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RULE CAPTION
Amending Preferred Drug List per the Supplemental Rebate Contracts for 2014

Not more than 15 words

RULEMAKING ACTION

ADOPT;

AMEND: 41¢-121-0030

SUSPEND:

Stat. Auth,:ORS 413,032, 413.042, 414.065, 414.325, &amp; 414.330 to 414.414

Other Auth,: None

Stats. Implemented: ORS 414,065; 414.325, 414,334, 414.361, 414.36% &amp; 414,371

RULE SUMMARY

The Pharmaceutical Services Program administrative rules (division 121) govern
Division payments for services provided to certain c¢lients. The Division
temporarily amends 410-121-0030 to comply with the Supplemental Rebate Contracts
effective January 1, 2014 with placement on the Preferred Drug List (PDL) and the
removal of specific brand names that have not been contracted. The Authority
implements changes to the Preferred Drug List to ensure the safe and appropriate
use of cost effective prescription drugs for the Oregon Health Plan's
fee-for-service recipients. The Divizion amends rules as follows:

Preferred:

Page 1/Secretary of State



Atomoxetine HCL (Stratterald® )

Non-Preferred:

Ingulin Lispro (Humalogh®)

Insulin NPL / Insulin Lispro (Humalog Mix 50/50A%)
Insulin NPL / Insulin Lispro (Humalog Mix 75-2549)

STATEMENT OF NEED AND JUSTIFICATION

The amendment of OAR 410-121-0030

It the Matter of

Or Law 2011, chapter 720 {HB 2100) :
http://www.leg.state,or . us/llreg/measpdf/hb2100.dir/hb2100.en, pdf

Documents Relied Upon, and where they are available

The Pharmaceutical Services Program administrative rules (division 121) govern
Division payments for services provided to certain clients. The Division needs to
temporarily amend 410-121-0030 to comply with the Supplemental Rebate Contracts
effective January 1, 2014 with placement on the Preferred Drug List {(PDL), and
the removal of specific Brand names that have not been contracted,

The Authority needs to implement changes to the Preferred Drug List to ensure the
safe and appropriate use of cost effective prescription drugs for the Oregon
Health Plan's fee-for-service recipients.

Need for the Temporary Rule(s)

The Authority finds that failure to act promptly will result in serious prejudice
to the public interest, the Authority and clients enrolled in Oregon's Medicaid
Program by delaying the reassessment and update of preferred drug lists and prior
authorization reguirements. These rules need to be adopted promptly sc the
Authority can ensure the safe and appropriate use of Medicaid covered drugs.

Justification of Temporary Rules
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Autherized Signer Printed Name Date

Authorization Page replaces the ink signature on paper filings. Have
your authorized signer sign and date, then scan and attach it to your
filing. You must complete this step before submitting your Permanent
and Temporary filings,

Page 2{Secretary of State



Secretary of State
STATEMENT OF NEED AND JUSTIFICATION

A Certificate and Order for Filing Temporary Administrative Rules accompanies this form.

Oregon Health Authority, Division of Medical Assistance Programs 410

Agency and Division Administrative Rules Chapter Number
In the Matter of: The amendment of OAR 410-121-0030

Rule Caption: Amending Preferred Drug List per the Supplemental Rebate Contracts for 2014

Statutory Authority: ORS 413.032, 413.042, 414.065, 414.325, and 414.330 to 4i4.414

Other Authority: None

Stats. Implemented: ORS 414.065; 414.325, 414.334, 414.361, 414.369 and 414.371

Need for the Temporary Rule(s): The Pharmaceutical Services Program administrative rules (division 121) govern Division
payments for services provided to certain clients. The Division needs to temporarily amend 410-121-0030 to comply with the
Supplemental Rebate Contracis effective January 1, 2014 with placement on the Preferred Drug List (PDL), and the removal of
specific Brand names that have not been contracted.

The Authority needs to implement changes to the Preferred Drug List to ensure the safe and appropriate use of cost effective
prescription drugs for the Oregon Health Plan’s fee-for-service recipients.

410-121-0030:

Preferred:
Atomoxetine HCL (Strattera® )

Non-Preferred:
Insutin Lispro (Humalog®)
Insulin NPL / Insulin Lispro (Humalog Mix 50/50®)
Insulin NPL / Insulin Lispro (Humalog Mix 75-25®)

Documents Relied Upon, and where they are available: Or Law 2011, chapter 720 (HB 2100}
http:/fvwww leg state.or.us/1 Treg/measpd/hb2 100.dir/hb2 100.en.pdf

Justification of Temporary Rule(s): The Authority finds that failure to act promptly will result in serious prejudice to the public
interest, the Authority and clients enrolled in Oregon’s Medicaid Program by delaying the reassessment and update of preferred
drug lists and prior authorization requirements. These rules need to be adopted promptly so the Authority can ensure the safe and
appropriate use of Medicaid covered drugs.
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Authorized Signer Printed name Date

Administrative Rules Unit, Archives Division, Secretary of State, 800 Summer Street NE, Salem, Oregon 97310,



410-121-0030
Practitioner-Managed Prescription Drug Plan

(1) The Practitioner-Managed Prescription Drug Plan (PMPDP) is a plan that
ensures that fee-for-service clients of the Oregon Health Plan shall have access
to the most effective prescription drugs appropriate for their clinical conditions at
the best possible price;

(a) Licensed health care practitioners (informed by the latest peer reviewed
research) make decisions concerning the clinical effectiveness of the prescription
drugs;

(b) The licensed health care practitioners also consider the health condition of a
client or characteristics of a client, including the client’'s gender, race or ethnicity.

