NERVOUS SYSTEM: ORAL ANTICONVULSANTS, MiscC.

BANZEL® LAMICTAL® APTIOM® (NEW)

CARBAMAZEPINE LAMOTRIGINE FYCOMPA®

CARBAMAZEPINE XR LEVETIRACETAM OXTELLAR XR®

CARBATROL ER® LYRICA® POTIGA®

CELONTIN® NEURONTIN®

DEPAKENE® OXCARBAZEPINE

DEPAKOTE ER® SABRIL®

DEPAKOTE® STAVZOR® DR

DIVALPROEX SODIUM TEGRETOL®

DIVALPROEX SODIUM ER TEGRETOL XR®

EPITOL® TOPAMAX®

ETHOSUXIMIDE TOPIRAGEN®

FELBATOL® TOPIRAMATE

GABAPENTIN TRILEPTAL®

GABITRIL® VALPROATE ACID

KEPPRA® VIMPAT®

KEPPRA XR® ZARONTIN®

LAMACTAL ODT® ZONEGRAN®

LAMACTAL XR® ZONISAMIDE

CENTRAL NERVOUS SYSTEM: SEDATIVE HYPNOTICS

ESTAZOLAM TEMAZEPAM AMBIEN® SILENOR®

FLURAZEPAM TRIAZOLAM AMBIEN CR® SOMNOTE®

ROZEREM® * ZOLPIDEM DORAL® SONATA®
EDLUAR® ZALEPLON

*(PA not required for ICD-9 code 307.42) INTERMEZZO® ZOLPIDEM CR
LUNESTA® ZOLPIMIST®

DIABETIC AGENTS: BIGUANIDES

FORTAMET® GLUMETZA®

GLUCOPHAGE® METFORMIN (Glucophage®)

GLUCOPHAGE XR® RIOMET®

METFORMIN EXT-REL (Glucophage XR®)

DIABETIC AGENTS: INSULIN PRODUCTS
All types, mixes and pens containing these insulins are preferred.

APIDRA® LEVEMIR ®
HUMALOG® NOVOLIN®
HUMULIN® NOVOLOG®
LANTUS®

Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx



Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List
Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS
DIABETIC AGENTS: DPP-4 INHIBITORS AND COMBINATIONS
JANUMET® JUVISYNC®
JANUMET XR® KOMBIGLYZE XR®
JANUVIA® ONGLYZA®
DIABETIC AGENTS: INCRETIN MIMETICS

JENTADUETO® OSENI®
KAZANO® TRADJENTA®
NESINA®

BYDUREON® VICTOZA®

BYETTA®

DIABETIC AGENTS: MEGLITINIDES AND COMBINATIONS

NATEGLINIDE (Starlix®) PRANDIN®

PRANDIMET® STARLIX®

DIABETIC AGENTS: SGLT-2 INHIBITORS

INVOKANA® FARXIGA® (NEW)
DIABETIC AGENTS: OTHER AGENTS

ACARBOSE (Precose®) PRECOSE®

GLYSET® SYMLIN® (PA required)

DIABETIC AGENTS: SULFONYLUREAS

AMARYL®

CHLORPROPAMIDE GLUCOTROL XL®
DIABETA® GLYBURIDE (Diabeta®)
GLIMEPIRIDE (Amaryl®) GLYNASE®

GLIPIZIDE (Glucotrol®) METAGLIP®
GLUCOTROL® TOLAZAMIDE
GLUCOVANCE® TOLBUTAMIDE

GLIPIZIDE EXT-REL (Glucotrol XL®)
GLIPIZIDE/METFORMIN (Metaglip®)
GLYBURIDE MICRONIZED (Glynase®)
GLYBURIDE/METFORMIN (Glucovance®)

DIABETIC AGENTS: THIAZOLIDINEDIONES

ACTOPLUS MET XR® AVANDARYL®
ACTOS® AVANDIA®
ACTOPLUS MET® DUETACT®
AVANDAMET®

ELECTROLYTE DEPLETERS

CALCIUM ACETATE RENAGEL®
ELIPHOS® RENVELA®

ERYTHROPOIESIS STIMULATING PROTEINS
Prior authorization is required for all drugs in this class.

ARANESP® PROCRIT® B eroceNe OMONTYS®

10
Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx



Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List
Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS

FIBROMYALGIA AGENTS

No PA required for drugs in this class if ICD-9 code=729.1.
CYMBALTA® SAVELLA®
LYRICA®
GASTROINTESTINAL AGENTS: H2RAs
FAMOTIDINE RANITIDINE SYRUP (PA not
RANITIDINE required for < 12 years)
GASTROINTESTINAL AGENTS: PANCREATIC ENZYMES
CREON®
ZENPEP®

PANCREAZE® ULTRESA®
PANCRELIPASE VIOKACE®
PERTZYE®

GASTROINTESTINAL AGENTS: PPIs

Prior authorization is required for all drugs in this class.

NEXIUM® CAPSULES PANTOPRAZOLE
NEXIUM® POWDER FOR SUSP*

ACIPHEX® PREVACID®
DEXILANT® PRILOSEC®
LANSOPRAZOLE PRILOSEC® OTC TABS
OMEPRAZOLE OTC TABS PROTONIX®

*for children < 12 yrs.
GASTROINTESTINAL AGENTS: ULCERATIVE COLITIS
ASACOL®SUPP PENTASA®
CANASA® SULFASALAZINE DR
DELZICOL® SULFASALAZINE IR
MESALAMINE ENEMA SUSP
GROWTH HORMONE AGENTS

APRISO®
ASACOL HD®
LIALDA®

Prior authorization is required for all drugs in this class.

GENOTROPIN® NORDITROPIN® HUMATROPE® SEROSTIM®
NUTROPIN AQ® SOMAVERT®
OMNITROPE® TEV-TROPIN®
NUTROPIN® ZORBTIVE®
SAIZEN®
HEPATITIS C AGENTS - ANTIVIRALS: HEPATITIS C PEGYLATED INTERFERONS
PEGASYS®
PEGASYS® CONVENIENT PACK

PEG-INTRON® and REDIPEN

HEPATITIS C AGENTS - ANTIVIRALS: HEPATITIS C POLYMERASE INHIBITORS
SOVALDI
HEPATITIS C AGENTS - ANTIVIRALS: HEPATITIS C PROTEASE INHIBITORS
INCIVEK® OLYSIO®
VICTRELIS®

11
Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx



Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List
Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS
HEPATITIS C AGENTS - ANTIVIRALS: HEPATITIS C RIBAVIRINS
RIBAVIRIN
HERPETIC ANTIVIRAL AGENTS
ACYCLOVIR VALCYCLOVIR
FAMVIR®
HERPETIC ANTIVIRAL AGENTS: ToPICAL
ABREVA® ZOVIRAX®, OINTMENT
DENAVIR®
IMMUNOMODULATORS: INJECTABLE

RIBASPHERE RIBAPAK

Prior authorization is required for all drugs in this class.
CIMZIA® HUMIRA® KINERET® ORENCIA®
ENBREL® SIMPONI® STELARA®
IMMUNOMODULATORS: ToPICAL

Prior authorization is required for all drugs in this class.
ELIDEL® PROTOPIC®
IMPETIGO AGENTS: TorICAL
MUPIROCIN OINT

ALTABAX®
CENTANY®

MUPIROCIN CREAM

LEUKOTRIENE MODIFIERS

MONTELUKAST ZAFIRLUKAST ACCOLATE® SINGULAIR®
MULTIPLE SCLEROSIS AGENTS: INJECTABLE DISEASE MODIFYING

Trial of only one agent is required before moving to a non-preferred agent

AVONEX® EXTAVIA®
AVONEX® ADMIN PACK REBIF®
BETASERON® TYSABRI®
COPAXONE®

MULTIPLE SCLEROSIS AGENTS: ORAL DISEASE MODIFYING

Trial of only one agent is required before moving to a non-preferred agent
AUBAGIO® TECFIDERA®
GILENYA®
MULTIPLE SCLEROSIS AGENTS: SPECIFIC SYMPTOMATIC TREATMENT
AMPYRA® (PA required)

NASAL CALCITONINS

MIACALCIN®

NEUROPATHIC PAIN AGENTS

CYMBALTA® LYRICA® GRALISE® HORIZANT®
GABAPENTIN LIDODERM®

12

Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx



ERYTHROMYCIN OINTMENT

Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List

Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS
OPHTHALMIC ANTIBIOTICS: MACROLIDES

OPHTHALMIC ANTIHISTAMINES

ALAWAY®
PATADAY®

OPHTHALMIC GLAUCOMA AGENTS

BEPREVE® OPTIVAR®
ELESTAT® PATANOL®

EMADINE® ZADITOR OTC®
LASTACRAFT®

ALPHAGAN P® DORZOLAM ALPHAGAN® OCUPRESS®

AZOPT® DORZOLAM / TIMOLOL BETAGAN® OPTIPRANOLOL®

BETAXOLOL LEVOBUNOLOL BETOPTIC ® TIMOPTIC®

BETOPTIC S® METIPRANOLOL COSOPT® TIMOPTIC XE®

BRIMONIDINE SIMBRINZA® COSOPT PF® TRUSOPT®

CARTEOLOL TIMOLOL DROPS/ GEL SOLN

COMBIGAN®

OPHTHALMIC GLAUCOMA AGENTS: PROSTAGLANDINS

LATANOPROST TRAVATAN Z@ LUMIGAN®

TRAVATAN® ZIOPTAN® XALATAN®

OPHTHALMIC NON-STEROIDAL ANTI-INFLAMMATORY AGENTS

ACULAR® DICLOFENAC ACUVAIL® ILEVRO®

ACULAR LS® FLURBIPROFEN BROMDAY® PROLENSA®

ACULAR PF® NEVANAC® BROMFENAC®

OPHTHALMIC QUINOLONES

BESIVANCE® OFLOXACIN® CILOXAN®

CIPROFLOXACIN VIGAMOX® ZYMAXID®

MOXEZA®

OPHTHALMIC STEROIDS

ALREX® FLUOROMETHOLONE FLAREX® OMNIPRED®

DEXAMETHASONE LOTEMAX® FML® PRED FORTE®

DUREZOL® PREDNISOLONE FML FORTE® PRED MILD®
MAXIDEX® VEXOL®

OTIC FLUOROQUINOLONES

CIPRODEX®

NATROBA®
NIX®

PEDICULOCIDES / SCABICIDES
PERMETHRIN

OFLOXIN

RID®
SKLICE®

EURAX® OVIDE®
LINDANE ULESFIA®
MALATHION

13

Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx



Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List
Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS
PLATELET AGGREGATION INHIBITORS

