


















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































https://www.uhcprovider.com/en/health-plans-by-state/arizona-health-plans/az-comm-plan-home/az-cp-pharmacy.html?rfid=UHCCP
https://www.uhcprovider.com/en/health-plans-by-state/arizona-health-plans/az-comm-plan-home/az-cp-pharmacy.html?rfid=UHCCP
https://www.uhcprovider.com/en/health-plans-by-state/arizona-health-plans/az-comm-plan-home/az-cp-pharmacy.html?rfid=UHCCP
https://www.uhcprovider.com/en/health-plans-by-state/colorado-health-plans/co-comm-plan-home/co-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/colorado-health-plans/co-comm-plan-home/co-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/hawaii-health-plans/hi-comm-plan-home/hi-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/hawaii-health-plans/hi-comm-plan-home/hi-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/indiana-health-plans/in-comm-plan-home/in-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/indiana-health-plans/in-comm-plan-home/in-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/maryland-health-plans/md-comm-plan-home/md-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/maryland-health-plans/md-comm-plan-home/md-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/michigan-health-plans/mi-comm-plan-home/mi-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/michigan-health-plans/mi-comm-plan-home/mi-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/new-jersey-health-plans/nj-comm-plan-home/nj-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/new-jersey-health-plans/nj-comm-plan-home/nj-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/new-mexico-health-plans/nm-comm-plan-home/nm-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/new-mexico-health-plans/nm-comm-plan-home/nm-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/new-york-health-plans/ny-comm-plan-home/ny-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/new-york-health-plans/ny-comm-plan-home/ny-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/north-carolina-health-plans/nc-comm-plan-home/nc-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/north-carolina-health-plans/nc-comm-plan-home/nc-cp-pharmacy.html
https://www.uhcprovider.com/en/health-plans-by-state/pennsylvania-health-plans/pa-comm-plan-home/pa-cp-pharmacy.html?rfid=UHCCP
https://www.uhcprovider.com/en/health-plans-by-state/pennsylvania-health-plans/pa-comm-plan-home/pa-cp-pharmacy.html?rfid=UHCCP
https://www.uhcprovider.com/en/health-plans-by-state/pennsylvania-health-plans/pa-comm-plan-home/pa-cp-pharmacy.html?rfid=UHCCP
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Approval Length 1 month(s)  

Guideline Type Administrative  

 
 

Approval Criteria    
 
1 - Medical necessity rationale provided for why the member requires 5 or more fills of the 
same drug or drug class within a month.   
Notes  *If deemed medically necessary, longer authorization duration is perm

itted 

 

Product Name:Quantity Limit, Prescription Limit  

Diagnosis Topical products exceeding the allowable package size per fill OR the 
allowable quantity per month  

Approval Length 12 month(s)  

Guideline Type Administrative  

 
 

Approval Criteria    
 
1 - The physician attests that a larger quantity is needed for treatment of a larger surface 
area.   

 

2 .  Revision History  
 

Date  Notes  

11/6/2025  Added Nevada Formulary  
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Qutenza (capsaicin) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-422548  

Guideline Name Qutenza (capsaicin)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Qutenza  

Approval Length 3 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of ONE of the following:  

• Neuropathic pain associated with postherpetic neuralgia  
• Neuropathic pain associated with diabetic peripheral neuropathy (DPN) of the feet  
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AND 

 
2 - History of failure or intolerance to over-the-counter capsaicin   

 

Product Name:Qutenza  

Approval Length 3 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - At least three months have transpired since the last Qutenza application/administration  

 
AND 

 
2 - The patient experienced pain relief with a prior course of therapy  

 
AND 

 
3 - The patient is experiencing a return of neuropathic pain   

 

2 .  Revision History  
 

Date  Notes  

10/22/2025  New program  
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Radicava ORS 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-442209  

Guideline Name Radicava ORS  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Pennsylvania (ACUPA)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Radicava ORS  

Approval Length 12 month(s)  
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Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - BOTH of the following:  
 
 1.1 Patient has been established on therapy with edaravone for amyotrophic lateral sclerosis 
(ALS) under an active UnitedHealthcare medical benefit prior authorization  

 
AND 

 
 1.2 ALL of the following:  
 
  1.2.1 Diagnosis of ALS  

 
AND 

 
  1.2.2 Prescribed by, or in consultation with, a neurologist with expertise in the diagnosis of 
ALS  

 
AND 

 
  1.2.3 Patient is currently receiving edaravone therapy  

 
AND 

 
  1.2.4 Patient is not dependent on invasive ventilation  

 
OR 

 
2 - ALL of the following:  
 
 2.1 Submission of medical records (e.g., chart notes, previous medical history, diagnostic 
testing including: imaging, nerve conduction studies, laboratory values) to support the 
diagnosis of ALS  
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AND 

 
 2.2 Prescribed by, or in consultation with, a neurologist with expertise in the diagnosis of ALS  

 
AND 

 
 2.3 Submission of the most recent ALS Functional Rating Scale-Revised (ALSFRS-R) score 
confirming that the patient has scores greater than or equal to 2 in all items of the ALSFRS-R 
criteria at the start of treatment  

 
AND 

 
 2.4 Submission of medical records (e.g., chart notes, laboratory values) confirming that the 
patient has a % forced vital capacity (%FVC) greater than or equal to 80% at the start of 
treatment   

 

Product Name:Radicava ORS  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of amyotrophic lateral sclerosis (ALS)  

 
AND 

 
2 - Prescribed by, or in consultation with, a neurologist with expertise in the diagnosis of ALS  

 
AND 

 
3 - Patient is currently receiving Radicava ORS therapy  
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AND 

 
4 - Patient is not dependent on invasive ventilation   

 

2 .  Revision History  
 

Date  Notes  

11/6/2025  Added Nevada Formulary  

 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 639 

Ravicti 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-442210  

Guideline Name Ravicti  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Ravicti  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of urea cycle disorders (UCDs)  

 
AND 

 
2 - Patient does not have N-acetylglutamate synthase (NAGS) deficiency  

 
AND 

 
3 - Inadequate response to ONE of the following:  

• Dietary protein restriction  
• Amino acid supplementation  

 
AND 

 
4 - Will be used concomitantly with dietary protein restriction and, in some cases, dietary 
supplements (e.g., essential amino acids, arginine, citrulline, protein-free calorie supplements)  

 
AND 

 
5 - ONE of the following:  
 
 5.1 BOTH of the following:  
 
  5.1.1 Failure to sodium phenylbutyrate (Buphenyl) as confirmed by claims history or 
submission of medical records*  

 
AND 

 
  5.1.2 Submission of medical records (e.g., chart notes, laboratory values) documenting ONE 
of the following while on sodium phenylbutyrate  
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• Fasting ammonia level greater than 0.5 ULN  
• Any ammonia level (fasting/non-fasting) above the ULN  

 
OR 

 
 5.2 History of intolerance or contraindication to sodium phenylbutyrate (Buphenyl) (please 
specify contraindication or intolerance)*  

 
OR 

 
 5.3 Patient is currently on Ravicti therapy   
Notes  *UHC generally does not consider frequency of dosing and/or lack of 

compliance to dosing regimens an indication of medical necessity 

 

Product Name:Ravicti  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Ravicti therapy  

 
AND 

 
2 - Patient is actively on dietary protein restriction and, in some cases, dietary supplements 
(e.g., essential amino acids, arginine, citrulline, protein-free calorie supplements)   

 

2 .  Revision History  
 

Date  Notes  

11/6/2025  Added Nevada Formulary  
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Rayaldee (calcifediol) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-390215  

Guideline Name Rayaldee (calcifediol)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Rayaldee  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is greater than or equal to 18 years of age  

 
AND 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 644 

 
2 - Patient has a diagnosis of secondary hyperparathyroidism (HPT)  

 
AND 

 
3 - Patient has BOTH of the following:  
 