(2) PMPDP Preferred Drug List (PDL):

(a) The PDL is the primary tool that the Division developed to inform licensed
healith care practitioners about the results of the latest peer-reviewed research
and cost effectiveness of prescription drugs;

{b) The PDL (as defined in 410-121-0000 (cc) consists of prescription drugs that
the Division, in consultation with the Drug Use Review (DUR)/Pharmacy &
Therapeutics Committee (P&T), has determined the most effective drug(s)
available at the best possible price;

(c) The PDL shall include drugs that are Medicaid reimbursable and the Food
and Drug Administration (FDA) has determined to be safe and effective.

(3) PMPDP PDL Selection Process:

(a) The Division shall utilize the recommendations made by the P&T, that result
from an evidence-based evaluation process, as the basis for selecting the most
effective drug(s);

(b) The Division shall determine the drugs selected in (3)(a) that are available for
the best possible price and shall consider any input from the P&T about other
FDA-approved drug(s) in the same class that are available for a lesser relative
price. The Division shall determine relative price using the methodology
described in subsection (4);

(¢) The Division shall evaluate selected drug(s) for the drug classes periodically:



(A) Evaluation shalf occur more frequently at the discretion of the Division if new
safety information or the release of new drugs in a class or other information
which makes an evaluation advisable;

(B) New drugs in classes already evaluated for the PDL shall be non-preferred
until the new drug has been reviewed by the P&T;

(C) The Division shall make all changes or revisions to the PDL, using the
rulemaking process and shall publish the changes on the Division's
Pharmaceutical Services provider rules Web page.

(4) Relative cost and best possible price determination:

(a) The Division shall determine the relative cost of all drugs in each selected
class that are Medicaid reimbursable and that the FDA has determined to be safe
and effective;

(b) The Division may also consider dosing issues, patterns of use and
compliance issues. The Division shall weigh these factors with any advice
provided by the P&T in reaching a final decision;

(56) Pharmacy providers shall dispense prescriptions in the generic form, unless:

(a) The practitioner requests otherwise, subject to the regulations outlined in
OAR 410-121-0155;

(b) The brand name medication is listed as preferred on the PDL.

(6) The exception process for obtaining non-preferred physical heaith drugs that
are not on the PDL drugs shall be as follows:

(a) If the prescribing practitioner, in their professional judgment, wishes to
prescribe a physical health drug not on the PDL, they may request an exception,
subject to the requirements of OAR 410-121-0040;

(b) The prescribing practitioner must request an exception for physical health
drugs not listed in the PDL subject to the requirements of OAR 410-121-00860;

(c) Exceptions shall be granted in instances:
(A) Where the prescriber in their professional judgment determines the non-

preferred drug is medically appropriate after consulting with the Division or the
Oregon Pharmacy Help Desk; or



(B) Where the prescriber requests an exception subject to the requirement of
(6)(b) and fails to receive a report of PA status within 24 hours, subject to OAR
410-121-0060.

| (7) Table 121-0030-1, PMPDP PDL dated January 410, 2014 is incorporated in
rute by reference and is found on our Web page at www.orpdt.org.

Stat. Auth.: ORS 409.025, 409.040, 409.110, 414.065, 413.042 and 414.325

Stats. Implemented: ORS 414.065



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List

Effective January 10, 2014

Syst & i :
Allergy/Cold Antihistamines - 2nd
Generation CETIRIZINE HCL SOLUTION

CETIRIZINE HCL TABLET
LORATADINE SOLUTION
LORATADINE TAB RAPDIS ***
LORATADINE TABLET

Analgesics Gout ALLOPURINOL TABLET
COLCHICINE/PROBENECID TABLET

Anaigesics Long-Acting Opioids  |[FENTANYL * PATCHTD72
MORPHINE SULFATE * TABLET ER

Analgesics NSAIDs DICLOFENAC POTASSIUM TABLET
DICLOFENAC SODIUM TABLET DR
ETODOLAC TABLET
FLURBIPROFEN TABLET
IBUPROFEN CAPSULE
IBUPROFEN DROPS SUSP
IBUPROFEN ORAL SUSP
{BUPROFEN TAB CHEW
IBUPROFEN TABLET
INDOMETHACIN CAPSULE
KETOPROFEN CAPSULE
KETOROLAC TROMETHAMINE * TABLET
MELOXICAM TABLET
NABUMETONE TABLET
NAPROXEN TABLET
NAPROXEN TABLET DR
NAPROXEN SCDIUM TABLET
OXAPROZIN TABLET
SALSALATE TABLET
SULINDAC TABLET

Analgesics Short-Acting Opioids |[BUTORPHANOL TARTRATE SPRAY
CODEINE SULFATE * ** TABLET
HYBROCODONE BIT/ACETAMINOPHEN ** TABLET **#
HYDROMORPHOMNE HCL * ** TABLET
MORPHINE SULFATE * ** SOLUTION
MORPHINE SULFATE * ** TABLET
OXYCODONE HCL * ** SOLUTION
OXYCODONE HCL * ** TABLET
OXYCODONE HCL/ACETAMINOPHEN ** CAPSULE
OXYCODONE HCL/ACETAMINOPHEN ** TABLET ***