AGGRENOX® CILOSTAZOL®
ANAGRELIDE CLOPIDOGREL

ASPIRIN DIPYRIDAMOLE
BRILINTA® TICLOPIDINE
PROGESTINS FOR CACHEXIA

MEGESTROL ACETATE,
SUSP

PSORIASIS AGENTS: TorICAL
CALCIPOTRIENE SOLUTION DOVONEX® CREAM
PULMONARY ARTERIAL HYPERTENSION AGENTS: INHALED AGENTS
VENTAVIS® TYVASO®
PULMONARY ARTERIAL HYPERTENSION: ORAL AGENTS
ADCIRCA® SILDENAFIL
LETAIRIS® TRACLEER®
RESPIRATORY: ORAL COPD AGENTS
DALIRESP®
RESPIRATORY: INHALED ANTICHOLINERGIC AGENTS
ATROVENT® HFA INHALER IPRATROPIUM NEBS
IPRATROPIUM/ALBUTEROL  SPIRIVA®

EFFIENT®
PLAVIX®

MEGACE ES®

ADEMPAS®
OPSUMIT®

REVATIO ®

COMBIVENT RESPIMAT® TUDORZA®

NEBS

RESPIRATORY: INHALED CORTICOSTEROID/BETA- ADRENERGIC COMBINATIONS
ADVAIR DISKUS® DULERA® BREO ELLIPTA®
ADVAIR HFA® SYMBICORT®

RESPIRATORY: INHALED CORTICOSTEROIDS/NEBS

ASMANEX® PULMICORT FLEXHALER® ALVESCO®
BUDESONIDE NEBS* PULMICORT RESPULES®*

FLOVENT DISKUS® QVAR®

FLOVENT HFA®

*No PA required if < 4 years old
RESPIRATORY: INTRANASAL RHINITIS AGENTS

ASTEPRO® PATANASE® AZELASTINE

DYMISTA®

RESPIRATORY: INTRANASAL STEROID

FLUTICASONE NASONEX® BECONASE AQ® QNASL®
FLONASE® RHINOCORT AQUA®
FLUNISOLIDE TRIAMCINOLONE ACETONIDE
NASACORT AQ® VERAMYST®
OMNARIS® ZETONNA®

14
Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx



Division of Health Care Financing and Policy

Nevada Medicaid Preferred Drug List
Effective September 1, 2014

PREFERRED AGENTS NON-PREFERRED AGENTS
RESPIRATORY: LONG ACTING BETA ADRENERGICS
ARCAPTA NEOHALER® SEREVENT DISKUS®
FORADIL®
RESPIRATORY: SHORT ACTING BETA ADRENERGICS-INHALERS/NEBS
ALBUTEROL NEB/SOLN XOPENEX® HFA (PA req) MAXAIR AUTOHALER®
PROVENTIL® HFA XOPENEX® Solution(PA req) VENTOLIN HFA®

BROVANA®

PROAIR® HFA LEVALBUTEROL

RESTLESS LEG SYNDROME AGENTS

PRAMIPEXOLE ROPINIROLE HORIZANT® MIRAPEX® ER

REQUIP XL MIRAPEX® REQUIP

SKELETAL MUSCLE RELAXANTS

BACLOFEN METHOCARBAMOL/ASPIRIN

CHLORZOXAZONE ORPHENADRINE CITRATE

CYCLOBENZAPRINE ORPHENADRINE COMPOUND

DANTROLENE TIZANIDINE

METHOCARBAMOL

URINARY TRACT ANTISPASMODICS

OXYBUTYNIN TABS/SYRUP/ER DETROL® GELNIQUE®

SANCTURA XR® DETROL LA® OXYTROL®

TOVIAZ® DITROPAN XL® SANCTURA®

VESICARE® ENABLEX® TOLTERODINE
FLAVOXATE TROSPIUM

15
Prior Authorization is required for non-preferred agents.
Not all non-preferred products may be listed. New products within established class will default to non-preferred.
http://medicaid.nv.gov/providers/rx/PDL.aspx



2. Standard Preferred Drug List Exception Criteria

Drugs that have a “non-preferred” status are a covered benefit for recipients if they meet
the coverage criteria.

a. Coverage and Limitations

1. Allergy to all preferred medications within the same class;

2. Contraindication to or drug-to-drug interaction with all preferred
medications within the same class;

3. History of unacceptable/toxic side effects to all preferred medications
within the same class;

4. Therapeutic failure of two preferred medications within the same class.

5. If there are not two preferred medications within the same class therapeutic
failure only needs to occur on the one preferred medication;

6. An indication which is unique to a non-preferred agent and is supported by
peer-reviewed literature or a FDA-approved indication;

7. Antidepressant Medication — Continuity of Care.

Recipients discharged from acute mental health facilities on a nonpreferred
antidepressant will be allowed to continue on that drug for up to

90 days following discharge. After 90 days, the recipient must meet one of
the above five (5) PDL Exception Criteria; or

8. For atypical or typical antipsychotic, anticonvulsant and antidiabetic
medications the recipient demonstrated therapeutic failure on one preferred
agent.

b. Prior Authorization forms are available at:
http://www.medicaid.nv.gov/providers/rx/rxforms/aspx.



NRS 422.4025 List of preferred prescription drugs used for Medicaid program; list of drugs excluded from
restrictions; role of Pharmacy and Therapeutics Committee; availability of new pharmaceutical products and
products for which there is new evidence. [Effective through June 30, 2015.]

1. The Department shall, by regulation, develop a list of preferred prescription drugs to be used for the Medicaid
program.

2. The Department shall, by regulation, establish a list of prescription drugs which must be excluded from any
restrictions that are imposed on drugs that are on the list of preferred prescription drugs established pursuant to
subsection 1. The list established pursuant to this subsection must include, without limitation:

(a) Prescription drugs that are prescribed for the treatment of the human immunodeficiency virus or acquired
immunodeficiency syndrome, including, without limitation, protease inhibitors and antiretroviral medications;

(b) Antirejection medications for organ transplants;

(c) Antihemophilic medications; and

(d) Any prescription drug which the Committee identifies as appropriate for exclusion from any restrictions that
are imposed on drugs that are on the list of preferred prescription drugs.

3. The regulations must provide that the Committee makes the final determination of:

(a) Whether a class of therapeutic prescription drugs is included on the list of preferred prescription drugs and is
excluded from any restrictions that are imposed on drugs that are on the list of preferred prescription drugs;

(b) Which therapeutically equivalent prescription drugs will be reviewed for inclusion on the list of preferred
prescription drugs and for exclusion from any restrictions that are imposed on drugs that are on the list of preferred
prescription drugs;

(c) Which prescription drugs should be excluded from any restrictions that are imposed on drugs that are on the
list of preferred prescription drugs based on continuity of care concerning a specific diagnosis, condition, class of
therapeutic prescription drugs or medical specialty; and

(d) The criteria for prescribing an atypical or typical antipsychotic medication, anticonvulsant medication or
antidiabetic medication that is not on the list of preferred drugs to a patient who experiences a therapeutic failure
while taking a prescription drug that is on the list of preferred prescription drugs.

4. Except as otherwise provided in this subsection, the list of preferred prescription drugs established pursuant to
subsection 1 must include, without limitation, every therapeutic prescription drug that is classified as an
anticonvulsant medication or antidiabetic medication that was covered by the Medicaid program on June 30, 2010.
If a therapeutic prescription drug that is included on the list of preferred prescription drugs pursuant to this
subsection is prescribed for a clinical indication other than the indication for which it was approved as of June 30,
2010, the Committee shall review the new clinical indication for that drug pursuant to the provisions of subsection 5.

5. The regulations adopted pursuant to this section must provide that each new pharmaceutical product and each
existing pharmaceutical product for which there is new clinical evidence supporting its inclusion on the list of
preferred prescription drugs must be made available pursuant to the Medicaid program with prior authorization until
the Committee reviews the product or the evidence.

6. The Medicaid program must make available without prior authorization atypical and typical antipsychotic
medications that are prescribed for the treatment of a mental illness, anticonvulsant medications and antidiabetic
medications for a patient who is receiving services pursuant to Medicaid if the patient:

(a) Was prescribed the prescription drug on or before June 30, 2010, and takes the prescription drug
continuously, as prescribed, on and after that date;

(b) Maintains continuous eligibility for Medicaid; and

(c) Complies with all other requirements of this section and any regulations adopted pursuant thereto.

(Added to NRS by 2003, 1317; A 2010, 26th Special Session, 36; 2011, 985)

NRS 422.4025 List of preferred prescription drugs used for Medicaid program; list of drugs excluded
from restrictions; role of Pharmacy and Therapeutics Committee; availability of new pharmaceutical
products and products for which there is new evidence. [Effective July 1, 2015.]

1. The Department shall, by regulation, develop a list of preferred prescription drugs to be used for the Medicaid
program.

2. The Department shall, by regulation, establish a list of prescription drugs which must be excluded from any
restrictions that are imposed on drugs that are on the list of preferred prescription drugs established pursuant to
subsection 1. The list established pursuant to this subsection must include, without limitation;

(a) Atypical and typical antipsychotic medications that are prescribed for the treatment of a mental illness of a
patient who is receiving services pursuant to Medicaid,;



(b) Prescription drugs that are prescribed for the treatment of the human immunodeficiency virus or acquired
immunodeficiency syndrome, including, without limitation, protease inhibitors and antiretroviral medications;

(c) Anticonvulsant medications;

(d) Antirejection medications for organ transplants;

(e) Antidiabetic medications;

(f) Antihemophilic medications; and

(9) Any prescription drug which the Committee identifies as appropriate for exclusion from any restrictions that
are imposed on drugs that are on the list of preferred prescription drugs.

3. The regulations must provide that the Committee makes the final determination of:

(a) Whether a class of therapeutic prescription drugs is included on the list of preferred prescription drugs and is
excluded from any restrictions that are imposed on drugs that are on the list of preferred prescription drugs;

(b) Which therapeutically equivalent prescription drugs will be reviewed for inclusion on the list of preferred
prescription drugs and for exclusion from any restrictions that are imposed on drugs that are on the list of preferred
prescription drugs; and

(c) Which prescription drugs should be excluded from any restrictions that are imposed on drugs that are on the
list of preferred prescription drugs based on continuity of care concerning a specific diagnosis, condition, class of
therapeutic prescription drugs or medical specialty.

4. The regulations must provide that each new pharmaceutical product and each existing pharmaceutical product
for which there is new clinical evidence supporting its inclusion on the list of preferred prescription drugs must be
made available pursuant to the Medicaid program with prior authorization until the Committee reviews the product
or the evidence.