 3.1 Serum total 25-hydroxyvitamin D level less than 30 ng/mL (nanograms/milliliter)  

 
AND 

 
 3.2 Serum corrected total calcium below 9.8 mg/dL (milligrams/deciliter)  

 
AND 

 
4 - Patient has chronic kidney disease (CKD) Stage 3 or 4  

 
AND 

 
5 - Patient does NOT have CKD Stage 5 or end stage renal disease (ESRD) on dialysis  

 
AND 

 
6 - Patient has a history of failure, contraindication, or intolerance to an adequate trial of ALL 
of the following:  

• Calcitriol  
• Doxercalciferol  
• Paricalcitol  

 
AND 

 
7 - Prescribed by or in consultation with a nephrologist or endocrinologist   

 

Product Name:Rayaldee  
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Approval Length 6 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient has demonstrated positive response to treatment as defined by increase in serum 
total 25-hydroxyvitamin D level and/or decrease in intact parathyroid hormone (iPTH)  

 
AND 

 
2 - Prescribed by or in consultation with a nephrologist or endocrinologist   

 

2 .  Revision History  
 

Date  Notes  

9/10/2025  New program.  
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Rayos (prednisone delayed release), Eohilia (budesonide oral suspension) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-458406  

Guideline Name Rayos (prednisone delayed release), Eohilia (budesonide oral 
suspension)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Rayos  

Approval Length Initial authorization length is 3 months; Reauthorization length is 12 
months  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The requested medication is being used for an FDA (Food and Drug Administration) 
approved indication  
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AND 

 
2 - Documentation of an inadequate response or adverse reaction to generic prednisone 
immediate-release tablets   

 

Product Name:Eohilia  

Approval Length 12 Week(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is 11 years of age or older  

 
AND 

 
2 - Patient has a documented diagnosis of Eosinophilic Esophagitis (EoE)  

 
AND 

 
3 - Patient has experienced an inadequate response to at least an 8-week trial of proton pump 
inhibitor (PPI), unless contraindicated or not tolerated  

 
AND 

 
4 - Both of the following:  

• The requested medication is being dosed per FDA-(Food and Drug Administration) 
label  

• The patient has not exceeded a maximum 12-week course  

 
AND 
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5 - The requested medication is prescribed by, or in consultation with, an 
allergist/immunologist or gastroenterologist   

 

2 .  Revision History  
 

Date  Notes  

12/8/2025  Added Eohilia  
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Rectiv 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-438188  

Guideline Name Rectiv  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Michigan (ACUMI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Rectiv ointment, generic nitroglycerin ointment  

Diagnosis Pain Associated with Chronic Anal Fissures  
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Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of moderate to severe pain associated with chronic anal fissures   

 

2 .  Revision History  
 

Date  Notes  

11/5/2025  
Combined formularies - added MI, NV, VA, IN, NE, NM. No clinical ch

anges.  
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Repository Corticotropins 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-442211  

Guideline Name Repository Corticotropins  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Acthar, Cortrophin  

Diagnosis Infantile spasm (i.e., West Syndrome)*  

Approval Length 1 month(s)  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of infantile spasms (i.e., West Syndrome)*  

 
AND 

 
2 - Patient is less than 2 years old   
Notes  *Acthar gel and Cortrophin gel are not medically necessary for treatm

ent of acute exacerbations of multiple sclerosis. See Background for 
more information. 

 

Product Name:Acthar, Cortrophin  

Diagnosis Opsoclonus-myoclonus syndrome (i.e., Kinsbourne Syndrome)*  

Approval Length 3 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of opsoclonus-myoclonus syndrome (i.e., Kinsbourne Syndrome)*  

 
AND 

 
2 - If the request is for Acthar gel, provider submits documentation of reason or special 
circumstance patient cannot use Cortrophin Gel   
Notes  *Acthar gel and Cortrophin gel are not medically necessary for treatm

ent of acute exacerbations of multiple sclerosis. See Background for 
more information. 

 

 

2 .  Background  
 

Benefit/Coverage/Program Information  
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More Information:  

The Acthar Gel and Purified Cortrophin Gel package inserts have listed other conditions in 

which it may be used.  UHCP has determined that use of Acthar Gel and Purified Cortrophin 

Gel is not medically necessary for treatment of the following disorders and diseases: multiple 

sclerosis; rheumatic; collagen; dermatologic; allergic states; ophthalmic; respiratory; and 

edematous state. 

 

 

3 .  Revision History  
 

Date  Notes  

11/6/2025  Added Nevada Formulary  
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Respirator and Allergy Biologics 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-404255  

Guideline Name Respirator and Allergy Biologics  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Xolair  

Diagnosis Moderate to severe persistent asthma  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of moderate to severe persistent asthma  

 
AND 
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2 - The patient is 6 years of age or older  

 
AND 

 
3 - The patient has a history of a positive skin test or radioallergosorbent (RAST) test to a 
perennial aeroallergen  

 
AND 

 
4 - Prescribed by one of the following:  

• Pulmonologist  
• Allergist/Immunologist  

 
AND 

 
5 - The patient has had an inadequate response, adverse reaction, or contraindication to 
inhaled, corticosteroids  

 
AND 

 
6 - The patient has had an inadequate response, adverse reaction, or contraindication to a 
leukotriene receptor antagonist  

 
AND 

 
7 - The patient has a pretreatment serum total Immunoglobulin E (IgE) level between 30 
international unit (IU)/milliliter (mL) and 700 IU/mL  

 
AND 

 
8 - The patient's current weight is recorded (please document patient weight)  
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AND 

 
9 - The requested dose is appropriate for the patient’s pre-treatment serum IgE and body 
weight per Table 1 in background  

 
AND 

 
10 - The patient will NOT use the requested antiasthmatic monoclonal antibody in 
combination with other antiasthmatic monoclonal antibodies  

 
AND 

 
11 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:Xolair  

Diagnosis Chronic idiopathic urticaria (CIU)  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of chronic idiopathic urticaria (CIU)  

 
AND 

 
2 - The patient is 12 years of age or older  

 
AND 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 657 

 
3 - The patient has had an inadequate response, adverse reaction, or contraindication to two 
different oral second-generation antihistamines  

 
AND 

 
4 - The patient has had an inadequate response, adverse reaction, or contraindication to an 
oral second-generation antihistamine in combination with a leukotriene receptor antagonist  

 
AND 

 
5 - Prescribed by, or documentation that consultation regarding diagnosis and treatment 
recommendations was done by, one of the following:  

• Allergist/immunologist  
• Dermatologist  
• Rheumatologist  

 
AND 

 
6 - One of the following:  
 
 6.1 The request is for initiation of therapy and the dose will be 150 mg every four weeks  

 
OR 

 
 6.2 The request is for initiation of therapy and the dose will be 300 mg every four weeks, and 
submission of medical records confirming clinical rationale for starting therapy at 300 mg 
every four weeks  

 
OR 

 
 6.3 The request is for continuation of therapy and the dose will be 150 mg or 300 mg every 
four weeks  

 
AND 
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7 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:Xolair  

Diagnosis Nasal Polyps (NP)  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of Nasal Polyps (NP)  

 
AND 

 
2 - The patient is 18 years of age or older  

 
AND 

 
3 - The patient has had an inadequate response, adverse reaction, or contraindication to at 
least 2 months of therapy with an intranasal corticosteroid  

 
AND 

 
4 - Prescribed by, or documentation that consultation regarding diagnosis and treatment 
recommendations was done by, one of the following:  

• Allergist/immunologist  
• Dermatologist  
• Rheumatologist  

 
AND 
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5 - One of the following:  
 
 5.1 The patient will continue intranasal corticosteroid treatment along with omalizumab 
therapy  

 
OR 

 
 5.2 The prescriber has provided valid medical rationale for not continuing intranasal 
corticosteroid treatment along with omalizumab therapy (please document rationale)  

 
OR 

 
 5.3 The request is for continuation of therapy and there is documentation of a positive clinical 
response to therapy (e.g., reduction in NP score [NPS; 0-8 scale], improvement in nasal 
congestion/obstruction score [NCS; 0-3 scale])  