* Drug coverage subject to meeting clinical prior authorization eriteria

** Drug coverage subject to quantity imits

***Cartain strengths may require Prior Authorization 1




Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List
Effective January 10, 2014

System Class: =
Analgesics Skeletal Muscle
Relaxants BACLOFEN TABLET
CYCLOBENZAPRINE HCL TABLET ***
TIZANIDINE HCL TABLEY
Analgesics Topical CAPSAICIN CREAM (G} ***
Analgesics Triptans, Injection SUMATRIPTAN SUCCINATE ** CARTRIDGE
SUMATRIPTAN SUCCINATE ** DISP SYRINGE
SUMATRIPTAN SUCCINATE ** PEN INJCTR
SUMATRIPTAN SUCCINATE ** Vial
Analgesics Triptans, Nasal IMITREX® - BRAND ONLY ** SPRAY
Analgesics Triptans, Oral NARATRIPTAN HCL ** TABLET
SUMATRIPTAN SUCCINATE ** TABLET
Antibiotics Amoxicillin-
Clavulanate AMOXICILLIN/POTASSIUM CLAV SUSP RECON
AMOXICILLIN/POTASSIUM CLAV TAB CHEW
AMOXICILLIN/POTASSIUM CLAV TABLET
Antibiotics
Cephalosporin, 1st Gen]CEPHALEXIN CAPSULE **¥
CEPHALEXIN SUSP RECON ***
Antibiotics Cephalosporin, 2nd
Gen CEFPROZIL SUSP RECON
CEFPROZIL TABLET
CEFUROXIME AXETIL TABLET
Antibiotics Cephalosperin, 3rd
Gen CEFDINIR CAPSULE
CEFDINIR SUSP RECON
Antibiotics
Fluoroquinolones, Oral {CIPROFLOXACIN SUS MC REC
' CIPROFLOXACIN HCL TABLET
LEVOFLOXACIN SOLUTION
LEVOFLOXACIN TABLET
Antibiotics Macrolide / Ketolide |AZITHROMYCIN SUSP RECON
AZITHROMYCIN TABLET
CLARITHROMYCIN TABLET

* Drug coverage subject to meeting cinical prior authorization criteria
** Drug coverage subject to quantity limits
**+¥Cartain strengths may require Prior Authorization 2




Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List
Effective January 10, 2014

Systel Class = o RS eferre -
Antibiotics Tetracyclines, Oral DOXYCYCLINE HYCLATE CAPSULE
DOXYCYCLINE HYCLATE TABLET
DOXYCYCLINE MONOHYDRATE CAPSULE #**
DOXYCYCLINE MONOHYDRATE SUSP RECON
TETRACYCLINE HCL CAPSULE
Antifungal Antifungal, Oral CLOTRIMAZOLE TROCHE
FLUCONAZOLE SUSP RECON
FLUCONAZOLE TABLET
KETOCONAZOLE TABLET
NYSTATIN ORAL SUSP
NYSTATIN TABLET
Antiviral Hepatitis B LAMIVUDINE * SOLUTION
LAMIVUDINE * TABLET
TENOFOVIR DISOPROXIL FUMARATE * TABLET
Antiviral Hepatitis C BOCEPREVIR * CAPSULE
PEGINTERFERON ALPHA-2A * : VIAL
PEGINTERFERON ALPHA-2A SUB Q PEN INJECTOR
PEGINTERFERON ALFA-2B{PEGINTRON REDIPEN®) * PEN I} KIT
PEGINTERFERON ALFA-2B{PEGINTRON®) * KIT *#**
RIBAVIRIN * CAPSULE
RIBAVIRIN * TABLET
TELAPREVIR * TABLET
Antlviral HSV, Oral ACYCLOVIR CAPSULE
ACYCLOVIR ORAL sSUSP
ACYCLOVIR TABLET
Antiviral Influenza AMANTADINE HCL CAPSULE
AMANTADINE HCL SYRUP
AMANTADINE HCL TABLET
OSELTAMIVIR PHOSPHATE ** CAPSULE
OSELTAMIVIR PHOSPHATE ** SUSP RECON
RIMANTADINE HCL TABLET
Cardiovascular © Anti-Anginals ISOSORBIDE DINITRATE ) CAPSULE ER
ISOSORBIDE DINITRATE TABLET
ISOSORBIDE MONONITRATE TABLET
NITROGLYCERIN CAPSULE ER
NITROGLYCERIN PATCHTD24
NITROGLYCERIN TAB SUBL
Cardiovascular Anticoagulants, Oral  |[WARFARIN SODIUM TABLET
Cardiovascular Anticoagulants,
Subcutaneous DALTEPARIN SODIUM,PORCINE{FRAGMIN®) DISP SYRIN
LOVENOX® - BRAND ONLY DISP SYRIN

* Drug coverage subject to meeting ¢linical prior authorization criteria
** Drug coverage subject to guantity limits :
**+*Certaln strengths may require Prior Authorization 3