(Added to NRS by 2003, 1317; A 2010, 26th Special Session, 36; 2011, 985, effective July 1, 2015)




Definition of “Therapeutic Altemative”

© A “Therapeutic Alternative” is defined by the AMA as: “Drug products with different
- chemical structures but which are of the same pharmacological and/or therapeutic class

and usually can be expected to have similer -therapeutic effects and adverse reaction
profiles when administered to patients in therapeutically equivalent doses.”
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Pharmacy and Therapeutics Committee

Draft Meeting Minutes

The Division of Health Care Financing and Policy (DHCFP) Pharmacy and Therapeutics Committee
conducted a public meeting on June 26, 2014, beginning at 1:00 p.m. at the following location:

JW Marriott Las Vegas Resort and Spa
Grand Ballroom A
221 N. Rampart Blvd
Las Vegas, NV 89145

702-869-7777

Committee Members Present:

Michael Hautekeet, RPh; Mark Decerbo, Pharm.D.; David Fluitt, RPh; Adam Zold, Pharm.D.; Evelyn Chu,
Pharm.D.; Shamim Nagy, MD, Chairwoman, MD;

Committee Members Absent:

Weldon Havins, MD; Amir Qureshi, MD, Joseph Adashek, MD; Constance Kalinowski, MD
Others Present:

DHCFP: Gabriel Lither, Deputy Attorney General; Coleen Lawrence, Chief Program Services;
Catamaran: Carl Jeffery, PharmD; Kevin Whittington, RPh

PES: Beth Slamowitz, Pharm.D.



Others: Sandy Sierawski, Pfizer; Bret Fergeson, Pfizer; Brooks Hubbard, BIPI; Marcus Laughlin, BI;
Caroline Nguyen, AZ; Don Cleveland, AZ; Shane Hall, Purdue; Patrick Moty, Supenius; Sean McGarr,
Forest; Phil Walsh, Sunovion; Greg Broutman, Sanovian; Marykay Queener, J&J; Charissa Anne, J&J; C.R.
Kannon, MD; Michael Weingarten, J&]J; Peter Berggren, J&J; Dana Confill, NNI; Kyle Peter, NNI; Kim
Jacoby, Lundbeck; Soheyla Aziz, Eisai; Carinne Caopeland, Eisai; Scott Larson, BMS; Lori Howarth, Bayer;
Lovel Robinson, Abbvie

AGENDA
l. CALL TO ORDER AND ROLL CALL

Meeting called to order at 1:00 PM.

Roll Call:

David Fluitt, RPh

Evelyn Chu, PharmD

Mike Hautekeet, RPh

Adam Zold, PharmD

Gabe Lither

Shamim Nagy, MD

Mark Decerbo, Pharm.D.
Coleen Lawrence, Chief Clinical Policy Team, Nevada Medicaid
Kevin Whittington, Catamaran
Carl Jeffery, Catamaran

I. PUBLIC COMMENT
None

M. FOR POSSIBLE ACTION: Review and Approval of the March 27, 2014 Meeting Minutes

Review and approve March 27, 2014 Meeting Minutes

Michael Hautekeet, RPh: Moved to accept meeting minutes.
Evelyn Chu, Pharm.D.: Second.

Board votes unanimous, Aye.

Minutes approved.

V. STATUS UPDATE BY DHCFP

Coleen Lawrence: Provided updates on:



Director, Mike Willden has been appointed Chief of Staff of Staff for Nevada. The previous
administrator for the Division of Healthcare Services, Romaine Gilliland, will now serve as the
Director.

P&T annual review will be in November as required by statute.

ESTABLISHED DRUG CLASSES

A. CARDIOVASCULAR: ACE Inhibitors and Diuretic Combinations

Public Comment: None

Carl Jeffery — Catamaran: New Liquid product available — Enalapril - comes with a packet of Ora-
Sweet that you mix together and then give to the patient. Comes in a powder, makes a solution when
mixed with the Ora-Sweet. It comes all prepackaged and is ready to go. Other than that, I’m not going
to get into the details about ace inhibitors. There’s really no special studies done on just this one.
Nothing that I’m aware of has changed with ace inhibitors recently. It’s just another one that falls into
the treatment. With the Enalapril, guidelines just recently came out. Current guidelines recommend the
ace inhibitor. | think this may be a topic that we talk about in the future, but right now nothing that I’'m
aware of has really changed as far as the treatment guidelines, or new clinical information. It’s really
only going to be used for kids. I think what we want to avoid is it being used in nursing homes for the
ease of the nursing staff that could easily crush a pill up and give it via a tube that way. So Catamaran
would like to make the recommendation that the board consider these clinically and therapeutically
equivalent.

David Fluitt, RPh:; Motion to consider clinically and therapeutically equivalent.
Adam Zold, Pharm.D. : Second.
Board votes unanimously: Aye.

Motion approved.

Carl Jeffery: Our recommendation is to make the Epaned the new version of the liquid Enalapril as
non-preferred. Our logic behind this is if a child does need this for some reason, it would be easily
justified if medical necessity would be able to override the non-preferred criteria. This would also
potentially limit it for use in the nursing home if it wasn’t really necessary.

Michael Hautekeet, RPh: One of the problems | see in the pharmacy is that we have a lot of
compounding prescriptions for Enalapril for children. Could we update your recommendation to accept
it and put an age limit on it, to make it preferred for children under 4 or 5, because compounds are not
covered by Medicaid, trying to get it through the doctors, we can’t get ahold of the doctors.

Carl Jeffery: I mean it’s up to the board’s discussion | guess.



Adam Zold, Pharm.D. - Agrees with age limit.

Michael Hautekeet, RPh — Motions to add Epaned on the preferred list for ages of less than 5 years.
Adam Zold, Pharm.D.: Second.

Mark Decerbo, Pharm.D. — Do we have past precedent of setting age restrictions?

Carl Jeffery: We do. There are some other ones for example Xopenex is that way.

Further discussion question related to swallow studies where patients who have had strokes are unable
to swallow medication.

Board member wanted to ensure that this medication will still be accessible to those patients.

Carl Jeffery: So basically, if Mike’s motion is approved, how it would go is, if a prescription came in
for the Epaned, for a child who is 5 or under, the claim would go through without any prior
authorization. It would just go right through. If they were older than 5, it would stop for non-preferred.
At that time, they would have to call. If it was somebody who had difficulty swallowing, they could call
and make that medical justification of why they need this product over something else.

Michael Hautekeet, RPh: Amends motion to make Epaned preferred for 10 years old and younger.
Adam Zold, Pharm.D.: Second.

Board Votes unanimously: Aye.

Motion carried.

B. CENTRAL NERVOUS SYSTEM: Oral Anticonvulsants, Misc.

Public Comment;

Dr. Bratman: Epilepsy is a serious neurological condition characterized by unpredictable seizures,
which vary in type and severity, and can be extremely disruptive, to the patient and the lives of their
caregivers. There’s a high degree of variability in the response rates to medications for this condition. In
a seminal study by Quan and Brody, they showed that 53% of patients with epilepsy did not respond to
their initial epilepsy medication. In addition to that, 36% of patients with epilepsy, seizures remained
uncontrolled, despite being on more than two epilepsy medications. Therefore, today there is still
definitely an unmet need in this class for epilepsy patients. On November 8th, 2013, the USFDA
approved Aptiom for the use of adjunctive treatment of partial onset seizures. Aptiom, or the generic is
recognized by the FDA as a new molecular entity, also a unique active ingredient, and structurally
distinct from any other drug. The approval of Aptiom was supported by the results of three phase three
randomized placebo control trials involving more than 1,400 patients. The patients in these studies



experienced partial onset seizures at baseline despite being on up to three concomitant epilepsy
medications. In the pool of data analysis for Aptiom, on the 800 mg and 1200 mg doses, given once
daily, demonstrated significant reductions in standardized seizure frequency vs. placebo over 12 weeks,
which was the period studied in our trials. Also, at 1200 mg, 41% of patients experienced seizure
reduction of 50% or more. The most common adverse reaction in patients taking Aptiom at doses of
800 or 1200 mg were dizziness somnolence, nausea, headache, diplopia, vomiting, fatigue, vertigo,
ataxia, blurred vision, and tremor. These are all adverse events that were seen in 2% or more than
placebo. The incidents of adverse events during titration were less frequent for those patients that began
the initial dose at 400 mg as compared to those patients that started at 800 mg. Aptiom is available in
200, 400, 600, and 800 mg tablets which can be taken whole or crushed, with or without food. The
recommended starting dose for safety reasons is, in most patients, 400 mg once daily. After one week,
dose should be increased to 800 mg, once daily, which is the recommended maintenance dose. If patient
needs additional therapy after one week at 800 mg, they can be increased to 1200mg, once daily. Lastly,
Aptiom is not a scheduled medication.

Clinical Presentation:

Carl Jeffery: New anti-epileptic on the market — Aptiom, or eslicarbazepine, indicated for adjunctive
therapy for partial onset seizures. Mechanism of action is not exactly known, but they think it has
something to do with the inhibition of the voltage gate and sodium channels.

Catamaran would like to make the suggestion that these are clinically and therapeutically equivalent.

Michael Hautekeet, RPh: Motion to consider class clinically and therapeutically equivalent.
Evelyn Chu, Pharm.D.: Second.

Board votes unanimously: Aye.

Motion carried.

Carl Jeffery: Catamaran would like to make the recommendation that Aptiom be considered non-
preferred because it is not first lane. It is adjunctive therapy. If there was no preferred drug list at all,
there would still be two or three agents down the line before they got to this one. As the board looks at
it, we can make this listed as non-preferred and that would maybe guide the therapy toward more first
line therapy agents.

Questions:
Information for other agents in this class?

Carl Jeffery: We really don’t have any new information for these other agents. The class is open if you
see some other agents on there, but our hands are a little bit tied on this class because any agent that was
available before June 30, 2010, we have to have preferred. The ones on the right side here are the ones
that have come out afterward that we can make non-preferred. It just so happens that all of them are
indicated for adjunctive therapy as well. That’s why we’ve made that decision in the past. Just for
consistency we can have this that way as well.



Adam Zold, Pharm.D.: Motion to accept recommendations for PDL making Aptiom non-preferred.
Michael Hautekeet, RPh: Second.

Board votes unanimously: Aye.

Motion carried.