 
AND 

 
6 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:Nucala, Cinqair  

Diagnosis Severe eosinophilic-phenotype asthma  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of severe eosinophilic-phenotype asthma  

 
AND 
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2 - One of the following:  

• For Nucala requests, patient is 6 years of age or older  
• For Cinqair requests, patient is 18 years of age or older  

 
AND 

 
3 - Prescribed by one of the following:  

• Pulmonologist  
• Allergist/Immunologist  

 
AND 

 
4 - The patient is uncontrolled on current therapy including high dose corticosteroid and/or on 
a secondary asthma inhaler  

 
AND 

 
5 - There is documentation of the patient’s vaccination status  

 
AND 

 
6 - The requested dose meets one of the following:  

• For Nucala requests: 100 mg subcutaneously every four weeks  
• For Cinqair requests: 3 mg/kg (milligrams/kilogram) via IV (intravenous) infusion of 20 

to 50 minutes every four weeks  

 
AND 

 
7 - The patient will NOT use the requested antiasthmatic monoclonal antibody in combination 
with other antiasthmatic monoclonal antibodies  

 
AND 
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8 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:Nucala, Fasenra  

Diagnosis Eosinophilic Granulomatosis with Polyangiitis (EGPA)  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of Eosinophilic Granulomatosis with Polyangiitis (EGPA)  

 
AND 

 
2 - Patient is 18 years of age or older  

 
AND 

 
3 - The patient’s disease has relapsed or is refractory to standard of care therapy (i.e. 
corticosteroid treatment with or without immunosuppressive therapy)  

 
AND 

 
4 - The patient is currently receiving corticosteroid therapy  

 
AND 

 
5 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
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• Rheumatologist  
• Allergist/Immunologist  

 
 

Product Name:Nucala, Fasenra  

Diagnosis Eosinophilic Granulomatosis with Polyangiitis (EGPA)  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to therapy (e.g. increase in remission time)  

 
AND 

 
2 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
• Rheumatologist  
• Allergist/Immunologist  

 
 

Product Name:Nucala  

Diagnosis Hypereosinophilic Syndrome (HES)  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of uncontrolled Hypereosinophilic Syndrome (HES) for at least 
6 months defined by both of the following:  
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• History of at least 2 flares over the past 12 months  
• Baseline (pre-treatment) blood eosinophil count greater than or equal to 1,000 

cells/mL (cells/milliliter)  

 
AND 

 
2 - Patient is 12 years of age or older  

 
AND 

 
3 - There is no identifiable non-hematologic secondary cause of the HES  

 
AND 

 
4 - Patient does NOT have FIP1L1-PDGFRa kinase-positive HES  

 
AND 

 
5 - Patient is currently receiving a stable dose of background HES therapy (e.g., episodic oral 
corticosteroids, immunosuppressive, or cytotoxic therapy)  

 
AND 

 
6 - Prescribed by, or in consultation with, one of the following:  

• Allergist  
• Immunologist  
• Pulmonologist  
• Rheumatologist  

 
 

Product Name:Nucala  

Diagnosis Hypereosinophilic Syndrome (HES)  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to therapy (e.g., decreased number of flares, 
improved fatigue, reduced corticosteroids requirements, and decreased eosinophil levels)  

 
AND 

 
2 - Prescribed by, or in consultation with, one of the following:  

• Allergist  
• Immunologist  
• Pulmonologist  
• Rheumatologist  

 
 

Product Name:Nucala  

Diagnosis Chronic Rhinosinusitis with NP (CRSwNP)  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of Chronic Rhinosinusitis with NP (CRSwNP)  

 
AND 

 
2 - Patient is 18 years of age or older  

 
AND 
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3 - Unless contraindicated, the patient has had an inadequate response to at least two 
months of treatment with an intranasal corticosteroid  

 
AND 

 
4 - The requested medication will be used as add-on medication to maintenance therapy (e.g. 
intranasal corticosteroid, saline nasal irrigations, systemic corticosteroids, antibiotics)   

 

Product Name:Nucala  

Diagnosis Chronic Rhinosinusitis with NP (CRSwNP)  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of Chronic Rhinosinusitis with NP (CRSwNP)  

 
AND 

 
2 - Patient is 18 years of age or older  

 
AND 

 
3 - The requested medication will be used as add-on medication to maintenance therapy (e.g. 
intranasal corticosteroid, saline nasal irrigations, systemic corticosteroids, antibiotics)  

 
AND 

 
4 - Documentation of positive clinical response to Nucala (mepolizumab)   

 

Product Name:Fasenra  
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Diagnosis Severe eosinophilic phenotype asthma  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of severe eosinophilic phenotype asthma  

 
AND 

 
2 - The patient is 6 years of age or older  

 
AND 

 
3 - The requested medication is dosed per FDA (Food and Drug Administration) label based 
on age and weight  

 
AND 

 
4 - One of the following:  

• Patient has had at least one or more asthma exacerbations requiring systemic 
corticosteroids within the past 12 months  

• Any prior intubation for an asthma exacerbation  
• Prior asthma-related hospitalization within the past 12 months  

 
AND 

 
5 - One of the following:  
 
 5.1 Patient is currently being treated with one of the following:  

• Both a high-dose ICS (inhaled corticosteroid) [e.g., greater than 500 micrograms 
(mcg) fluticasone propionate equivalent/day] and an additional asthma controller 
medication [e.g., leukotriene receptor antagonist, LABA (long-acting beta-agonist), 
theophylline]  
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• One maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 
propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
OR 

 
 5.2 Patient has a contraindication or intolerance to all of the following:  

• High-dose ICS (e.g., greater than 500 mcg fluticasone propionate equivalent/day)  
• Asthma controller medication (e.g., leukotriene receptor antagonist, LABA, 

theophylline)  
• Maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 

propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
AND 

 
6 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
• Allergy/Immunology specialist  

 
AND 

 
7 - The patient will NOT use the requested antiasthmatic monoclonal antibody in combination 
with other antiasthmatic monoclonal antibodies   

 

Product Name:Fasenra  

Diagnosis Severe eosinophilic phenotype asthma  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - There is documentation of a positive clinical response (e.g., reduction in exacerbation)  
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AND 

 
2 - One of the following:  
 
 2.1 Patient is currently being treated with one of the following:  

• Both an ICS (inhaled corticosteroid) and an additional asthma controller medication 
[e.g., leukotriene receptor antagonist, LABA (long-acting beta-agonist), theophylline]  

• A combination ICS/LABA product [e.g., Advair (fluticasone propionate/salmeterol), 
Dulera (mometasone/formoterol), Symbicort (budesonide/ formoterol)]  

 
OR 

 
 2.2 Patient has a contraindication or intolerance to all of the following:  

• ICS  
• Asthma controller medication (e.g., leukotriene receptor antagonist, LABA, 

theophylline)  
• Combination ICS/LABA product [e.g., Advair (fluticasone propionate/salmeterol), 

Dulera (mometasone/formoterol), Symbicort (budesonide/ formoterol)]  

 
AND 

 
3 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
• Allergy/Immunology specialist  

 
 

Product Name:Dupixent  

Diagnosis Moderate to severe atopic dermatitis  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - The patient has a diagnosis of moderate to severe atopic dermatitis  

 
AND 

 
2 - Prescribed by, or in consultation with, one of the following:  

• Dermatologist  
• Allergy/Immunologist  
• Otolaryngologist  

 
AND 

 
3 - One of the following:  
 
 3.1 Trial and failure contraindication or intolerance to one medium to high potency topical 
corticosteroid (e.g. betamethasone, triamcinolone)  

 
OR 

 
 3.2 Trial and failure or intolerance to one of the following, unless the patient is not a 
candidate for therapy (e.g. immunocompromised):  

• Elidel (pimecrolimus) topical cream  
• Tacrolimus topical ointment  

 
 

Product Name:Dupixent  

Diagnosis Moderate to severe atopic dermatitis  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - There is documentation of a positive clinical response to therapy  
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AND 

