Market Applicability

Market

GA KY MD NJ NY

WA

Applicable

X X X X X

NA

Glucagon-Like Peptide-1 (GLP-1) Receptor

Agonist Step Therapy

Override(s)

Approval Duration

Prior Authorization
Quantity Limit

1 Year

Medications

Quantity Limit

Comments

Ozempic (semaglutide)

0.25 mg/dose, 0.5 mg/dose:
1 prefilled pen per 28 days

1 mg/dose:
2 prefilled pens (1 carton) per 28
days

Victoza (liraglutide)

1 box per 30 days

Preferred

Adlyxin (lixisenatide)

Starter Pack:

1 pack (2 pens) per one time fill
(28 day supply)

Maintenance Pack:

1 pack (2 pens) per 28 days

Bydureon (exenatide extended
release)

Bydureon BCise (exenatide
extended release)

4 vials/prefilled pens per 28 days

4 autoinjector pens per 28 days

Byetta (exenatide)

1 prefilled pen per 30 days

Rybelsus (semaglutide)

3 mg tablet: 1 carton (30 tablets)
per one time fill

7 mg, 14 mg tablets: 1 carton (30
tablets) per 30 days

Tanzeum (albiglutide)

4 prefilled pens per 28 days

Trulicity (dulaglutide)

4 prefilled pens/syringes per 28
days

Non Preferred
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Market Applicability
Market GA KY MD NJ NY WA
Applicable X X X X X NA

Requests for Ozempic or Victoza may be approved when the following criteria are met:

I. Individual has had a trial (medication samples/coupons/discount cards are excluded from
consideration as a trial) and inadequate response or intolerance to metformin; OR
Il. Individual has a contraindication to metformin therapy.

Requests for a non-preferred GLP-1 receptor agonist (Adlyxin, Bydureon, Bydureon BCise,
Byetta, Rybelsus, Tanzeum or Trulicity) may be approved when the following criteria are met:

I.  One of the following:
A. Individual has had a trial (medication samples/coupons/discount cards are excluded
from consideration as a trial) and inadequate response or intolerance to metformin; OR
B. Individual has a contraindication to metformin therapy ;

AND

II.  Individual has had a trial (medication samples/coupons/discount cards are excluded from
consideration as a trial) and inadequate response or intolerance to one preferred GLP-1
receptor agonist (Ozempic or Victoza);

OR
[ll.  May approve Rybelsus if the individual and/or caretaker is unable to administer an
injectable GLP-1 receptor agonist.

A GLP-1 receptor agonist may not be approved for any of the following:

I.  Individual is requesting Bydureon/BCise (exenatide extended-release) with an eGFR
less than 45 mL/min/1.73 m2; OR

Il. Individual is requesting Byetta (exenatide) with an eGFR less than 30 mL/min/1.73 m?;
OR

lll. Individual is requesting for the treatment of obesity.
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Federal and state laws or requirements, contract language, and Plan utilization management programs or polices may take
precedence over the application of this clinical criteria.

No part of this publication may be reproduced, stored in a retrieval system or transmitted, in any form or by any means,

electronic, mechanical, photocopying, or otherwise, without permission from the health plan.
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