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List

Effective January 10, 2014

System: Class: & SRR

Cardiovascular Beta-Blockers ACEBUTOLOL HCL CAPSULE
ATENOLOL TABLET
CARVEDILOL TABLET
LABETALOL HCL TABLET
METOPROLOL TARTRATE TABLET
NADOLOL TABLET
PROPRANOLOL HCL TABLET

Cardiovascular Calcium Channel

Blockers - DH AMLODIPINE BESYLATE TABLET

NICARDIPINE HCL CAPSULE
NIFEDIPINE TAB ER 24
NIFEDIPINE TABLET ER

Cardiovascular Calcium Channel

Blockers - NDH DILTIAZEM HCL CAP ER 12H

DILTIAZEM HCL CAP ER 24H
DILTIAZEM HCL CAP ER DEG
DH.TIAZEM HCL CAPSULE ER
DH.TIAZEM HCL TABLET
VERAPAMIL HCL CAP24H PEL
VERAPAMIL HCL TABLET
VERAPAMIL HCL TABLET ER

Cardiovascular Diuretics AMILORIDE/HYDROCHLOROTHIAZIDE TABLET
BENDROFLUMETHIAZIDE TABLET
BUMETANIDE TABLET
FUROSEMIDE SOLUTION ***
FURQSEMIDE TABLET
HYDROCHLOROTHIAZIDE CAPSULE
HYDROCHLOROTHIAZIDE SOLUTION
HYDROCHLOROTHIAZIDE TABLET
INDAPAMIDE TABLET
SPIRONOLACT/HYDROCHLOROTHIAZID TABLET
SPIRONOLACTONE TABLET
TORSEMIDE TABLET
TRIAMTERENE CAPSULE
TRIAMTERENE/HYDROCHLOROTHIAZID CAPSULE

* Drug coverage subject to maeting clinical prior authortzation criteria

** Drug coverage subject to guantity limits

***Cartain strengths may require Pricr Authorization 4




Effective January 10, 2014

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Heaith Perferred Drug List

System.

Cardiovascular

DRIs, ACE-Is and ARBs [BENAZEPRIL HCL TABLET
CAPTOPRIL TABLET
ENALAPRIL MALEATE TABLET
FOSINOPRIL SODIUM TABLET
LISINOPRIL TABLET
LOSARTAN POTASSIUM TABLET
MOEXIPRIL HCL TABLET
OLMESARTAN MEDOXOMIL{BENICAR®) TABLET
QUINAPRIL HCL TABLET
RAMIPRIL CAPSULE
RAMIPRIL TABLET
TELMISARTAN TABLET
TRANDOLABRIL TABLET
Cardiovascular DRis, ACE-Is and ARBs
+HCT BENAZEPRIL/HYDROCHLOROTHIAZIDE TABLET
CAPTOPRIL/HYDROCHLOROTHIAZIDE TABLET
ENALAPRIL/HYDROCHLOROTHIAZIDE TABLET
FOSINOPRIL/HYOROCHLOROTHIAZIDE TABLET
LISINOPRIL/HYDROCHLOROTHIAZIDE TABLET
LOSARTAN/HYDROCHLOROTHIAZIDE TABLET
MOEXIPRIL/HYDROCHLOROTHIAZIDE TJABLET
OLMESARTAN/HYDROCHLOROTHIAZIDE{BENICAR HCT®) TABLET
QUINAPRIL/HYDROCHLOROTHIAZIDE TABLET
TELMISARTAN/HYDROCHLOROTHIAZID TABLET
Cardiovascular HP Statins & Combos |ATORVASTATIN CALCIUM TABLET
SIMVASTATIN TABLET
Cardiovascutar
LMP Statins & Combos JLOVASTATIN TABLET
PRAVASTATIN SODIUM TABLET
Cardiovascular Other Lipid Lowering
Agents CHOLESTYRAMINE [WITH SUGAR]) POWDER
CHOLESTYRAMINE/ASPARTAME POWDER
GEMFIBROZIL TABLET
NIACIN TABLET
MNIACIN{NIASPAN®) TAB ER 24H
TRICOR™ - BRAND ONLY TABLET
TRILIPEX™ - BRAND ONLY CAPSULE DR
Cardiovascular Platefet Inhibitors ASPIRIN TABLET
ASPIRIN/DIPYRIDAMOLE{AGGRENOX®) CPMP 12HR
CLOPIDOGREL BISULFATE TABLET
DIPYRIDAMOLE TABLET

* Drug coverage subject to meating clinical prior authorization criteria
** Drug coverage subject to quantity limits
*#4Certain strengths may require Prior Authorization 5