 
2 - Prescribed by, or in consultation with, one of the following:  

• Dermatologist  
• Allergy/Immunologist  
• Otolaryngologist  

 
 

Product Name:Dupixent  

Diagnosis Asthma  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - One of the following:  
 
 1.1 The patient is currently dependent on oral corticosteroids for the treatment of asthma and 
one of the following:  

• One or more asthma exacerbations requiring systemic corticosteroids within the past 
12 months  

• Any prior intubation for an asthma exacerbation  
• Prior asthma-related hospitalization within the past 12 months  

 
OR 

 
 1.2 Asthma is an eosinophilic phenotype as defined by a baseline (pre-treatment) peripheral 
blood eosinophil level greater than or equal to 150 cells per microliter and both of the 
following:  
 
  1.2.1 One of the following:  

• One or more asthma exacerbations requiring systematic corticosteroid within the past 
12 months  

• Any prior intubation for an asthma exacerbation  
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• Prior asthma-related hospitalization within the past 12 months  

 
AND 

 
  1.2.2 One of the following:  
 
   1.2.2.1 Patient is currently being treated with one of the following: 

• Both a high-dose ICS (inhaled corticosteroid) (e.g., greater than 500 mcg fluticasone 
propionate equivalent/day) and an additional asthma controller medication [e.g., 
leukotriene receptor antagonist, LABA (long-acting beta-agonist), theophylline]  

• One maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 
propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
OR 

 
   1.2.2.2 Patient has a contraindication or intolerance to all of the following: 

• High-dose ICS (e.g., greater than 500 mcg fluticasone propionate equivalent/day)  
• Asthma controller medication (e.g., leukotriene receptor antagonist, LABA, 

theophylline)  
• Maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 

propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
AND 

 
2 - The patient is 6 years of age or older  

 
AND 

 
3 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
• Allergy/Immunology specialist  

 
 

Product Name:Dupixent  
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Diagnosis Asthma  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - There is documentation of a positive clinical response to therapy  

 
AND 

 
2 - One of the following:  
 
 2.1 Patient is currently being treated with one of the following:  

• Both an ICS (inhaled corticosteroid) and an additional asthma controller medication 
[e.g., leukotriene receptor antagonist, LABA (long-acting beta-agonist), theophylline]  

• One maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 
propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
OR 

 
 2.2 Patient has a contraindication or intolerance to all of the following:  

• ICS  
• Asthma controller medication (e.g., leukotriene receptor antagonist, LABA, 

theophylline)  
• One maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 

propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
AND 

 
3 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
• Allergy/Immunology specialist  
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Product Name:Dupixent  

Diagnosis Chronic Rhinosinusitis with NP (CRSwNP)  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of Chronic Rhinosinusitis with NP (CRSwNP)  

 
AND 

 
2 - Patient is 12 years of age or older  

 
AND 

 
3 - Unless contraindicated, the patient has had an inadequate response to at least two 
months of treatment with an intranasal corticosteroid (e.g., fluticasone, mometasone) (Please 
document drug(s), dose, duration, and date of trial)  

 
AND 

 
4 - The requested medication will NOT be used in combination with another agent for 
CRSwNP  

 
AND 

 
5 - Prescribed by, or in consultation with, an allergist/immunologist/otolaryngologists/ENTs   

 

Product Name:Dupixent  

Diagnosis Chronic Rhinosinusitis with NP (CRSwNP)  

Approval Length 12 month(s)  
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Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to the requested therapy  

 
AND 

 
2 - The requested medication will NOT be used in combination with another agent for 
CRSwNP  

 
AND 

 
3 - Prescribed by, or in consultation with, an allergist/immunologist/otolaryngologists/ENTs   

 

Product Name:Dupixent  

Diagnosis Eosinophilic Esophagitis (EoE)  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of Eosinophilic Esophagitis (EoE)  

 
AND 

 
2 - Patient is 1 year of age or older  

 
AND 
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3 - Patient weighs at least 15 kg (kilograms)  

 
AND 

 
4 - The requested medication is dosed per FDA (Food and Drug Administration) label based 
on age and weight  

 
AND 

 
5 - Prescribed by, or in consultation with an, allergist or gastroenterologist  

 
AND 

 
6 - Patient did not respond clinically to treatment with a topical glucocorticosteroid or proton 
pump inhibitor   

 

Product Name:Dupixent  

Diagnosis Eosinophilic Esophagitis (EoE)  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to requested therapy  

 
AND 

 
2 - Prescribed by, or in consultation with an, allergist or gastroenterologist   

 

Product Name:Dupixent  

Diagnosis Prurigo Nodularis (PN)  
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Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of Prurigo Nodularis (PN)  

 
AND 

 
2 - Patient is 18 years of age or older  

 
AND 

 
3 - Prescribed by, or in consultation with, one of the following:  

• Dermatologist  
• Allergist  
• Immunologist  

 
 

Product Name:Dupixent  

Diagnosis Prurigo Nodularis (PN)  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to requested therapy  

 
AND 
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2 - Prescribed by, or in consultation with, one of the following:  

• Dermatologist  
• Allergist  
• Immunologist  

 
 

Product Name:Dupixent  

Diagnosis Chronic Obstructive Pulmonary Disease (COPD)  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient has confirmed diagnosis of inadequately controlled Chronic Obstructive Pulmonary 
Disease (COPD) with eosinophilic phenotype, defined by both of the following:  

• History of greater than or equal to 2 moderate or greater than or equal to 1 severe 
exacerbations within the past 12 months  

• Blood eosinophil count greater than or equal to 300 cells/microliter  

 
AND 

 
2 - Patient is 18 years of age or older  

 
AND 

 
3 - Inadequate response, intolerable adverse effects, or contraindications to at least a 3-
month trial of all of the following treatments:  

• LABA (long-acting beta-agonist)  
• LAMA (long-acting muscarinic antagonist/anticholinergic)  
• ICS (inhaled corticosteroid) [Note: trial of double therapy (LABA plus LAMA) permitted 

if ICS is contraindicated]  
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AND 

 
4 - Patient will continue to receive maintenance therapy concomitantly with the requested 
medication  

 
AND 

 
5 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
• Allergist/immunologist  

 
 

Product Name:Dupixent  

Diagnosis Chronic Obstructive Pulmonary Disease (COPD)  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to requested therapy  

 
AND 

 
2 - Patient continues to receive maintenance therapy concomitantly with the requested 
medication  

 
AND 

 
3 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
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• Allergist/immunologist  
 

 

Product Name:Tezspire  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of severe asthma  

 
AND 

 
2 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
• Allergist/immunologist  

 
AND 

 
3 - The patient is 12 years of age or older  

 
AND 

 
4 - One of the following:  
 
 4.1 Patient is currently being treated with one of the following:  

• Both a high-dose ICS (inhaled corticosteroid) [e.g., greater than 500 micrograms 
(mcg) fluticasone propionate equivalent/day] and an additional asthma controller 
medication [e.g., leukotriene receptor antagonist, LABA (long-acting beta-agonist), 
theophylline]  

• One maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 
propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  
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OR 

 
 4.2 Patient has a contraindication or intolerance to all of the following:  

• High-dose ICS (e.g., greater than 500 mcg fluticasone propionate equivalent/day)  
• Asthma controller medication (e.g., leukotriene receptor antagonist, LABA, 

theophylline)  
• Maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 

propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
AND 

 
5 - One of the following:  

• Patient has had at least one or more asthma exacerbations requiring systemic 
corticosteroids within the past 12 months  

• Any prior intubation for an asthma exacerbation  
• Prior asthma-related hospitalization within the past 12 months  

 
AND 

 
6 - Medication will NOT be used in combination with other monoclonal antibodies for asthma 
treatment  

 
AND 

 
7 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:Tezspire  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of severe asthma  

 
AND 

 
2 - Prescribed by, or in consultation with, one of the following:  