VI. NEW DRUG CLASSES

A DIABETIC AGENTS: Sodium-Glucose Cotransporter 2 (SGLT2) Inhibitors

Presenter:
Dr. Kannon: Dr. Chuck Kannon — Endocrinologist- works as the Director of Diabetes Center in the
Redrach Medical Group at 5701 Charleston. 97% of his patients are people with diabetes. A sizable
number of them, over 35-40% have some form of Medicaid plan or another. As challenging as it is,
some days, at the end of the day, | feel like I’m at the epicenter of the unraveling diabetes tsunami that
is sweeping this country. Las Vegas is a microcosm of that. Also I’m learning from my experience with
our patients who are on Medicaid, that diabetes is not an equal opportunity villain. It seems to be those
who are at the lower rungs of the economic ladder this disease is more capricious. To give you an
example, when | used to work elsewhere, in silk stocking districts, the average referral of A1C was
under 10. Now my average referral of a patient who comes to me with type 2 diabetes, who has
Medicaid, is 12 or above. And you can keep wondering, for the obvious reasons. You can blame it on
noncompliance. You can blame it on, yes, physician apathy. You can blame it on not having enough
access to healthy food, and you can also blame it on lack of specialists. But the one thing you cannot
blame it on is lack of access to diabetes medications. Thanks to this group, thanks to the wisdom and
foresight, virtually every drug for treatment of type 2 is made available to our patients with type 2
diabetes and clearly, all of us our grateful for that. In the same realm, people keep asking, why do you
have to have so many pills to treat one single disease? The reason for that is reasonably straight
forward. Unlike type 1, where the entire problem is total and irrevocable loss of insulin, it’s not that
way for type 2s. It’s got multiple ideologies. 8 to be exact. And we will call it, cleverly, the (garbled) of
reasons why people get diabetes type 2. So we’re looking for drugs that work in very many ways and
hit the disease at multiple fronts. Towards that end, last year, this committee okayed the approval of
making one of the first SGLT2 inhibitors available to people with diabetes sometime about a year ago.
The first in its class, canagliflozin, or Invokana, was approved by this committee last year. I’ve now
been using this in our patient population, for more than a year. As we all know, this drug works by
making the kidney excrete excessive glucose. Remember, in old days, having glycosuria was bad news.
This is exploiting the ability of the kidney to promote glycuresis. The nice thing about the mechanism is
no matter what other treatment you are on, whatever pills you are on, whatever insulin you are on.
When you are out of control, adding a drug that flushes away the glucose, it’s almost like using the
kidney to flush more. If you think glucose is a toxin, you’re detoxing now with the use of this class of
drugs. Invokana has caught on for almost a year and universally, the big advantage that we see is the
weight loss. Everyone agrees today that the treatment of type 2 diabetes is just not lowering the glucose,
in fact it’s lowering the body weight. In fact there is even a clever term for this disorder now. It’s no
longer diabetes. It is Diabesity, indicating that unless you lose weight, no matter what else you do,



that’s the core of the problem. And so far, from what I’ve seen, Invokana, as a SGLT2 inhibitor,
effectively does that and brings down the A1C on all other treatments you can layer it on. The side
effects are very few, but these are important to discuss, such as genital mycotic infection, volume
depletion, and so on. It’s a small price to pay for the big payload at the end of the road. | thank you for
having introduced and made it available. We just hope that it will continue to be made available to our
patients who are enormously benefiting by the largess of availability. Thank you much and if you have
any questions | would be happy to answer them.

Dr. Wynn: Doctor Carolyn Wynn — Medical Science Liaison with AstraZeneca — Farxiga. Newly
approved drug in the SGLT class for the treatment of diabetes. As he (the previous speaker) so
eloguently described it is a selective SGLT2 inhibitor. Farxiga works in the kidney to remove glucose
from the urine. It does this by blocking the SGLT2 transporter thus preventing the reabsorption of
glucose back into the bloodstream. It is indicated for use with patients for treatment of diabetes, for
those who are inadequately controlled through diet and exercise. It is not yet indicated for the treatment
of type 1 diabetes or diabetic ketoacidosis. There are two doses available. There’s a 5mg dose and a
10mg dose. The recommended starting dose of Farxiga is 5 mg once daily, taken in the morning, with
or without food. In patients tolerating Farxiga 5 mg once daily, who require additional glycemic
control, the dose can be increased to 10 mg once daily. This medicine is not recommended for patients
with moderate renal impairment, which is defined as GFRs of less than 16 mls per minute. For this
medication to be beneficial, your kidneys need to function properly. This is why there is a caveat
regarding moderate renal impairment. There have been about 24 clinical trials for Farxiga in the past 10
years. (Phase 2 and Phase 3 trails)

Over 11,000 patients worldwide were studied. Over 6,000 patients were actually treated with Farxiga.
These patients covered the range of Type 2 diabetes progression. This includes patients who were drug
naive, who failed oral agents, who are already on insulin, those who are elderly, history of
cardiovascular disease, and that’s just to name a few. We know that there are many therapeutics
available for the treatment of diabetes and we studied Farxiga in various capacities with these agents as
well. I’m not here to give you a data dump of all 24 clinical trials, but | do want to give you a brief
overview of what these entailed. We studied these in a placebo controlled setting in monotherapy, as an
add-on to Metformin, Sitagliptin, Pioglitazone, Sulfonylurea, as add-on to insulin. Those include dual
agents as well as triple agents. Also had active comparative trials, or “head-to-head” trials. That was in
comparison to Metformin XR as well as in comparison to Sulfonylurea which are standards of care.
Additional studies, of course, you have to consider special populations. I’ve already mentioned looking
at patients with mild to moderate renal impairment. We also had two dedicated hypertension studies for
patients who had a background of ACE and ARMS which, again, are standard of care for patients with
diabetes. Overall, these clinical studies proved that Farxiga is effective in reducing A1C, with
additional benefits of weight, as well as blood pressure reduction. And just to mention, we have been a
long time in the making with these clinical studies and they ranged from 12 weeks to 4 years. So we
have long term extension data as well that also shows that the A1C as well as the glycemic effects of
Farxiga are sustained. Equally as important, is for me to share the safety considerations. Some of them
have already been mentioned, of course symptomatic hypotension may occur, especially in patients
with potentially moderate renal impairment, elderly patients, those on loop diuretics, those are a little



more volatile. It’s important to assess and correct that volume status before initiating this type of
medication. In addition to that, we did note that there were an increased rate of genital mycotic
infections. The symptoms were mild to moderate in intensity and patients usually responded to standard
of care and rarely resulted in discontinuation. The last thing | wanted to point out is that we did see an
imbalance in bladder cancer within our trials. And we do, within our label, recommended not to use in
patients with active bladder cancer and caution the use for those with a history of bladder cancer
because at this point in time, there isn’t enough data. If you have any questions, I’d be happy to discuss
further. AstraZeneca would appreciate your consideration to add Farxiga as the second drug in the
SGLT2 class to the preferred drug list

Michael Hautekeet, RPh: In Invokana, if the GFR is less than 45 and for Farxiga it’s less than 60. So
that’s pretty much the only difference between the two.

Dr. Wynn: There are a few differences in the label. | will briefly speak on our moderate renal
impairment study which is in our label. In that study we did look at patients within that moderate renal
impairment group of 30 — 60. Within that study, looking at placebo vs. moderate renal impairment, we
saw in our patients with Farxiga, a decrease efficacy. We saw a -0.29% A1C decrease. Equally, we
actually saw patients in our renal impairment group who were on placebo have improvement as well.
Because of that, we saw a numerical difference but it wasn’t statistically different. | think what we see,
when we are looking at patients with moderate renal impairment, is that this drug works with the
kidney. You need good kidneys for it to work at its best efficacy.

Mary Kay Queener — Clinical Pharmacist — Healthy Outcomes Group — Johnson and Johnson —
Representing Invokana. Presented to board last year. Voice support for maintaining Invokana on the
preferred list. Offer answers to any questions the board may have.

Vince Bera — Personal anecdote — diabetes and aspartame

About a year ago, | was rushed to the hospital as a diabetic, and the doctors told me | was fortunate to
be alive. Why | wasn’t in a diabetic coma was perplexing to them. I was on insulin 3 times a day and in
the evening, | sure all of you professionals here from the pharmaceutical companies know what I’m
talking about, fortunately, I’m no longer on any medication whatsoever. What | hear going on here is
that you’re trying to fix the problem that was created by the food industry, or certain chemical
companies primarily aspartame. | see no one discussing aspartame and getting that out of our food
cycle, or food chain rather. Aspartame has changed its name. It is in just about every product that
requires some sort of sweetening and now we have all of these great pharmaceutical companies trying
to fix the problem that aspartame has contributed to. I am no longer a diabetic. | did lose about 40
pounds in the process. What | can attribute some of my success to is probably colloidal silver. Knowing
a little about that, | discovered that colloidal silver does destroy a lot of diseases that are oxygen
dependent. As a result it eliminates a lot of inflammation in many organs of the body. That’s my story. |
think you should address those issues that pollute our food chain rather than approve more drugs, not
that some of them are not successful. I’m sure that they are with all of the studies that they’ve done. I’'m
sure that they work on the problem, but you’ve got to fix the source of the problem first. Then maybe
you won’t need all of these great people working in their labs, creating something that may never be
needed.



Carl Jeffery: So we’ve got a new agent in this class, and this has been beat to death here about the
mechanism of action and how this stuff works. It’s been covered a few times. I’m not going to go over
it again. These agents are associated with weight loss and a lowering of blood pressure, so | think they
have some benefits as well. 1I’d like to point out the indication for both of these new agents are the same
in adjunctive with diet and exercise, so we’re not just treating with the medication alone. Farxiga, and
again, these studies along with some of the newer ones have been talked about before, so I’m not going
to beat this into the ground too much, but again: Large studies, these are some pooled data done alone
and in combination. We’ve seen some pretty good results in here. Anywhere between 0.6 and 1.5%
reduction to A1C, when it’s used alone, or up to a 2% when combined, and | think these studies were
done with Metformin. As the doctor said before, they studied with Glimepiride, Pioglitazone, so there’s
all sorts of studies that they did that show that adjunctive therapies are successful too. Showing one
study to be non-inferior to the Metformin at the 10mg dose, which I think is a pretty significant study
there too. As far as, and | know Mr. Hautekeet you referred to the differences there are. There are no
head-to-head studies with this with the new Farxiga. That would be wonderful to see that, but | don’t
see it happening in the foreseeable future. So at this time, we compare what we know about the Farxiga
and the Invokana separately and look at those numbers and they’re pretty similar. As you’ve seen
before, there’s really not that many differences. With that information Catamaran would like to
recommend that these be considered clinically and therapeutically equivalent.

Michael Hautekeet, RPh: Motions to consider clinically and therapeutically equivalent.
David Fluitt, RPh: Second.

Board votes unanimously: Aye.

Motion carried.

Carl Jeffery: Catamaran would like to recommend that Farxiga be non-preferred, because the Invokana
is already preferred. We broke these out into their own class, and so really, in order to add the step and
get Farxiga and they try and for some reason they can’t tolerate the Invokana, or if they have some
medical reason why they need the Farxiga, which, I’m not sure what it would be, but it would still be
available to those patients. Basically Invokana would be the first lane. Some of this has to do with the
anticipation of and the outlook as new products in the class come out.

Michael Hautekeet, RPh: Last year, when we talked about Invokana, | was just placed on Invokana,
maybe a few weeks before. So it has been now almost a year and | have seen the improvement of the
ALC. My feeling is that Invokana is a good drug. | hate to have just one available because, again, one
drug doesn’t fit everybody. Even so Invokana and Farxiga may be similar on paper, but there are still
chemical differences that could be beneficial to some patients where the Invokana doesn’t quite work
correctly. 1 would make the recommendation to have Farxiga in the preferred because two drugs are
better than none. I’ve seen how they work. Excreting sugar, everyone used to be scared of it. When |
was placed on that drug. Besides the diuresis effect, the drug has to be taken in the morning; don’t take
it at night. The sugar, it works good. | would make the motion to make both Invokana and Farxiga
preferred.



No Second.
Need another motion.

David Fluitt, RPh: Motion to keep Farxiga as the non-preferred drug and keep Invokana as the
preferred.

Mark Decerbo, Pharm.D.: Second.

Board votes: 5 Aye, 1 Nay.