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List

Effective January 10, 2014

System

Dermatologic Antifungal, Topical MICONAZOLE NITRATE CREAM (G}
MYSTATIN CREAM {G)
NYSTATIN OINT. (G)
Dermatologic Anti-Parasite PERMETHRIN CREAM (G}
PERMETHRIN LiQuiD
PIP BUTOX/PYRETHRINS/PERMETH KIT
PIPERONYL BUTOXIDE/PYRETHRINS GEL {GRAM)
PIPERONYL BUTOXIDE/PYRETHRINS KIT
PIPERONYL BUTOXIDE/PYRETHRINS LiQuib
PIPERONYL BUTOXIDE/PYRETHRINS SHAMPOO
Dermatologic Impetigo Agents BACITRACIN OINT, (G}
BACITRACIN ZINC OINT. (G)
BACITRACIN/POLYMYXIN B SULFATE OINT. (G)
BACITRACIN ZINC / POLYMYX B SULFATE OINT. (G}
GENTAMICIN SULFATE CREAM (G}
MUPIROCIN OINT. (G)
NEOMY SULF/BACITRAC ZN/POLY OINT. (G}
Dermatologic Pscriasis, Topical CALCIPOTRIENE * CREAM (G)
CALCIPOTRIENE * SOLUTION
CALCIPOTRIENE/BETAMETHASONE * OINT. (G}
TAZAROTENE(TAZORAC®) * CREAM (G)
TAZAROTENE(TAZORAC®) * GEL {GRAM])
Dermatologic Sterolds, Topical ALCLOMETASONE DIPROPIONATE CREAM (G)
ALCLOMETASONE DIPROPIONATE OINT. {G)
BETAMETHASONE DIPROPIONATE CREAM (G}
BETAMETHASONE DIPROPIONATE LOTION
BETAMETHASONE DIPROPIONATE OINT. {G)
BETAMETHASONE VALERATE CREAM (G}
BETAMETHASONE VALERATE OINT. {G)
CLOBETASOL PROPIONATE CREAM (G)
CLOBETASOL PROPIONATE GINT. {G)
DESONIDE CREAM [G)
DESONIDE OINT, {G)
FLUOCINOLONE ACETONIDE CREAM (G}
FLUOCINOLONE ACETONIDE SOLUTION
FLUOCINONIDE CREAM {G)
FLUOCINONIDE SOLUTION
FLUOCINONIDE/EMOLLIENT CREAM (G)
HYDROCORTISONE CREAM (G)
HYDROCORTISONE OINT. {G)
HYDROCORTISONE ACETATE CREAM (G}
HYDROCORTISONE BUTYRATE SOLUTION
TRIAMCINOLONE ACETONIDE CREAM (G}
TRIAMCINOLONE ACETONIDE OINT. {G)

* Drug coverage subject to meeting cfinical prior authorization criteria

** Drug coverage subject to quantity Hmits

**+Cartain strengths may requice Prior Authorization 6




Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List

Effective January 10, 2014

System:
Endacrine Androgens TESTOSTERONE * GEL {(GRAM}
TESTOSTERONE * GEL PACKET
TESTOSTERONE CYPIONATE VIAL
TESTOSTERONE ENANTHATE VIAL
Endocrine Bone Metabolism
Drugs ALENDRONATE SODIUM TABLET
IBANDRONATE SODIUM TABLET
RISEDRONATE SODIUM TABLET
Endocrine
DM-Incretin Enhancers [SITAGLIPTIN PHOS/METFORMIN HCL * TABLET
SITAGLIPTIN PHOSPHATE * TABLET
Endocrine DM-Insulin HUM INSULIN NPH/REG INSULIN HM VIAL
: HUM INSULIN NPH/REG INSULIN HM *# INSULN PEN
INSULIN ASPART VIAL
INSULIN ASPART * CARTRIDGE
INSULIN ASPART * INSULN PEN
INSULIN DETEMIR{LEVEMIR®) VIAL
INSULIN DETEMIR{LEVEMIR®) # INSUEN PEN
INSULIN GLARGINE{LANTUS®) VIAL
INSULIN GLARGINE{LANTUS®)* INSULN PEN
INSULIN LISPRO VIAL
INSULIN LISPRO * CARTRIDGE
PSULIN-LSPROHUMALOG R} = NSULN-REN-
INSULIN NPL/INSULIN LISPRO VIAL
RNSULBN-MREANSUUN HSPRO{HUMALDG MIN 50/508) & INSUEN-REN-
INSUEIN-MPEANSHUN HSPROHUMALOG MIN 7S 252} HNSUEN-PEN-
INSULIN REGULAR, HUMAN VIAL
INSULIN ZINC HUMAN REC VIAL
INSULN ASP PRT/INSULIN ASPART VIAL
INSULN ASP PRT/INSULIN ASPART * INSULN PEN
NPH, HUMAN INSULIN ISOPHANE VIAL
NPH, HUMAN INSULIN ISOPHANE * INSULN PEN
Endocrine DM-Oral
Hypoglycemics . GLIMEPIRIDE TABLET
GLIPIZIDE TABLET
GLYBURIDE TABLET
METFORMIN HCL TABER 24
METFORMIN HCL TAB ER 24H
METFORMIN HCL TABLET
Endocrine
DM-Thiazolidinediones |PIOGLITAZONE HCL TABLET
Endocrine Growth Hormone SAIZEN® - BRAND ONLY * VIAL
SOMATROPIN (NORDITROPIN®) * CARTRIDGE ***
SOMATROPIN (NORDITROPIN®) * SYRINGE***

SOMATROPIN(OMNITROPE®) *
SOMATROPIN{SAIZEN®} *

CARTRIDGE ***
CARTRIDGE ***

* Drug coverage subject to meeting clinleal prior authorization criteria
** Drug coverage subject to quantity limits
***Certaln strengths may require Prior Authorization 7




Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List
Effective January 10, 2014