• Pulmonologist  
• Allergist/immunologist  

 
AND 

 
3 - The patient is 12 years of age or older  

 
AND 

 
4 - One of the following:  
 
 4.1 Patient is currently being treated with one of the following:  

• Both a high-dose ICS (inhaled corticosteroid) [e.g., greater than 500 micrograms 
(mcg) fluticasone propionate equivalent/day] and an additional asthma controller 
medication [e.g., leukotriene receptor antagonist, LABA (long-acting beta-agonist, 
theophylline]  

• One maximally dosed combination ICS/LABA product [e.g., Advair (fluticasone 
propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
OR 

 
 4.2 Patient has a contraindication or intolerance to all of the following:  

• High-dose ICS (e.g., greater than 500 mcg fluticasone propionate equivalent/day)  
• Asthma controller medication (e.g., leukotriene receptor antagonist, LABA, 

theophylline)  
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• Maximally dosed combination ICS)/LABA product [e.g., Advair (fluticasone 
propionate/salmeterol), Dulera (mometasone/formoterol), Symbicort (budesonide/ 
formoterol)]  

 
AND 

 
5 - Medication will not be used in combination with other monoclonal antibodies for asthma 
treatment  

 
AND 

 
6 - Documentation of positive clinical response to therapy (e.g., reduction in exacerbations, 
improvement in FEV1, decreased use of rescue medications)   

 

Product Name:Adbry  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of moderate to severe atopic dermatitis  

 
AND 

 
2 - Prescribed by, or in consultation with, one of the following:  

• Dermatologist  
• Allergy/Immunologist  
• Otolaryngologist  

 
AND 

 
3 - One of the following:  



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 683 

 
 3.1 Trial and failure contraindication or intolerance to one medium to high potency topical 
corticosteroid (e.g. betamethasone, triamcinolone)  

 
OR 

 
 3.2 Trial and failure or intolerance to one of the following, unless the patient is not a 
candidate for therapy (e.g. immunocompromised):  

• Elidel (pimecrolimus) topical cream  
• Tacrolimus topical ointment  

 
 

Product Name:Adbry  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - There is documentation of a positive clinical response to therapy  

 
AND 

 
2 - Prescribed by, or in consultation with, one of the following:  

• Dermatologist  
• Allergy/Immunologist  
• Otolaryngologist  

 
 

 

2 .  Background  
 

Benefit/Coverage/Program Information  
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Table 1: Dosing for Xolair (omalizumab)  

Pre-

treatment 

Body Weight (kg) 

Serum IgE 

(IU/mL) 

30-60 >60-70 >70-90 >90-150 

≥30-100 150 mg 150 mg 150 mg 300 mg 

>100-200 300 mg 300 mg 300 mg 225 mg 

>200-300 300 mg 225 mg 225 mg 300 mg 

>300-400 225 mg 225 mg 300 mg   

>400-500 300 mg 300 mg 375 mg 

>500-600 300 mg 375 mg 
DO NOT 

DOSE 
>600-700 375 mg   

Every 2 Weeks Dosing 

Every 4 Weeks Dosing 
 

 

3 .  Revision History  
 

Date  Notes  

10/6/2025  New guideline  
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Rezdiffra 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-458413  

Guideline Name Rezdiffra  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Rezdiffra  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient has a diagnosis of Noncirrhotic metabolic dysfunction-associated steatohepatitis 
(MASH) with fibrosis stage 2 or 3 confirmed by submission of medical records of at least one 
of the following:  

• Liver biopsy  
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• Vibration-controlled transient elastography (VCTE) (e.g., FibroScan)  
• Magnetic resonance elastography (MRE)  

 
AND 

 
2 - Patient is at least 18 years of age  

 
AND 

 
3 - Patient does NOT have decompensated cirrhosis  

 
AND 

 
4 - The requested medication is prescribed by, or in consultation with, a gastroenterologist, 
hepatologist, or endocrinologist  

 
AND 

 
5 - One of the following:  

• Patient has inadequate response, intolerance, or contraindication to Wegovy 
(semaglutide) for MASH treatment  

• Specialist has submitted justification to reasonably expect Wegovy (semaglutide) to be 
ineffective for patient’s specific treatment  

 
AND 

 
6 - Prescriber attestation that the requested medication is being prescribed in conjunction with 
diet and exercise   

 

Product Name:Rezdiffra  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Documentation of positive clinical response to therapy  

 
AND 

 
2 - Patient is without any treatment-restricting adverse events (including hepatotoxicity or 
gallbladder related adverse reaction)  

 
AND 

 
3 - The requested medication is prescribed by, or in consultation with, a gastroenterologist, 
hepatologist, or endocrinologist   

 

2 .  Revision History  
 

Date  Notes  

12/8/2025  New guideline  
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Rezurock 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-448298  

Guideline Name Rezurock  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Michigan (ACUMI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Rezurock  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of chronic graft-versus-host disease (chronic GVHD)  

 
AND 

 
2 - History of failure of at least TWO prior lines of systemic therapy (e.g., corticosteroids, 
mycophenolate, tacrolimus, etc.) confirmed by claims history or submitted medical records   

 

Product Name:Rezurock  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Rezurock therapy   

 

2 .  Revision History  
 

Date  Notes  

11/12/2025  
Combined formularies including NV for eff 1/1/26. No changes to clini

cal criteria.  
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Riomet (metformin solution) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-418221  

Guideline Name Riomet (metformin solution)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Riomet, generic metformin solution  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is unable to have oral tablets appropriately administered   

 

2 .  Revision History  
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Date  Notes  

10/10/2025  1/1/2026 Implementation  
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Roctavian 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-422547  

Guideline Name Roctavian  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Roctavian  

Approval Length 30 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is 18 years of age or older  

 
AND 

 
2 - Prescribed by or in consultation with a hematologist  
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AND 

 
3 - The patient has a diagnosis of severe congenital factor VIII deficiency (e.g., pre-treatment 
factor VIII activity less than 1 IU/dL), as confirmed by blood coagulation testing  

 
AND 

 
4 - The patient is on a stable dose of regularly administered exogenous factor VIII for the 
prevention and control of bleeding episodes  

 
AND 

 
5 - The patient does not have an active infection, either acute (e.g., acute respiratory infection 
or acute hepatitis) or uncontrolled chronic (e.g., chronic active hepatitis B)  

 
AND 

 
6 - The patient does not have significant hepatic fibrosis (stage 3 or 4) or cirrhosis  

 
AND 

 
7 - The patient has not received prior hemophilia adeno-associated virus (AAV)-vector-based 
gene therapy*  

 
AND 

 
8 - The patient is AAV serotype 5 (AAV5) antibody negative as determined by an FDA-
approved or CLIA compliant test  

 
AND 

 
9 - The patient has been tested and found negative for active factor VIII inhibitors (e.g., results 
from a Bethesda assay or Bethesda assay with Nijmegen modification of under 0.6 Bethesda 
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Units (BU) on two consecutive occasions greater than or equal to 1 week apart within the past 
12 months) and is not receiving a bypassing agent (e.g., Feiba)  

 
AND 

 
10 - Prescriber attests to BOTH of the following:  
 
 10.1 Factor VIII activity will be monitored periodically post-administration  

 
AND 

 
 10.2 ONE of the following:  
 
  10.2.1 Patients with factor VIII activity levels greater than 5 IU/dL will discontinue routine 
prophylactic exogenous factor VIII  

 
OR 

 
  10.2.2 If factor VIII activity levels decrease and/or if bleeding is not controlled, prescriber will 
assess presence of factor VIII inhibitors, and assess the need for hemostatic prophylaxis   
Notes  *Limited to one treatment per lifetime 

 

2 .  Revision History  
 

Date  Notes  

10/22/2025  1/1/2026 Implementation  
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Sandostatin 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-442213  

Guideline Name Sandostatin  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania (ACUPA)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Washington (ACUWA, 

ACUWAAHE, ACUWAC)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Sandostatin, generic octreotide  
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Diagnosis Acromegaly  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of acromegaly  

 
AND 

 
2 - ONE of the following:  
 