Motion doesn’t carry, no sixth vote.
This will be discussed by the end of the year. Motion that this drug will stay non-preferred.

When new products are introduced they are automatically moved into the non-preferred class. This was
a proposal for a new class. Invokana wasn’t put into this other class, this miscellaneous class. Our
proposal was to make a new class with just these two agents. Now, since the motion didn’t pass, does
that mean this new class....?

Coleen Lawrence: It just means that it stays by itself. Farxiga will remain in the non-preferred status.
Invokana will stay in the preferred status.

Michael Hautekeet, RPh: Motion to create a SGLT2 inhibitor class by itself separate from the
miscellaneous.

David Fluitt, RPh: Seconded.

Board votes unanimously: Aye.

Motion carries.

Carl Jeffery: For the clarification of the board, this is what the new miscellaneous class is going to
look like. There is no action to be taken on this.

B. IMMUNOMODULATORS: Oral

Withdrawn from the agenda.

Public Comment:

Coleen Lawrence: We’ve had a lot of comments come in about the different formularies between
Medicaid paper service and the two managed care formularies come in. We’ve been reviewing them on
the user service side of the house. One of the things we’ve been looking at is more on the cosmetic side
of the formularies, on our side especially. As you all know | don’t have a lot of control of the coverage
is on the managed care side, but we do have control over what we do. One thing that we are going to do
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is revamp what our drug list looks like, so we can move our side of the house. That’s what we can do.
We’re going to go through a chain of what ours looks like. And what we’re trying to do is shift some of
our classes around, the titles, not the therapeutic alternatives that’s been voted by the board, but the
higher categories. And we’re going to try to move toward what HPN and Amerigroup has used as their
titles, so that way we can try to get a little more identical so that the look and feel will be the same.

VII. REPORT BY CATAMARAN ON NEW DRUGS TO MARKET, NEW GENERIC DRUGS TO MARKET, AND
NEW LINE EXTENSIONS

Carl Jeffery: The Entyvio is a new drug for the ulcerative colitis that is currently available. This will
be something brought up in one of our future classes. There’s a new intranasal testosterone that will be
of interest. That will be brought up at least by November. A lot of patent expiration dates that will
affect our drug list that we will be talking about in either the September meeting, or the November
meeting. Some of the big ones that 1’d like to highlight here are the Copaxone. This brings in the whole
bio-similar discussion of whether these are interchangeable with the brand, or how that’s going to work.
It will be interesting to see how this really plays out in the real world. Some of the big ones: Actinium
and Nexium are some high utilization drugs that are going generic and are going to have some impact.
Some big things coming down the pipeline that the FDA has given their initial nod to: Coming from
Gilead for the treatment of Hep-C. It’s a combination of Sovaldi and another protease inhibitor. This is
a once a day treatment, a fixed dose combination. We’ll see what the guidelines say with that one.
That’s another big one that is coming out. With that, Bristol Meyers Squibb is getting into the game as
well. They’ve got two new Hep-C treatment agents. Right now, initially with the information we have
is for the genotype 1s. As with the Sovaldi, we’ll see if they get the additional genotypes, but that’s how
it’s playing out right now. One more Hep-C agent here with AbbVie has another combination
medication for the treatment of genotype 1 Hep-C. A lot of new players coming out. I think we’ve
started to see just a little bit of warehousing again, so a little bit of a dip in the treatment of Hep-C with
these. These are supposed to be available. The one from Gilead was supposed to be available in October
2014. These other ones just have the fourth quarter of 2014 listed. By the end of the year, these will be
on the market, maybe not until the first of 2015. On the diabetes front, this is what | sort of alluded to
before. We’ve got another SGLT2 product coming out from Lilly, a DPP4. It will be interesting to see
how that one plays out on the market place. And then Purdue, the makers of Oxycontin, are working on
a once daily, extended release, hydrocodone product that will probably make Zohydro obsolete. It’s an
abuse deterrent.

VIIl.  REVIEW OF NEXT MEETING LOCATION, DATE, AND TIME

September 25, 2014 at 1PM at the JW Marriott Las Vegas Resort and Spa.
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IX. PUBLIC COMMENT

X. ADJOURNMENT

Meeting adjourned at 2:02 PM
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Therapeutic Class Overview
Attention Deficit/Hyperactivity Disorder (ADHD) Agents and Stimulants

Therapeutic Class

- Overview/Summary: Attention deficit/hyperactivity disorder (ADHD) is a common psychiatric
disorder that is often diagnosed during childhood; however, children with ADHD may continue to
manifest symptoms into adulthood." The core symptoms of ADHD utilized in the diagnosis of the
disorder include hyperactivity, impulsivity, and inattention. Untreated, or undertreated ADHD is
associated with adverse sequelae, including delinquent behavior, antisocial personality traits,
substance abuse and other comorbidities.” Several central nervous system agents are Food and
Drug Administration (FDA)-approved for the treatment of ADHD, including the cerebral stimulants
(amphetamines and methylphenidate derivatives), atomoxetine (Strattera”), clonidine extended-
release (Kapvay®) and guanfacine extended-release (Intuniv®).>* The cerebral stimulant agents are
classified as Schedule Il controlled substances due to their potential for abuse.*™23 Atomoxetine,
clonidine extended-release and guanfacine extended-release are not classified as controlled
substances.'***?? Clonidine and guanfacine, extended-release formulations, are approved as
adjunctive therapy with stimulant medications as well as monotherz;\py.lz'l?"24 Some cerebral stimulant
agents are indicated for the treatment of a variety of sleep disorders. Narcolepsy is a sleep disorder
characterized by excessive daytime sleepiness and intermittent manifestations of rapid eye
movement sleep during wakefulness. Obstructive sleep apnea (OSA) is a common chronic disorder
that often requires lifelong care. Cardinal features of OSA include obstructive apneas, hypopneas, or
respiratory effort related arousals; daytime symptoms attributable to disrupted sleep (e.g., sleepiness,
fatigue, poor concentration); and signs of disturbed sleep (e.g., snoring, restlessness, or resuscitative
snorts).”>?® Circadian rhythm sleep disorder consists of a persistent/recurrent pattern of sleep
interruption. The shift work type occurs in individuals who work non-standard hours (e.g., night work,
early morning work and rotating schedules) and is characterized by excessive sleepiness and/or
insomnia.>® Modafinil (Provigil®) and armodafinil (Nuvigil®) are both FDA-approved to improve
wakefulness in adult patients with excessive sleepiness associated with narcolepsy, OSA and shift
work sleep disorder. These agents are classified as Schedule IV controlled substances because they
have been shown to have been shown to produce psychoactive and euphoric effects similar to
stimulants.*”*® Sodium oxybate (Xyrem®) is y-hydroxybutyric acid, a known drug of abuse. It is
approved for the treatment of excessive daytime sleepiness and cataplexy in patients with
narcolepsy. It is classified as a Schedule Il controlled substance. However, non-medical uses of
sodium oxybate are classified under Schedule I.?® Several generic ADHD agents and stimulants are
currently available. Specifically, at least one short-, intermediate-, and long-acting agent is available
generically.”

Table 1. Current Medications Available in the Therapeutic Class®?***?®

Generic .F.OOd gnd Dl Generic
Administration- Approved Dosage Form/Strength S
(Trade Name) . Availability
Indications
Anorexigenic Agents and Respiratory and Cerebral Stimulants-Amphetamines
Amphetamine/ Treatment of ADHD Capsule (Adderall XR®):
dextroamphetamine 5mg
salts (Adderall®*, 10 mg
Adderall XR®*) 15 mg
20 mg
25 mg a
30 mg
Tablet (Adderall®):
5 mg
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Therapeutic Class Review: attention deficit/hyperactivity disorder (ADHD) agents and stimulants

Generic
(Trade Name)

Food and Drug
Administration- Approved
Indications

Dosage Form/Strength

Generic
Availability

7.5 mg
10 mg
12.5 mg
15 mg
20 mg
30 mg

Dextroamphetamine
(ProCentra®,
Dexedrine
Spansule®,
Zenzedi®)

Treatment of ADHD,
narcolepsy

Solution (ProCentra®):
5 mg/5 mL

Sustained-release cagsule
(Dexedrine Spansule™):
5mg

10 mg

15 mg

Tablet:
2.5mg
5mg

7.5 mg
10 mg

Lisdexamfetamine
(Vyvanse®)

Treatment of ADHD

Capsule:
20 mg
30 mg
40 mg
50 mg
60 mg
70 mg

Methamphetamine
(Desoxyn®*)

Exogenous obesity, treatment
of ADHD

Tablet:
5 mg

Anorexigenic Agents

and Respiratory and Cerebral Stimulants-Miscellaneous

Armodafinil (Nuvigil®)

Improve wakefulness in
patients with excessive
sleepiness associated with
OSA and narcolepsy, improve
wakefulness in patients with
excessive sleepiness
associated with shift work
disorder

Tablet:
50 mg

150 mg
250 mg

Dexmethylphenidate
(Focalin®, Focalin
XR®)

Treatment of ADHD

Extended-release capsule:
5mg

10 mg

15 mg

20 mg

25 mg

30 mg

35 mg

40 mg

Tablet:
2.5mg
5mg
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Therapeutic Class Review: attention deficit/hyperactivity disorder (ADHD) agents and stimulants

Food and Drug
Administration- Approved Dosage Form/Strength
Indications

Generic
Availability

Generic
(Trade Name)

10 mg

Methylphenidate Treatment of ADHD, Chewable tablet (Methylin®):
(Concerta®™, narcolepsy 2.5mg

Daytrana®, Metadate 5mg

CD"*, Metadate 10 mg

ER®*, Methylin®,
Quillivant XR®, Extended-release capsule
Ritalin®, Ritalin LA®*, (Metadate CD®):

Ritalin SR®) 10 mg

20 mg

30 mg

40 mg

50 mg

60 mg

Extended-release capsule
(Ritalin LA®):

10 mg

20 mg

30 mg

40 mg

Extended-release suspension
(Quillivant XR®):
25 mg/ 5 mL

Extended-release tablet
(Concerta®):

18 mg

27 mg

36 mg

54 mg

Extended-release tablet
(Metadate ER®):
20 mg

Solution (Methylin®):
5 mg/5 mL
10 mg/5 mL

Sustained-release tablet
(Ritalin-SR®):
20 mg

Tablet (Ritalin®):
5mg

10 mg

20 mg

Transdermal patch
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Therapeutic Class Review: attention deficit/hyperactivity disorder (ADHD) agents and stimulants

Food and Drug

medications

Generic _ . Generic
(Trade Name) Admmls"grdaiggzo,:spproved Dosage Form/Strength Availability
(Daytrana®):
10 mg/9 hours (1.1 mg/hour)
15 mg/9 hours (1.6 mg/hour)
20 mg/9 hours (2.2 mg/hour)
30 mg/9 hours (3.3 mg/hour)
Modafinil (Provigil®*) Improve wakefulness in Tablet:
patients with excessive 100 mg
sleepiness associated with 200 mg
OSA and narcolepsy, improve
wakefulness in patients with a
excessive sleepiness
associated with shift work
disorder
Central a-Agonists
Clonidine extended- Treatment of ADHD as Extended-release tablet:
release (Kapvay®) monotherapy and as 0.1 mg
adjunctive therapy to stimulant | 0.2 mg a

(Xyrem®)

daytime sleepiness and
cataplexy in patients with
narcolepsy

500 mg/mL (180 mL)

Guanfacine Treatment of ADHD as Extended-release tablet:
extended-release monotherapy and as 1mg
(Intuniv®) adjunctive therapy to stimulant | 2 mg -
medications 3 mg
4 mg
Central Nervous System Agents-Miscellaneous
Atomoxetine Treatment of ADHD Capsule:
(Strattera®™) 10 mg
18 mg
25 mg
40 mg i
60 mg
80 mg
100 mg
Sodium oxybate Treatment of excessive Solution:

ADHD=attention deficit/hyperactivity disorder, OSA=obstructive sleep apnea
* Generic available in at least one dosage form or strength.