System. Tlass. — Pt ,
Endocrine HRT - Estrogen, Oral  |ESTRADIOL ‘ TABLET
ESTROGENS,CONJ.,SYNTHETIC A TABLET
ESTROPIPATE TABLET
NORETHIND AC/ETHINYL ESTRADIOL TABLET
Endocrine
HRT - Estrogen, Topical |ESTRADIOL PATCH TDWK ***
Endocrine
HRT - Estrogen, Vaginal|ESTRADIOL TABLET
ESTROGENS, CONJUGATED CREAM (G)
ESTROGENS, CONJUGATED CREAM/APPL
Endocrine HYDROXYPROGESTERONE CAPROATE (MAKENA™)* Vial
Progestational agents
Gastrointestinal  Antiemetics, Newer ONDANSETRON TAB RAPDIS
ONDANSETRON HCL SOLUTION
ONDANSETRON HCL TABLET
Gastrointestinal  Clostridium difficile METRONIDAZOLE TABLET
VANCOMYCIN HCL CAPSULE
VANCOMYCIN HCL VIAL
Gastrointestinal Digestive Enzymes CREON CAPSULE DR
LIPASE/PROTEASE/AMYLASE CAPSULE DR
Gastrointestinal H2-Antagonists FAMOTIDINE *** TABLET
RANITIDINE HCL SYRUP
RANITIDINE HCL *** TABLET
Gastrointestinal Inflammatory Bowel BALSALAZIDE DISCDIUM CAPSULE
CANASA® - BRAND ONLY SUPP.RECT
MESALAMINE (LIALDA®) TABLET DR
MESALAMINE{APRISO®) CAP ER 24H
OLSALAZINE SODIUM CAPSULE
SULFASALAZINE TABLET
SULFASALAZINE : TABLET DR
Gastrointestinal  PPls OMEPRAZOLE CAPSULE DR
PANTOPRAZOLE SODIUM TABLET DR
Genitourinary BPH DOXAZOSIN MESYLATE TABLET
FINASTERIDE TABLET
TAMSULOSIN HCL CAP ER 24H
TERAZOSIN HCL CAPSULE

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity imits
*+*Certain strengths may require Prior Authorization 8



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List
Effective January 10, 2014

Syste - _ =
Genitourinary Overactive Bladder
Drugs FESOTERODINE FUMARATE{TOVIAZ®) TAB ER 24H
HYOSCYAMINE SULFATE ELIXIR
HYOSCYAMINE SULFATE TAB RAPDIS
OXYBUTYNIN CHLORIDE SYRUP
OXYBUTYNIN CHLORIDE TAB ER 24
OXYBUTYNIN CHLORIDE TABLET
Hematology Colony Stimulating
: Factors FILGRASTIM DISP SYRIN
FILGRASTIM VIAL
PEGFILGRASTIM DISP SYRIN
SARGRAMOSTIM ‘VIAL
Hematology Hematopoietic Agents [DARBEPOETIN ALFA IN POLYSORBAT {ARANESP®)* DISP SYRIN
DARBEPOETIN ALFA IN POLYSORBAT {ARANESP®)* VIAL
PROCRIT® - BRAND ONLY * VIAL
Hematology Iron Chelators DEFEROXAMINE MESYLATE VIAL
immunologics Immunosuppressants |[AZATHIOPRINE TABLET **#
CYCLOSPORINE CAPSULE
CYCLOSPORINE SOLUTION
CYCLOSPORINE, MODIFIED CAPSULE
CYCLOSPORINE, MODIFIED SOLUTION
EVEROLIMUS TABLET
MYCOPHENOLATE MOFETIL CAPSULE
MYCOPHENOLATE MOFETIL SUSP RECON
MYCOPHENOLATE MOFETIL TABLET
MYCOPHENOLATE SODIUM TABLET
SIROLIMUS SOLUTION
SIROLIMUS TABLET
TACROLIMUS CAPSULE
immunologics Targeted Immune
Modulators ADALEMUMAB{HUMIRA®) KIT
ADALIMUMAB{HUMIRA®} PEN 1 KIT
ETANERCEPT{ENBREL?) : DISP SYRIN
ETANERCEPT{ENBREL®) PEN INICTR
GOLIMUMARB (SEVIPONI®) DISP SYRIN
GOLIMUMAB {SEIMPONI®) PEN INJCTR
Neurologic Alzheimer's Dx DONEPEZIL HCL TABLET ***
GALANTAMINE HBR TABLET
MEMANTINE HCL{NAMENDA®) TABLET

* Drug coverage subject to meeting chinical prior authorization criteria
** Drug caverage subject to quantity limits
#¥*Certaln strengths may require Prior Authorization 9



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List
Effective lanuary 10, 2014