 2.1 Inadequate response to ONE of the following:  

• Surgical resection  
• Pituitary irradiation  
• Dopamine agonist (e.g., bromocriptine, cabergoline) therapy  

 
OR 

 
 2.2 NOT a candidate for any of the following:  

• Surgical resection  
• Pituitary irradiation  
• Dopamine agonist (e.g., bromocriptine, cabergoline) therapy  

 
 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Meningioma  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of meningioma  

 
AND 

 
2 - Disease is surgically inaccessible  

 
AND 

 
3 - ONE of the following:  

• Disease is recurrent  
• Disease is progressive  

 
AND 

 
4 - Radiation is not possible   

 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Neuroendocrine and Adrenal Tumors  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient has a neuroendocrine tumor [i.e., carcinoid tumors, Islet cell tumors, gastrinomas, 
glucagonomas, insulinomas, lung tumors, somatostatinomas, tumors of the pancreas, GI 
(gastrointestinal) tract, lung and thymus, adrenal glands, and vasoactive intestinal 
polypeptidomas (VIPomas)]  

 
OR 

 
2 - BOTH of the following:  
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 2.1 ONE of the following:  

• Diagnosis of Pheochromocytoma or Paraganglioma  
• Well-differentiated grade 3 neuroendocrine tumor  

 
AND 

 
 2.2 Disease is ONE of the following:  

• Locally unresectable  
• Metastatic  

 
 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Neuroendocrine and Adrenal Tumors  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient does not show evidence of progressive disease while on the requested therapy  

 
OR 

 
2 - Documentation of positive clinical response (e.g., suppression of severe diarrhea, flushing, 
etc.) to the requested therapy   

 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Thymoma or Thymic Carcinoma  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of thymoma or thymic carcinoma  

 
AND 

 
2 - ONE of the following:  
 
 2.1 Used as a second-line therapy for ONE of the following:  

• Unresectable locally advanced disease  
• Solitary metastasis or ipsilateral pleural metastasis  
• Extrathoracic metastatic disease  

 
OR 

 
 2.2 BOTH of the following:  
 
  2.2.1 Used as first line therapy for ONE of the following:  

• Potentially resectable locally advanced disease  
• Potentially resectable solitary metastasis or ipsilateral pleural metastasis  
• Consideration following surgery for solitary metastasis or ipsilateral pleural metastasis  
• Medically inoperable/unresectable solitary metastasis or ipsilateral pleural metastasis  
• Extrathoracic metastatic disease  
• Postoperative treatment for thymoma after R2 resection  
• Preoperative systemic therapy for surgically resectable disease if R0 resection 

uncertain  

 
AND 

 
  2.2.2 Patient is unable to tolerate first-line combination regimens   

 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Meningioma, Thymoma or Thymic Carcinoma  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient does not show evidence of progressive disease while on the requested therapy   

 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Malignant Bowel Obstruction  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of malignant bowel obstruction  

 
AND 

 
2 - Gut function cannot be maintained   

 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Chemotherapy- and/or Radiation-Induced Diarrhea  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of diarrhea due to concurrent cancer chemotherapy and/or radiation  
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AND 

 
2 - ONE of the following:  
 
 2.1 Presence of Grade 3 or 4 severe diarrhea  

 
OR 

 
 2.2 Patient is in palliative or end of life care   

 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Bleeding Gastroesophageal Varices  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of bleeding gastroesophageal varices associated with liver disease   

 

Product Name:Brand Sandostatin, generic octreotide  

Diagnosis NCCN Recommended Regimens  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Use is supported by The National Comprehensive Cancer Network (NCCN) Drugs and 
Biologics Compendium   
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Product Name:Brand Sandostatin, generic octreotide  

Diagnosis Acromegaly, Malignant Bowel Obstruction, Chemotherapy- and/or 
Radiation-Induced Diarrhea, Bleeding Gastroesophageal Varices, 
NCCN Recommended Regimens  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to the requested therapy   

 

2 .  Revision History  
 

Date  Notes  

11/6/2025  Added Nevada Formulary  
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Saphnelo (anifrolumab-fnia) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-398288  

Guideline Name Saphnelo (anifrolumab-fnia)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Saphnelo  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is greater than or equal to 18 years of age  

 
AND 
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2 - Patient has a diagnosis of moderate to severe systemic lupus erythematosus (SLE)  

 
AND 

 
3 - Prescribed by or in consultation with a rheumatologist  

 
AND 

 
4 - Patient does NOT have any of the following exclusions to therapy:  

• Severe active central nervous system (CNS) lupus  
• Severe active lupus nephritis (LN)  

 
AND 

 
5 - Patient has failed to respond adequately to at least one standard therapy (e.g., 
antimalarials, corticosteroids, or immunosuppressives)  

 
AND 

 
6 - The medication will be used in combination with standard therapy (e.g., antimalarials, 
corticosteroids, non-steroidal anti-inflammatory drugs, immunosuppressives)  

 
AND 

 
7 - Patient does NOT have a clinically significant active infection  

 
AND 

 
8 - Patient will NOT receive a live or live-attenuated vaccine concurrently with treatment  

 
AND 
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9 - The medication will NOT be used in combination with other biologic therapies, including B-
cell targeted therapies (e.g., belimumab [Benlysta], voclosporin [Lupkynis], or 
cyclophosphamide)   

 

Product Name:Saphnelo  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Saphnelo therapy  

 
AND 

 
2 - Patient is greater than or equal to 18 years of age  

 
AND 

 
3 - Patient has a diagnosis of moderate to severe systemic lupus erythematosus (SLE)  

 
AND 

 
4 - Prescribed by or in consultation with a rheumatologist  

 
AND 

 
5 - Patient does NOT have any of the following exclusions to therapy:  

• Severe active central nervous system (CNS) lupus  
• Severe active lupus nephritis (LN)  
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AND 

 
6 - The medication will be used in combination with standard therapy (e.g., antimalarials, 
corticosteroids, non-steroidal anti-inflammatory drugs, immunosuppressives)  

 
AND 

 
7 - Patient does NOT have a clinically significant active infection  

 
AND 

 
8 - Patient will NOT receive a live or live-attenuated vaccine concurrently with treatment  

 
AND 

 
9 - The medication will NOT be used in combination with other biologic therapies, including B-
cell targeted therapies (e.g., belimumab [Benlysta], voclosporin [Lupkynis], or 
cyclophosphamide)   

 

2 .  Revision History  
 

Date  Notes  

9/22/2025  New program.  
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Savella 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-416254  

Guideline Name Savella  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Savella  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient a diagnosis of Fibromyalgia and/or Myalgia and Myositis, unspecified   

 

2 .  Revision History  
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Date  Notes  

10/7/2025  New guideline  

 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 709 

Sensipar 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-442214  

Guideline Name Sensipar  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Arizona (ACUAZ, ACUAZEC)  
• Medicaid - Community & State Michigan (ACUMI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Pennsylvania (ACUPA)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Sensipar, generic cinacalcet  
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Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Prescribed by or in consultation with an oncologist, endocrinologist, or nephrologist  

 
AND 

 
2 - ONE of the following:  
 
 2.1 BOTH of the following:  

• Diagnosis of secondary hyperparathyroidism with chronic kidney disease  
• Patient is on dialysis  

 
OR 

 
 2.2 Diagnosis of hypercalcemia with parathyroid carcinoma  

 
OR 

 
 2.3 ALL of the following:  

• Diagnosis of primary hyperparathyroidism (HPT)  
• Severe hypercalcemia [serum calcium level greater than 12.5 mg/dL 

(milligrams/deciliter)] due to primary HPT  
• Patient is unable to undergo parathyroidectomy  

 
 

Product Name:Brand Sensipar, generic cinacalcet  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Patient has experienced a reduction in serum calcium from baseline   

 

2 .  Revision History  
 

Date  Notes  

11/6/2025  Added Nevada Formulary  
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Short Acting Opioids 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-404230  