Evidence-based Medicine
Data from several clinical trials demonstrate that the attention deficit/hyperactivity disorder (ADHD)
agents and stimulants are effective in the treatment of ADHD, as measured by significant decreases
in ADHD rating scale scores compared to placebo. Although comparative trials have been conducted,
it is difficult to interpret the results of these trials due to design flaws (e.g., small population, short
treatment duration, variable outcomes). Overall, there is insufficient evidence to suggest that one
ADHD agent and stimulant is more efficacious than another for the treatment of ADHD. **%°
The majority of efficacy data supporting the use of the ADHD agents and stimulants is derived from
placebo-controlled trials. In addition, the majority of trials were conducted in the pediatric population.
Limited data exists to demonstrate the efficacy of a variety of cerebral stimulants (amphetamine/
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dextroamphetamme dexmethylphenldate and lisdexamfetamine) and atomoxetine in the adult
population. 43,51,68,93,94,109

Clonidine extended-release and guanfacine extended-release have been shown to improve ADHD
symptoms scores both as monotherapy and as adjunctive therapy to psychostimulants. These agents
are Food and Drug Administration (FDA)-approved for use in ADHD as monotherapy and as
adjunctive treatment to stimulants. 64.65,74-82

Armodafinil, modafinil and sodium oxybate have all been shown to be more effective compared to
placebo in patients with narcolepsy, obstructive sleep apnea (OSA) and shift work disorder, as
measured by significant improvements in sleepiness scale scores. In addition, sodium oxybate has
been shown to significantly reduce the rate of inadvertent naps and cataplexy attacks compared to
placebo. Similar to ADHD, there is insufficient evidence to suggest that one ADHD agent and
stimulant is more efficacious than another for the treatment of sleep disorders."?***°

Key Points within the Medication Class

According to Current Clinical Guidelines:

0 Guidelines recommend the use of Food and Drug Administration (FDA)-approved agents for
initial pharmacologic treatment of attention deficit/hyperactivity disorder (ADHD), and
preference of one agent over another is not stated.

o0 Stimulant medications remain the most effective treatment option for most children with
ADHD, and response to one stimulant dose not predict response to another. Other factors
associated with treatment decisions include presence of comorbid conditions, patient/family
preference, storage/administration issues at school, history and/or presence of substance
abuse, pharmacokinetics, and anticipated adverse events.****33

0 With regard to the use of non stimulant medications in the treatment of ADHD, atomoxetine is
recognized as a good option for patients with comorbid anxiety, sleep initiation disorder,
substance abuse, or tics, or if initially preferred by parents and/or the physician.

o Overall, atomoxetine, clonidine extended-release and guanfacine extended-release are
effective in reducing ADHD core symptoms; however, these agents have a smaller evidence
base compared to the cerebral stimulants.**

0 Methylphenidate is recommended as first-line treatment of ADHD in adults, with atomoxetine
and dexamphetamine recommended second line.®

o For the treatment of narcolepsy, obstructive sleep apnea (OSA), and shift work disorder,
guidelines recommend the use of FDA-approved agents for the treatment of such slee
disorders, with modafinil recommended first-line for the treatment of narcolepsy. 25139-141

o Even though guidelines were published prior to FDA-approval of sodium oxybate, the agent is
the only one to be recognized as being an effective option for the treatment of cataplexy due
to narcolepsy. Armodafinil, was FDA-approved in 2007; however, its role is not defined within
current clinical guidelines.”*3°

Other Key Facts:

o Armodafinil (NUVIgI| ) is the longer half-life enantiomer of modafinil (PrOV|g|I ).

0 At least one short-, intermediate-, and long-acting stimulant is avallable generically.

o0 Due to safety concerns and abuse potential, sodium oxybate (Xyrem ) is available only
through restricted distribution, the Xyrem Success Program.

30
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APPENDIX A — Coverage and Limitations

DIVISION OF HEALTH CARE FINANCING AND POLICY

MEDICAID SERVICES MANUAL

C. Agents used for the treatment of Attention Deficit Disorder (ADD)/Attention Deficit
Hyperactivity Disorder (ADHD)

Therapeutic Class: ADHD/ADD Agents
Last Reviewed by the DUR Board: January 24, 2008

Agents, both stimulants and non-stimulants used for the treatment of ADD/ADHD are subject to
prior authorization for pediatric, adolescent, and adult clients that meet the criteria for coverage.

1. Coverage and Limitations

Approval for medications will be given at the therapeutics class level if the following
criteria is met and documented:

a. General Criteria (Children and Adults)

1. Only one long-acting agent at a time may be used for the treatment of
ADD/ADHD (applies to the entire ADD/ADHD/Stimulant Class); a 30-
day transitional overlap in therapy will be allowed.

2. The following two criteria’s must be met and documented in the
recipient’s medical record for adult and pediatric recipients.

a. The decision to medicate for ADD or ADHD must be based on
problems that are persistent and sufficiently severe to cause
functional impairment in one or more of the following social
environments: school, home, work or with peers; and

b. Before treatment with pharmacological methods is instituted, other
treatable causes have been ruled out.

b. Children (up to age 18 years)

In addition to the general criteria above, the following conditions apply and must
be documented in the recipient’s medical record.

1. Prescriptions for ADD/ADHD medications do not require prior
authorizations for children five years of age, up to eighteen years of age, if
the following conditions apply:

a. The medication is prescribed by a psychiatrist; and

b. One of the following ICD-9 codes is documented on the
prescription: 314.0-314.9.
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DIVISION OF HEALTH CARE FINANCING AND POLICY

MEDICAID SERVICES MANUAL

2. In all other cases, prior authorization is required. The following is required
for prior authorization.

a. An initial evaluation or examination has been done within the past
12 months by the treating physician, pediatrician, psychiatrist or
neurologist documenting the developmental history, physical
evaluation, medical history or a primary neurological diagnosis
and all of the following:

1. School information, Standardized Teachers Rating Scales
testing reports such as Test of Variables of Attention
(TOVA), achievement test, neuropsychological testing if
indicated, Conner’s scale, speech and language evaluation;

2. Diagnosis and symptoms of ADD or ADHD, presence or
absence-child behavior checklist, development and context
of symptoms and resulting impairment, including school,
family and peers, diagnostic symptoms of possible alternate
or comorbid psychiatric diagnosis, history of psychiatric,
psychological pediatric or neurological treatment for ADD
or ADHD; and

3. Family history including diagnosis of ADD and ADHD, tic
disorder, substance abuse disorder, conduct disorder,
personality disorder and other anxiety disorders, past or
present family stressors, crises, any abuse or neglect,
interview with parent(s) or guardian(s).

c. Adults (18 years and above) In addition to the general criteria above, the
following must be present and documented in the recipient’s medical record:

1. An initial evaluation-complete psychiatric assessment, present and past,
diagnostic symptoms of ADD or ADHD, history of development and
context of symptoms and resulting past and present impairment, including
academic achievement, learning disorder evaluation, and

2. One of the following:
a. Medical history, medical or primary neurological diagnosis,
identify medication(s) that could be causing symptoms (e.g.
Phenobarbital, steroids), or;

b. History of other psychiatric disorder(s) and treatment, or;

C. Diagnostic symptoms of ADD and ADHD presence or absence,
possible alternate comorbid psychiatric diagnosis (especially:
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DIVISION OF HEALTH CARE FINANCING AND POLICY

MEDICAID SERVICES MANUAL

personality disorder, mood disorder, depression or mania, anxiety
disorder, dissociative disorder, tic disorder including Tourette’s
disorder and substance abuse disorder); or

Family history including diagnosis of ADD or ADHD, tic disorder,
substance abuse disorder, conduct disorder, personality disorder,
mood disorder and anxiety disorder, possible family stressors, any
history of abuse or neglect.

Prior Authorization forms are available at:
http://www.medicaid.nv.gov/providers/rx/rxforms.aspx

Prior Authorization will be given for a one year time period.
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Therapeutic Class

Therapeutic Class Overview

Third Generation Cephalosporins

Overview/Summary: This review will focus on the oral third generation cephalosporins.l'7 The
cephalosporin family of antibiotics is part of a larger group known as -lactam antibiotics. Agents
within this group share the structural feature of a B-lactam ring. The 3-lactam antibiotics are generallg/
considered bactericidal and work by inactivating enzymes involved with bacterial cell wall synthesis.
Cephalosporins cover a wide range of organisms and are frequently used antibacterial agents due to
their spectrum of activity and ease of administration.’ Cephalosporins are grouped into generations,
based on their spectrum of activity. The first generation cephalosporins are active against gram-
positive aerobes but are inactive against penicillin-resistant pneumococci. They typically have poor
activity against gram-negative organisms, though some strains of Escherichia coli, Klebsiella
pneumoniae, Proteus mirabilis and Shigella may be susceptible. Second generation cephalosporins
have greater activity against Haemophilus influenza compared to the first generation cephalosporins
and have enhanced activity against gram-negative bacteria in vitro. Third generation cephalosporins
are active against streptococci, Haemophilus influenza and Moraxella catarrhalis and are more active
against gram-negative bacilli compared to first or second generation cephalosporins; however, they
are not as active against susceptible strains of staphylococci compared to first generation
cephalosporins. Among the orally available third generation cephalosporins, cefpodoxime proxetil and
cefdinir have more activity against staphylococci compared to cefixime and ceftibuten, while
ceftibuten is weakly active against pneumaococci. Its spectrum of activity is similar to cefdinir and
cefpodoxime.®® Fourth generation cephalosporins have enhanced activity against gram-negative
bacteria compared to the first and second generation cephalosporins and have activity in vitro against
gram-negative bacteria that are typically resistant to the third generation cephalosporins, including
Pseudomonas aeruginosa and Enterobacteriaceae. In addition, they may be more active against
gram-positive bacteria compared to some third generation cephalosporins. The only fourth generation
cephalosporin is cefepime, which is only available parenterally. As a family, cephalosporins have poor
activity against enterococci, Listeria and oxacillin-resistant staphylococci.g'lo The cephalosporins
reach therapeutic levels in urine and in pleural, pericardial, peritoneal and synovial fluid. With the
exception of cefuroxime, the first and second generation cephalosporins are not able to effectively
penetrate the cerebrospinal fluid and therefore should not be used to treat central nervous system
infections. Conversely, the third generation cephalosporins do effectively penetrate the cerebrospinal
fluid.® Clinical guidelines list third generation cephalosporins in different lines of therapy depending on
type of infection, causative organicisms and other patient specific factors.***