System e e eferre e ]
Neurologic Anticonvulsants CARBAMAZEPINE ORAL SUSP
CARBAMAZEPINE TAB CHEW
CARBAMAZEPINE TAB ER 12H
CARBAMAZEPINE TABLET
CLONAZEPAM TABLET
DIASTAT ACUDIAL® - BRAND ONLY KT
DIASTAT® - BRAND ONLY KIT
DIVALPROEX SODIUM CAP SPRINK
DIVALPROEX SODIUM TAB ER 24H
DIVALPROEX SODIUM TABLET DR
ETHOSUXIMIDE CAPSULE
ETHOTOIN TABLET
GABAPENTIN CAPSULE
LACOSAMIDE TABLET
LAMOTRIGINE TABLET
LEVETIRACETAM SOLUTION
LEVETIRACETAM TABLET
MEPHOBARBITAL TABLET
METHSUXIMIDE CAPSULE
OXCARBAZEPINE ORAL SUSP
OXCARBAZEPINE TABLET
PHENGBARBITAL ELIXIR
PHENOBARBITAL TABLET
PHENYTOIN ORAL sUsP
PHENYTOIN TAB CHEW
PHENYTOIN SODIUM EXTENDED CAPSULE
PRIMIDONE TABLET
RUFINAMIDE TABLET
TIAGABINE HCL TABLET
TOPIRAMATE * TABLET
VALPROIC ACID CAPSULE
VALPROIC ACID SOLUTION
ZONISAMIDE CAPSULE
Neurologic MS Drugs INTERFERON BETA-1A{AVONEX PEN®) PEN HKIT
INTERFERON BETA-1A{AVONEX®) KiT
INTERFERON BETA-1A/ALBUMIN{AVONEX ADMINISTRATION PACK®) KiT
INTERFERON BETA-1A/ALBUMIN{REFIB™) DISP SYRIN
INTERFERON BETA-1B (BETASERON™) KIT
GLATIRAMER ACETATE{COPAXONE®) KIT
Neurologic Parkinson’s Drugs AMANTADINE HCL CAPSULE
AMANTADINE HCL SYRUP
AMANTADINE HCL TABLET
BENZTROPINE MESYLATE TABLET
CARBIDOPA/LEVODOPA TABLET
CARBIDOPA/LEVGDOPA TABLET ER
ENTACAPONE TABLET
PRAMIPEXOLE DI-HCL * TABLET
SELEGILINE HCL CAPSULE
TRIHEXYPHENIDYL HCL ELIXIR
TRIHEXYPHENIDYL HCL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
#**Cartain strengths may require Prior Authorization 10



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List

Syste

i Class’

Effective January 10, 2014

Opthalmic Antibiotic/Steroid NEO/POLYMYX B SULF/DEXAMETH DROPS SUSP
NEOMY SULF/BACITRAC ZN/POLY/HC OINT. (G)
SULFACETM NA/PREDNISOL AC DROPS SUSP
SULFACETM NA/PREDNISOL AC OINT. (G)
TOBRAMYCIN/DEXAMETHASONE DROPS SUSP
TOBRAMYCIN/DEXAMETHASONE COINT. {G}

Opthalmic Antibiotics BACITRACIN/POLYMYXIN B SULFATE OINT, {G}
CIPROFLOXACIN HCL DROPS
CIPROFLOXACIN HCL OINT. {G}
GENTAMICIN SULFATE DROPS
GENTAMICEN SULFATE CINT. {G)
MOXIFLOXACIN HCL{VIGAMOX®) DROPS
NATAMYCIN DROPS SUSP
NEOMYCIN/POLYMYXN B/GRAMICIDIN DROPS
OFLOXACIN DROPS
SULFACETAMIDE SODIUM DROPS
TOBRAMYCIN SULFATE DROPS
TCBRAMYCIN SULFATE QINT., (G)

Opthalmic Anti-Inflammatory

Drugs DEXAMETHASONE DROPS SUSP

DEXAMETHASONE SOD PHOSPHATE DROPS
DICLOFENAC SODIUM DROPS
FLUOROMETHOLONE DROPS SUSP ***
FLUOROMETHOLONE OINT. (G)
FEURBIPRCFEN SODIUM DROPS
KETOROLAC TROMETHAMINE DROPS
LOTEPREDNOL ETABONATE DROPS SUSP ***
PREDNISOLONE ACETATE DROPS SUSP *+*

Opthalmic Glaucoma BETAXOLOL HCL DROPS
BRIMONIDINE TARTRATE DROPS ***
BRINZOLAMIDE DROPS SUSP
CARTEQLOL HCL DROPS
DORZOLAMIDE HCL/TIMOLOL MALEAT DROPS
LATANOPROST DROPS
PILOCARPINE HCL - DROPS
PILOCARPINE HCL GEL {GRAM)
TIMOLOL MALEATE DROPS
TRAVOPROST{TRAVATAN 2%} DROPS

Opthalmic Vascular Endothelial

Growth Factors BEVACIZUMAB VIAL

Otic Antibiotic NEOMY SULF/COLIST SUL/HC/THONZ DROPS SUSP

OFLOXACIN DROPS

* Drug coverage subject to meeting clinical pricr authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization 11




Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List
Effective January 10, 2014