Guideline Name Short Acting Opioids  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:butorphanol nasal sol, codeine, acetaminophen w/codeine soln and tabs, 
Brand Fioricet/codeine, generic butalbital/acetaminophen/caffeine w/codeine, 
Ascomp/codeine, generic butalbital/aspirin/caffeine w/codeine, morphine supp, tabs and soln, 
hydrocodone/acetaminophen soln, Brand Xodol, generic hydrocodone/acetaminophen tabs, 
hydrocodone/ibuprofen, Brand Dilaudid, generic hydromorphone, oxycodone caps, soln and 
conc, Brand Roxicodone, generic oxycodone tabs, Brand Percocet, Prolate tabs and soln, 
Nalocet, Endocet, Oxycodone-acetaminophen soln and tabs, generic 
oxycodone/acetaminophen soln and tabs, oxymorphone, pentazocine w/naloxone, tramadol, 
Qdolo, Tramadol soln, Brand tramadol/acetaminophen, Nucynta, meperidine, levorphanol, 
Brand Trezix, generic acetaminophen/caffeine/dihydrocodeine, generic belladonna 
alkaloids/opium, opium, Apadaz, Benzhydrocodone/acetaminophen, Seglentis, Roxybond, 
Oxycodone abuse deterrent tabs  

Diagnosis Requests exceeding the 7 days' supply limit  

Approval Length For patients less than 18 years of age, approval length is 3 months; 
For patients greater than or equal to 18 years of age, approval length 
is 12 months  
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Guideline Type Quantity Limit  

 
 

Approval Criteria    
 
1 - One of the following:  
 
 1.1 The patient has filled an opioid in the past 45 days  

 
OR 

 
 1.2 All of the following:  

• The patient has chronic pain or requires an extended opioid therapy and is under the 
supervision of a licensed prescriber  

• Pain cannot be controlled through the use of non-opioid therapy [e.g., acetaminophen, 
NSAIDs (nonsteroidal anti-inflammatory drugs), antidepressants, anti-seizure 
medications, physical therapy, chiropractic treatment, etc.]  

• The lowest effective dose is being prescribed  
• A pain contract is on file  

 
OR 

 
 1.3 One of the following:  

• Patient has cancer/malignancy related pain  
• Patient is post-surgery with an anticipated prolonged recovery (greater than 3 months)  
• Patient is receiving palliative care, hospice or end-of-life care  
• Patient is residing in a long-term care facility  
• Patient is receiving treatment for HIV/AIDS (Human Immunodeficiency Virus/Acquired 

Immunodeficiency Syndrome)  
• Prescribed by, or in consultation with, a pain specialist  

 
 

Product Name:butorphanol nasal sol, codeine, acetaminophen w/codeine soln and tabs, 
Brand Fioricet/codeine, generic butalbital/acetaminophen/caffeine w/codeine, 
Ascomp/codeine, generic butalbital/aspirin/caffeine w/codeine, morphine supp, tabs and soln, 
hydrocodone/acetaminophen soln, Brand Xodol, generic hydrocodone/acetaminophen tabs, 
hydrocodone/ibuprofen, Brand Dilaudid, generic hydromorphone, oxycodone caps, soln and 
conc, Brand Roxicodone, generic oxycodone tabs, Brand Percocet, Prolate tabs and soln, 
Nalocet, Endocet, Oxycodone-acetaminophen soln and tabs, generic 
oxycodone/acetaminophen soln and tabs, oxymorphone, pentazocine w/naloxone, tramadol, 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 714 

Qdolo, Tramadol soln, Brand tramadol/acetaminophen, Nucynta, meperidine, levorphanol, 
Brand Trezix, generic acetaminophen/caffeine/dihydrocodeine, generic belladonna 
alkaloids/opium, opium, Apadaz, Benzhydrocodone/acetaminophen, Seglentis, Roxybond, 
Oxycodone abuse deterrent tabs  

Diagnosis Requests exceeding Morphine Milligram Equivalents (MME)  

Approval Length For patients less than 18 years of age, approval length is 3 months; 
For patients greater than or equal to 18 years of age, approval length 
is 12 months  

Guideline Type DUR  

 
 

Approval Criteria    
 
1 - One of the following:  
 
 1.1 All of the following:  

• The patient has chronic pain or requires an extended opioid therapy and is under the 
supervision of a licensed prescriber  

• Pain cannot be controlled through the use of non-opioid therapy [e.g., acetaminophen, 
NSAIDs (nonsteroidal anti-inflammatory drugs), antidepressants, anti-seizure 
medications, physical therapy, chiropractic treatment, etc.]  

• The lowest effective dose is being prescribed  
• A pain contract is on file  

 
OR 

 
 1.2 One of the following:  

• Patient has cancer/malignancy related pain  
• Patient is post-surgery with an anticipated prolonged recovery (greater than 3 months)  
• Patient is receiving palliative care, hospice, or end-of-life care  
• Patient is residing in a long-term care facility  
• Patient is receiving treatment for HIV/AIDS (Human Immunodeficiency Virus/Acquired 

Immunodeficiency Syndrome)  
• Prescribed by, or in consultation with, a pain specialist  

 
 

Product Name:codeine, acetaminophen w/codeine soln and tabs  

Approval Length For patients less than 18 years of age, approval length is 1 month; For 
patients greater than or equal to 18 years of age, approval length is 
12 months  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - One of the following:  
 
 1.1 Patient is 18 years of age or older  

 
OR 

 
 1.2 Patient is less than 18 years of age and all of the following:  
 
  1.2.1 Patient is 12 years of age or older  

 
AND 

 
  1.2.2 The lowest effective dose for the shortest period of time is being requested  

 
AND 

 
  1.2.3 The patient is not obese [BMI (body mass index) greater than 30 kilograms per square 
meter] and does not have obstructive sleep apnea or severe lung disease  

 
AND 

 
  1.2.4 The patient is not being prescribed the drug for post-surgical pain following a 
tonsillectomy and/or adenoidectomy  

 
AND 

 
2 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 
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Product Name:tramadol, Qdolo, Tramadol soln, Brand tramadol/acetaminophen  

Approval Length For patients less than 18 years of age, approval length is 1 month; For 
patients greater than or equal to 18 years of age, approval length is 
12 months  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - One of the following:  
 
 1.1 Patient is 18 years of age or older  

 
OR 

 
 1.2 Patient is less than 18 years of age and all of the following:  
 
  1.2.1 Patient is 12 years of age or older  

 
AND 

 
  1.2.2 The lowest effective dose for the shortest period of time is being requested  

 
AND 

 
  1.2.3 The patient is not obese [BMI (body mass index) greater than 30 kilograms per square 
meter] and does not have obstructive sleep apnea or severe lung disease  

 
AND 

 
  1.2.4 The patient is not being prescribed the drug for post-surgical pain following a 
tonsillectomy and/or adenoidectomy  

 
AND 
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  1.2.5 The requested dose does not exceed 200 mg/day (milligrams per day) and does not 
exceed a five-day supply  

 
AND 

 
2 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:butorphanol nasal sol, Brand Fioricet/codeine, generic 
butalbital/acetaminophen/caffeine w/codeine, Ascomp/codeine, generic 
butalbital/aspirin/caffeine w/codeine, morphine supp, tabs and soln, 
hydrocodone/acetaminophen soln, Brand Xodol, generic hydrocodone/acetaminophen tabs, 
hydrocodone/ibuprofen, Brand Dilaudid, generic hydromorphone, oxycodone caps, soln and 
conc, Brand Roxicodone, generic oxycodone tabs, Brand Percocet, Prolate tabs and soln, 
Nalocet, Endocet, Oxycodone-acetaminophen soln and tabs, generic 
oxycodone/acetaminophen soln and tabs, oxymorphone, pentazocine w/naloxone, Nucynta, 
meperidine, levorphanol, Brand Trezix, generic acetaminophen/caffeine/dihydrocodeine, 
generic belladonna alkaloids/opium, opium, Apadaz, Benzhydrocodone/acetaminophen, 
Seglentis, Roxybond, Oxycodone abuse deterrent tabs  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