Table 1. Current Medications Available in the Class®”

Generic Food and Drug Administration Approved Dosage Generic
(Trade Name) Indications Form/Strength | Availability
Cefdinir* Acute exacerbations of chronic bronchitis Capsule:
(bacterial), acute maxillary sinusitis, community- 300 mg
acquired pneumonia, otitis media, pharyngitis
and/or tonsillitis, uncomplicated skin and skin Powder for oral a
structure infections suspension:
125 mg/5 mL
250 mg/5 mL
Cefditoren Acute exacerbations of chronic bronchitis Tablet:
(Spectracef®) (bacterial), community-acquired pneumonia, 200 mg
pharyngitis and/or tonsillitis, uncomplicated skin 400 mg a
and skin structure infections
Cefixime Acute exacerbations of chronic bronchitis Powder for oral
(Suprax®) (bacterial), otitis media, pharyngitis and/or suspension: i
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Therapeutic Class Overview: third generation cephalosporins

tonsillitis, uncomplicated gonorrhea 100 mg/5 mL
(cerfvical/urethral), uncomplicated urinary tract 200 mg/5 mL
infections
Tablet:
400 mg
Cefpodoxime* Acute ano-rectal infections in women, acute Powder for oral
exacerbations of chronic bronchitis (bacterial), suspension:
acute maxillary sinusitis, community-acquired 50 mg/5 mL
pneumonia, otitis media, pharyngitis and/or 100 mg/5 mL
tonsillitis, uncomplicated skin and skin structure a
infections, uncomplicated gonorrhea Tablet:
(cervical/urethral), uncomplicated urinary tract 100 mg
infections 200 mg
Ceftibuten Acute ano-rectal infections in women, otitis media, | Capsule:
(Cedax®™) pharyngitis and/or tonsillitis 400 mg
Powder for oral a
suspension:
90 mg/5 mL
180 mg/5 mL

*Generic available in at least one dosage form or strength.

Evidence-based Medicine
Studies evaluating the third generation cephalosporins for the treatment of acute exacerbations of
chronic bronchitis have not consistently demonstrate S|gn|f|cant dlfferences in clinical response or
eradication rate when compared to other cephalosporin agents
Verghese and colleagues compared cefixime and cephalexin in the treatment of hospitalized patients
with exacerbations of chronic bronchitis and demonstrated significantly better clinical cure rates in
patients treated with cefixime compared to cephalexin (70.8 vs 50.0%; P<0.05). The incidence of
diarrhea was higher in the cefixime group.*
In the treatment of gonorrhea, cefixime and cefpodoxime have generally demonstrated comparable
efficacy in the rate of bacteriologic cure (>90%) in open-label and dose-response studles while

cefixime has been shown to have comparable efficacy when compared to ceftriaxone.®

Asmar et al compared cefixime and cefpodoxime in the treatment of acute otitis media. By day 15, the
a bacteriologic cure was reported in 83 and 81% of patients treated with cefpodoxime and cefixime,
respectively (P=0. 541)
Casey et al conducted a study of high dose amoxicillin/clavulanic acid (10 day regimen) compared
with a standard cefdinir regimen (5 days) and found that the clinical cure rate was statistically greater
in the amoxicillin/clavulanic acid group (P=0. 001)
Other head-to-head studies of the third generation cephalosporins in the treatment of acute otitis
media demonstrated no statistically significant differences in efficacy between the agents.*

Third generation cephalosporins have demonstrated their efficacy i |n the treatment of bacterial

infections of acute bronchitis, chancroid and genital tract infections. °

Studies evaluating the use of the third generation cephalosporins for the treatment of pharyngitis
and/or tonsillitis have failed to consistently demonstrate ‘superiority” of any third generation
cephalosporins over penicillin or amoxicillin.®
In the treatment of lower respiratory tract infections including community-acquired pneumonia, no
cephalosporin consistently demonstrated significant differences when the third generation
cephalosporins were compared with each other or with cephalosporins in other generations.*”*
Studies evaluating the treatment of skin and soft tissue infections, sinusitis and urinary tract infections
did not consistently demonstrate the “superiority” of any third generation cephalosporms when
compared with in-class or with other cephalosporins in other generatlons
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Key Points within the Medication Class

According to Current Clinical Guidelines:

o Treatment guidelines identify third generation cephalosporins as alternative empiric agents
for the treatment of communit%/-acquired pneumonia, and as treatment options for infections
due to Enterobacteriaceae.™™*

0 Third generation cephalosporins are considered alternative agents for the treatment of otitis
media in patients with non-type 1 penicillin allergies and second-line agents for the treatment
of sinusitis and pharyngitis due to penicillin and sulfamethoxazole/trimethoprim resistant
bacteria or in patients with non-type 1 penicillin allergies.”**’

o Cefixime is considered a second-line agent for the treatment of gonorrhea after ceftriaxone.”®

0 The Global Initiative for Chronic Obstructive Lung Disease recommends the use a second or
third generation cephalosporin as an alternative to penicillin, ampicillin, amoxicillin,
tetracycline or sulfamethoxazole/trimethoprim in patients with chronic obstructive pulmonary
disease and mild exacerbations with no risk of a poor outcome.*

o For specific recommendations from current consensus guidelines, please refer to the full
therapeutic class review.

Other Key Facts:

o Currently only cefixime (Suprax®) is only available as a branded agent. All other third
generation cephalosporins are available generically in at least one dosage form or strength.

o Only third generation cephalosporins that are available in an oral formulation are included
within this review.
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Injectable Anticoagulants

Therapeutic Class

- Overview/Summary: The |nJectabIe annooagulants include low molecular weight heparin (LMWH)
agents (daltepann [Fragmln ], enoxaparin [Lovenox 1) and factor Xa inhibitors (fondaparinux
[Anxtra 1). In general, the injectable anticoagulants are Food and Drug Administration (FDA)-
approved for prophylaxis and/or treatment of venous thromboembolism. Certain agents within the
class are also approved for the treatment of acute ST-segment elevation myocardial infarction or for
prophylaxis of ischemic complications in unstable angina and non-Q-wave myocardial infarction. The

specific FDA-approved indications of the injectable anticoagulants are outlined in Table 1.*°

The

LMWH agents exert their effect by binding to antithrombin, an endogenous inhibitor of various
activated clotting factors, including factor Xa and thrombin. LMWH is a smaller fragment of
unfractionated heparin (UFH) formed by enzymatic or chemical depolymerization processes. The
difference in the average size of LMWH (5,000 daltons) compared to UFH (3,000 to 30,000 daltons)
contributes to the chief difference between the agents. LMWH primarily inhibits factor Xa and has
much less effect on thrombin compared to UFH. The inhibition of thrombin requires a heparin
molecule to bind simultaneously to antithrombin and thrombin to form a ternary complex. The UFH
molecules are large enough for this to occur while the LMWH molecules typically are not.*
Fondaparinux is a synthetic factor Xa inhibitor that was developed to have an increased affinity to
antithrombin. Its specific anti-factor Xa activity is higher than that of the LMWH agents. Because the
LMWH agents are prepared using different methods of depolymerization, they differ somewhat in
their pharmacokinetic properties and anticoagulant profiles. Therefore, these agents are not clinically

interchangeable.” Currently, enoxaparin and fondaparinux are available generically.®’

Table 1. Current Medications Available in the Therapeutic Class™®

Generic

Name Food and Drug Ad_minjstration Approved Dosage nger_ic_:
(Trade Name) Indications Form/Strength Availability
Dalteparm Extended treatment of symptomatic venous Injection:

(Fragmln ) thromboembolism (proximal deep vein 2,500 1U/0.2 mL*
thrombosis and/or pulmonary embolism) in 5,000 1U/0.2 mL*
patients with cancer*, prophylaxis of ischemic 7,500 1U/0.3 mL*
complications in unstable anglna and non-Q- 10,000 1U/0.4 mL*
wave myocardial infarction’, prophylaxis of deep | 10,000 IU/1 mL§
vein thrombosis which may Iead to pulmonary 12,500 1U/0.5 mL* -
embolism in medical patients who are at risk for | 15,000 1U/0.6 mL¥
thromboembolic complications due to severely 18,000 1U/0.72 mL*
restricted mobility during acute illness, in 95,000 1U/3.8 mL!
patients undergoing abdominal surgery who are | 95,000 IU/9.5 mL!
at risk for thromboembolic complications and in
patients undergoing hip fracture surgery

Enoxaparln Prophylaxis of ischemic complications in Injection (100

(Lovenox ) unstable anglna and non-Q-wave myocardial mg/mL):
infarction', prophylaxis of deep vein thrombosis | 30 mg/0.3 mL
which may lead to pulmonary embolism in 40 mg/0.4 mL
medical patients who are at risk for 60 mg/0.6 mL
thromboembolic complications due to severely 80 mg/0.8 mL
restricted mobility during acute illness, in 100 mg/1 mL® a
patients undergoing abdominal surgery who are | 300 mg/3 mL #
at risk for thromboembolic complications, in
patients undergoing hip replacement surgery”, Injection (150
in patients undergoing knee replacement mg/mL):
surgery, treatment of acute deep vein 120 mg/0.8 mL®
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Gﬁgriréc Food and Drug Administration Approved Dosage Generic
(Trade Name) Indications Form/Strength Availability
thrombosis**, treatment of acute ST-segment 150 mg/1 mL®

elevation myocardial infarction'"

Fondaparinux | Prophylaxis of deep vein thrombosis which may | Injection:

(Arixtra®'”) lead to pulmonary embolism in patients 2.5 mg/0.5 mL*
undergoing abdominal surgery who are at risk 5 mg/0.4 mL*
for thromboembolic complications, in patients 7.5 mg/0.6 mL*
undergoing hip fracture surgery§§, in patients 10 mg/0.8 mL* a

undergoing hip replacement surgery, in patients
undergoing knee replacement surgery,
treatment of acute deep vein thrombosis ! ",
treatment of acute pulmonary embolism'"

IU=international units

*In these patients therapy begins with the initial venous thromboembolism treatment and continues for six months.

TWhen concurrently administered with aspirin therapy.

FAvailable as a single-dose prefilled syringe.

8Available as a single-dose graduated prefilled syringe.

|| Available as a multiple-dose vial. After first penetration of the rubber stopper, store the multiple-dose vials at room temperature for
up to two weeks.

fiGeneric available in at least one dosage form and/or strength.

#During and following hospitalization.