Syster 1S referred
Psychiatric ADHD AMPHET ASP/AMPHET/D-AMPHET ** TABLET
DEXMETHYLPHENIDATE HCL{FOCALIN XR®) ** CPMP 50-50
FOCALIN® - BRAND ONLY TABLET
LISDEXAMFETAMINE DIMESYLATE{VYVANSE®) ** CAPSULE
METADATE CD™ - BRAND ONLY CPMP 30-70
METHYLPHENIDATE (DAYTRANA™) ** PATCH TD24
METHYLPHENIDATE HCL *#* TABLET
Psychiatric Opiold Addiction BUPRENORPHINE _ TAB SUBL
BUPRENORPHINE-NALOXONE (SUBOXONE™) TAB SUBL
BUPRENORPHINE HCL / NALOXONE HCL (SUBOXONE™) FILM
Psychiatrie Sedatives ZOLPIDEM TARTRATE * TABLET
Pulmonary CoPD IPRATROPIUM BROMIDE HFA AER AD
IPRATROPIUM BROMIDE SOLUTION
IPRATROPIUM/ALBUTEROL SULFATE AMPUL-NEB
IPRATROPIUM/ALBUTEROL SULFATE {COMBIVENT RESPIMAT™) AER-W/ADAP
TIOTROPIUM BROMIDE(SPIRIVA®) CAP W/DEV
Pulmonary Asthma Controllers BECLOMETHASONE DIPROPIONATE(QVAR®) AER W/ADAP
BUDESONIDE {PULMICORT FLEXHALER®) AER POW BA
BUDESONIDE / FORMOTEROL FUMARATE (SYMBICORT?®) HFA AER AD
FLUTICASONE PROPIONATE(FLOVENT HFA®) AER W/ADAP
FLUTICASONE PROPIONATE{FLOVENT DISKUS®} DISK W/DEV
FLUTICASONE/SALMETEROL{ADVAIR DISKUS®) * DISK W/DEV
FLUTICASONE/SALMETEROL{ADVAIR HFA®) * HFA AER AD
FORMOTEROL FUMARATE CAP W/DEV
MONTELUKAST SODIUM * TAB CHEW
MONTELUKAST SODIUM * TABLET
SALMETEROL XINAFOATE DISK W/DEV
Pulmonary Asthrma Rescue ALBUTEROL SULFATE SOLUTION
ALBUTEROL SULFATE VIAL-NEB
PIRBUTEROL ACETATE AER BR.ACT
PROAIR HFA® - BRAND ONLY HFA'AER AD
PROVENTIL HFA® - BRAND ONLY HFA AER AD
Pulmonary Cough and Cold BENZONATATE CAPSULE
GUAIFENESIN LIQUID
GUAIFENESIN / CODEINE PHOSPHATE LIQUID
GUAIFENESIN SYRUP
GUAIFENESIN / DEXTROMETHORPHAN SYRUP
GUAIFENESIN / CODEINE PHOSPHATE SYRUP
PSEUDOEPHEDRINE HCL. TABLET
Pulmonary Cystic Fibrosis DORNASE ALFA ** SOLUTION
SODIUM CHLORIDE FOR INHALATION AEROSOL
SODIUM CHLORIDE FOR INHALATION VIAL-NEB
TOBRAMYCIN IN §.225% NACL ** AMPUL-NEB
Pulmonary PAH BOSENTAN(TRACLEER®) * TABLET

* Drug coverage subject to meating clinical prior autherization criteria
** Drug coverage subject to quantity limits
***Certain strengths may require Prior Authorization 12



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Perferred Drug List
Effective January 10, 2014

SILDENAFIL CITRATE TABLET *+*
Puimonary Smoking Cessation BUPROPION HCL TABLET ER
NICOTINE PATCH DYSQ
NICOTINE PATCH TD24 ***
NICOTINE POLACRILEX GUM
NICOTINE POLACRILEX LOZENGE
VARENICLINE TARTRATE ** TAB DS PK
VARENICLINE TARTRATE ** TABLET
Renal Phosphate Binders CALPHRON® - BRAND ONLY TABLET
SEVELAMER HCL * TABLET

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity lImits
***Cartaln strengths may require Prior Autharization 13



Table 121-0030-1 Oregon Fee-for-Service Voluntary Mental Health Perferred Drug List
Effective January 10, 2014

Systen ass

Psychiatric ADHD Atomoxetine HCL (Strattera® ) CAPSULE

Psychiatric Antidepressants AMITRIPTYLINE HCL TABLET
BUPROPION HCL TABLET
BUPROPION HCL TABLET ER
CITALOPRAM HYDROBROMIDE ** SOLUTION
CITALOPRAM HYDROBROMIDE ** TABLET
CLOMIPRAMINE HCL CAPSULE
DOXEPIN HCL CAPSULE
FLUOXETINE HCL CAPSULE
FLUOXETINE HCL SCLUTION
FLUOXETINE HCL TABLET
FLUVOXAMINE MALEATE TABLET
MIRTAZAPINE TAB RAPDIS
MIRTAZAPINE TABLET
NORTRIPTYLINE HCL CAPSULE
NORTRIPTYLINE HCL SOLUTION
PAROXETINE HCL TABLET
SERTRALINE HCL ORAL CONC
SERTRALINE HCL TABLET
VENLAFAXINE HCL CAP ER 24H
VENLAFAXINE HCL TABLET

Antipsychotics - 2nd

Psychiatric Generation CLOZAPINE TABLET
OLANZAPINE TABLET
QUETIAPINE FUMARATE * TABLET
RISPERIDONE SOLUTION
RISPERIDONE TABLET
ZIPRASIDONE HCL CAPSULE

* Drug coverage subject to meeting clinical peier authorization ¢riteria
** brug coverage subject to quantity limits

**+¥Cartain strengths may require Prior Authorization
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