**|ndicated for inpatient treatment of acute deep vein thrombosis with or without pulmonary embolism, when administered in
conjunction with warfarin, and for outpatient treatment of acute deep vein thrombosis without pulmonary embolism when
administered in conjunction with warfarin.

TTWhen administered concurrently with aspirin, enoxaparin has been shown to reduce the rate of the combined endpoint of
recurrent myocardial infarction or death in patients with acute ST-segment elevation myocardial infarction receiving thrombolysis
and being managed medically or with percutaneous coronary intervention.

FtAvailable as a multi-dose vial.

88Including extended prophylaxis.

| | when administered in conjunction with warfarin.

9When administered in conjunction with warfarin when initial therapy is administered in the hospital.

**\\ith or without pulmonary embolism when administered in conjunction with warfarin.

Evidence-based Medicine
A Cochrane Review (16 randomized controlled trials) of cancer patients receiving initial treatment for
venous thromboembolism (VTE), revealed that low molecular weight heparin (LMWH) agents may be
“superior” to unfractionated heparin (UFH) due to an observed nonsignificant advantage of these
agents for reducing the incidence of recurrent VTE. No difference between LMWH agents and
fondaparinux was observed for this outcome, or for the incidence of major and minor bleeding events.
No significant differences were observed between dalteparin and tinzaparin for the incidence of VTE
or major bleeding. With regards to mortality, a significant difference between LMWH agents and UFH
was observed, which favored LMWH agents.®
Several placebo-controlled trials, meta-analyses, and systematic reviews evaluating the injectable
anticoagulants in medical patients, immobilized patients, and in those undergoing an orthopedic
surgery have been conducted and consistently demonstrate their safety and efficacy for VTE
treatment and/or thromboprophylaxis.®
When the injectable anticoagulants are compared to other methods of thromboprophylaxis (e.g.,
heparin, UFH, warfarin), “superiority”, in terms of recurrent VTE and safety, is not always
consistent.”***
Although data comparing the safety and efficacy of the LMWH agents to fondaparinux have not
consistently demonstrated significant “superiority” of one therapy in all comparisons, treatment with
fondaparinux appears to be associated with a lower incidence of VTE and a comparable incidence of
major bleeding compared to enoxaparin.***> However, in a meta-analysis, the incidence of VTE was
significantly less and the incidence of major bleeding was significantly greater with fondaparinux
compared to LMWH therapy (enoxaparin).*® Another trial demonstrated no difference between
fondaparinux and dalteparin for the incidence of VTE and bleeding.*’
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Key Points within the Medication Class

According to Current Clinical Guidelines:

o For total hip or knee arthroplasty, irrespective of the concomitant use of an intermittent
pneumatic compression device or length of treatment, a low molecular weight heparin
(LMWH) is suggested in preference to other agents recommended as alternatives
(fondaparinux, apixaban, dabigatran, rivaroxaban, low dose unfractionated heparin (UFH),
vitamin K antagonist (VKA), or aspiring. Extended prophylaxis (up to 35 days) may be
required in certain clinical situations.”

o0 For the prevention of venous thromboembolism (VTE) in acutely ill medical patients, LMWH
agents, UFH, and fondaparinux are recommended, while LMWH agents and VKAs are
recommended in patients with cancer.”®

o0 For the treatment of an acute deep vein thrombosis (DVT) or pulmonary embolism (PE),
initial anticoagulation with a LMWH agent or fondaparinux is recommended over UFH for at
least five days (until the International Normalized Ratio is at least 2.0 or greater for 24 hours).
A VKA should also be initiated on the first day of treatment and continued for a period of
three months. Extended prophylaxis with a VKA may be required in certain clinical
conditions.*®

§ Because patients with cancer are at high risk, it is recommended that initial treatment
of an acute DVT or PE with a LMWH agent continue for the first three to six months,
followed by indefinite therapy with either a VKA or LMWH agent.

0 Injectable anticoagulants are recommended in the management of non-ST-elevation acute
coronary syndromes and ST-elevation myocardial infarctions. Use of a specific agent over
another is based on individual patient risk factors, as well as the timing and intensity of other
planned management strategies.“g'52

Other Key Facts:
o0 Enoxaparin and fondaparinux are available generically.
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Therapeutic Class Overview
5-HT1 Receptor Agonists

Therapeutic Class

- Overview/Summary: Migraine is a common disabling primary headache disorder that can present
with or without aura. The International Headache Society describes migraine without aura as a clinical
syndrome characterized by headache with specific features and associated symptoms. Migraine with
aura is primarily charactenzed by the focal neurological symptoms that usually precede or
accompany the headache.! Migraine without aura is further described as a recurrent headache
disorder manifesting in attacks that can last four to 72 hours. Typical characteristics of these
headaches are unilateral location, pulsating quality, moderate or severe intensity, aggravation by
routine physical activity and association with nausea and/or photophobia and phonophobia. Migraine
with aura is also a recurrent headache disorder; however, it manifests in attacks of reversible focal
neurolog|cal symptoms that usually develop gradually over five to 20 minutes and last for less than 60
minutes.” The serotonin (5-HT) 1 receptor agonists, commonly referred to as triptans, work in the
management of migraine via the release of vasoactlve peptides, promotion of vasoconstriction and
blockade of pain pathways in the brainstem.” Triptans are Food and Drug Administration (FDA)-
approved for the acute treatment of migraine with or without aura. %13 There is a lack of consistent
head-to-head data demonstratlng ‘superiority” of any triptan, making it difficult to recommend the use
of one over another.” Currently there are seven smgle entity triptans ava|lable (Axert [almotnptan]
Relpax® [eletrlptan] Frova® [frovatriptan], Amerge [naratrlptan] Maxalt® and Maxalt-MLT®
[rizatriptan], Imitrex® [sumatriptan] and Zomig® and Zomig ZMT® [zolmitriptan]) and one combination
product (Treximet® [sumatriptan/naproxen]). Sumatriptan/naproxen is a fixed-dose combination
product containing a triptan and a nonsteroidal anti-inflammatory drug. The combination targets the
multiple mechanisms of migraine pathology. Almotriptan is approved for use in children 12 years of
age and older while rizatriptan is approved for use in children as young as six years of age.>’ The
triptans are available in several different dosage formulations, including orally disintegrating tablets,
nasal sprays, subcutaneous injections and tablets. All triptans are currently available as an oral tablet
Naratriptan, rizatriptan and sumatriptan are currently available generically in various formulations.™

Table 1. Current Medications Available in the Class®*?

Generic Food and Drug Administration- Dosage Generic
(Trade Name) Approved Indications Form/Strength | Availability
Single-Entity Agents
Almotriptan (Axert®) Acute treatment of migraine attacks | Tablet:
in adults with a history of migraine 6.25 mg
with or without aura and acute 12.5 mg

treatment of migraine headache pain
in children 12 to 17 years of age with -
a history of migraine attacks with or
without aura, and who have migraine
attacks usually lasting four hours or

more
Eletriptan (Relpax®) Acute treatment of migraine attacks | Tablet:
with or without aura in adults 20 mg -
40 mg
Frovatriptan (Frova®) Acute treatment of migraine attacks | Tablet:
with or without aura in adults 2.5mg j
Naratriptan (Amerge®*) Acute treatment of migraine attacks | Tablet:
with or without aura in adults 1mg a
2.5 mg
Rizatriptan (Maxalt®*, Maxalt- | Acute treatment of migraine with or Orally
MLT®*) without aura in adults and in disintegrating a
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Generic
(Trade Name)

Food and Drug Administration-
Approved Indications

Dosage
Form/Strength

Generic
Availability

pediatric patients six to 17 years of
age

tablet:
5mg
10 mg

Tablet:
5mg
10 mg

Sumatriptan (Alsuma®,
Imitrex®*, Sumavel DosePro®)

Acute treatment of cluster headache
episodes*, acute treatment of
migraine attacks with or without aura
in adults

Nasal spray:
5mg
20 mg

Subcutaneous
injection:

4 mg/0.5 mL
6 mg/0.5 mL

Tablet:
25 mg
50 mg
100 mg

Zolmitriptan (Zomig®, Zomig-
ZMT®)

Acute treatment of migraine attacks
with or without aura in adults

Nasal spray:
2.5mg
5mg

Orally
disintegrating
tablet:

2.5mg

5mg

Tablet:
2.5mg
5 mg

Combination Products

Sumatriptan/naproxen
(Treximet®)

Acute treatment of migraine attacks
with or without aura in adults

Tablet:
85/500 mg

*Generic available in at least one dosage form or strength.

T Subcutaneous injection only.

Evidence-based Medicine

In general, clinical trial data consistently demonstrates the “superiority” of the triptans over placebo in
achieving headache pain relief, freedom from pain at two hours, sustained pain-free response,
reducing rescue medication use and improving migraine-associated symptoms such as nausea,
photophobia and phonophobia.*> >
Clinical trial data also suggest the available triptans, when administered orally, range in comparative
efficacy. Specifically, in a large meta-analysis, consisting of 53 controlled trials and over 24,000
patients, results demonstrated that while all triptans were effective and well tolerated, eletriptan (80
mg) and rizatriptan (10 mg) were “superior” to sumatriptan (100 mg) in terms of achievement of
headache response at two hours, pain-free response at two hours and sustained pain-free response.
Almotriptan (12.5 mg) demonstrated “superiority” over sumatriptan for pain-free response at two
hours and sustained pain-free response. Of note, lower doses of eletriptan and rizatriptan in this
analysis did not achieve the same results.’®
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Therapeutic Class Overview: 5-HT1 receptor agonists

While there appears to be differences in the relative efficacies among the triptans, direct head-to-
head trials do not consistently support the use of one over another, suggesting that individual
variations in the response to different triptans exist.>°

Trials comparing different formulations of triptans measured patient preference as the primary
endpoint.6 067

Key Points within the Medication Class

According to Current Clinical Guidelines:
0 The triptans are recommended for initial treatment of an acute migraine attack of moderate to
severe severity, especially when “nonspecific” therapies have failed.*® "
0 “Nonspecific” therapies, such as nonsteroidal anti-inflammatory drugs are recommended for
initial treatment of acute migraine attacks of mild to moderate severity.GS'7l
0 A non-oral route of administration is recommended for patients whose migraines present
early with nausea or vomiting. Nausea should be treated with an antiemetic.®®"*
0 The subcutaneous sumatriptan injection and zolmitriptan nasal spray are recognized as
potential treatment options for the acute management of cluster headaches.®® "
Other Key Facts:
o Almotriptan is approved for use in children 12 years of age and older while rizatriptan is
approved for use in children as young as six years of age.g"7
0 The subcutaneous sumatriptan injection is also Food and Drug Administration-approved for
the acute treatment of cluster headache episodes.8
0 The subcutaneous sumatriptan injection has the fastest onset of action, but there is no
evidence to suggest that different oral triptan formulations have a faster onset of action than
the others.”
o Naratriptan, rizatriptan and sumatriptan are currently available generically in various
formulations.**
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