2 .  Revision History  
 

Date  Notes  

10/8/2025  New guideline  
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Short-Acting Bronchodilators 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-416246  

Guideline Name Short-Acting Bronchodilators  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Ventolin, generic albuterol sulfate HFA, Brand and generic albuterol 
sulfate nebulizer, Airsupra, Proair Respiclick  

Approval Length 12 month(s)  

Guideline Type Quantity Limit  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of asthma  

 
AND 
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2 - One of the following:  

• The patient has been assessed for causes of asthma and external triggers have been 
removed or reduced where possible  

• If the patient is 18 years of age or less, the patient requires an additional inhaler unit 
for school or equivalent program  

 
 

Product Name:Brand Ventolin, generic albuterol sulfate HFA, Brand and generic albuterol 
sulfate nebulizer, Airsupra, Proair Respiclick  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:levalbuterol nebulizer solution, Xopenex HFA. Levalbuterol aer  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - One of the following:  

• The patient is experiencing side effects on one other beta-adrenergic agent of any 
formulation  

• The patient's cardiovascular status is considered to be in severe deteriorating 
condition  

 
 

2 .  Revision History  
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Date  Notes  

10/7/2025  New guideline  
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Sickle Cell 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-422484  

Guideline Name Sickle Cell  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Lyfgenia  

Approval Length 30 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is 12 years of age or older  

 
AND 
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2 - The patient has had genetic testing confirming diagnosis of severe sickle-cell disease 
(SCD) genotype (βS/βS or βS/βO or βS/β+)  

 
AND 

 
3 - The patient does not have disease with greater than 2 α-globin gene deletions  

 
AND 

 
4 - The patient has symptomatic disease with hydroxyurea or alternative approved agent 
unless contraindicated  

 
AND 

 
5 - The patient experienced greater than or equal to 4 vaso-occlusive events/crises 
(VOE/VOC) in the previous 24-months  

 
AND 

 
6 - Prescribed by or in consultation with a Hematologist  

 
AND 

 
7 - Prescriber attestation that the patient is a candidate for autologous hematopoietic stem cell 
transplant (HSCT)  

 
AND 

 
8 - The patient has not previously received any other SCD gene therapy, including the 
requested medication* (e.g. Casgevy)  

 
AND 

 
9 - The patient has been counseled and verbalized understanding that hematologic 
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malignancy (blood cancer) has occurred in clinical studies with Lyfgenia treatment (black box 
warning)  

 
AND 

 
10 - The patient does not have any of the following conditions:  
 
 10.1 Positive for presence of HIV-1 or HIV-2, HBV, HCV  

 
OR 

 
 10.2 Clinically significant and active bacterial, viral, fungal, or parasitic infection  

 
OR 

 
 10.3 Advanced liver disease  

 
OR 

 
 10.4 Inadequate bone marrow function as defined by an absolute neutrophil count of less 
than 1000/μL ( 

 
OR 

 
 10.5 Any history of severe cerebral vasculopathy (defined by overt or hemorrhagic stroke; 
abnormal transcranial Doppler [greater than or equal to 200 cm/sec] needing chronic 
transfusions, or occlusion or stenosis in the polygon of Willis; or presence of Moyamoya 
disease  

 
AND 

 
11 - Prescriber attestation that all necessary preparations prior to Lyfgenia administration will 
be followed per package insert (including scheduled transfusions to target required Hb and 
HbS levels and management of other concomitant medications   
Notes  *Max one treatment course per lifetime 
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Product Name:Casgevy  

Approval Length 30 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is greater than or equal to 12 years of age  

 
AND 

 
2 - Prescribed by or in consultation with Hematologist  

 
AND 

 
3 - Prescriber attestation that patient is candidate for autologous HSCT  

 
AND 

 
4 - The patient has not previously received an allogeneic transplant  

 
AND 

 
5 - The patient has not received other gene therapy for sickle-cell disease or beta-
thalassemia, including the requested medication* (e.g., Lyfgenia®, Zynteglo®)  

 
AND 

 
6 - The patient does not have any of the following conditions:  
 
 6.1 Positive for presence of HIV-1 or HIV-2, HBV, or HCV  

 
OR 
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 6.2 Clinically significant and active bacterial, viral, fungal, or parasitic infection  

 
OR 

 
 6.3 Advanced liver disease  

 
AND 

 
7 - If the request is for sickle cell disease (SCD) ALL of the following:  
 
 7.1 The patient has had genetic testing confirming diagnosis of severe SCD genotype (βS/βS 
or βS/βO or βS/β+)  

 
AND 

 
 7.2 The patient experienced greater than or equal to 2 VOE/VOC per year for the previous 
two years  

 
AND 

 
 7.3 The patient has symptomatic disease despite treatment with hydroxyurea or alternative 
approved agent (e.g., crizanlizumab, voxelotor), unless contraindicated  

 
AND 

 
 7.4 Prescriber attestation that all necessary preparations prior to Casgevy administration will 
be followed per package insert (including scheduled transfusions to target required Hb and 
HbS levels and discontinuation of disease modifying therapies)  

 
AND 

 
8 - If the request is for Transfusion-dependent beta-thalassemia (TDT) ALL of the following:  
 
 8.1 The patient has had genetic testing confirming diagnosis β-thalassemia  
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AND 

 
 8.2 The patient has transfusion-dependent disease defined as a history of transfusions of 
greater than or equal to 100 mL/kg/year or greater than or equal to 10 units/year of packed 
red blood cells (pRBCs) in the previous 2 years  

 
AND 

 
 8.3 The patient does not have severely elevated iron in the heart (i.e., recipients with cardiac 
T2 less than 10 msec by MRI or LVEF of, less than 45% by echocardiogram)  

 
AND 

 
 8.4 Prescriber attestation that all necessary preparations prior to Casgevy administration will 
be followed per package insert (including scheduled transfusions to target required Hb levels 
and discontinuation of disease modifying therapies)   
Notes  *Max 1 treatment course per lifetime 

 

2 .  Revision History  
 

Date  Notes  

10/20/2025  1/1/2026 Implementation  
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Signifor 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-438189  

Guideline Name Signifor  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Washington (ACUWA, 

ACUWAAHE, ACUWAC)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Signifor  
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Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of endogenous Cushing’s disease (i.e., hypercortisolism is not a result of 
chronic administration of high dose glucocorticoids)  

 
AND 

 
2 - One of the following:  

• Pituitary surgery has not been curative for the patient  
• Patient is not a candidate for pituitary surgery  

 
 

Product Name:Signifor  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Signifor therapy   

 

2 .  Revision History  
 

Date  Notes  

11/5/2025  
Combined formularies - added NV, VA, WA, IN, NE, NM. No clinical c

hanges.  
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Skyclarys (omaveloxolone) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-422490  

Guideline Name Skyclarys (omaveloxolone)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Skyclarys  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is at least 16 years of age  

 
AND 
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2 - The patient has a diagnosis of Friedreich’s ataxia as confirmed by molecular genetic 
testing and detection of biallelic pathogenic variant in the FXN gene and clinical signs and 
symptoms (e.g., ataxia, speech disturbance, sensory dysfunction, etc.) that is consistent with 
Friedreich’s ataxia  

 
AND 

 
3 - Prescribed by or in consultation with a neurologist, geneticist, or other specialist with 
advanced knowledge in treating Friedreich’s ataxia  

 
AND 

 
4 - The patient retains meaningful voluntary motor function (e.g., manipulate objects using 
upper extremities, ambulates)  

 
AND 

 
5 - The patient has baseline Modified Friedreich’s Ataxia Rating Scale (mFARS) score greater 
than 20 and less than 80  

 
AND 

 
6 - The patient's B-Type Natriuretic Peptide (BNP) is less than or equal to 200 pg/mL prior to 
initiating therapy and will be monitored periodically during treatment  

 
AND 

 
7 - Prescriber will assess both of the following prior to therapy initiation and periodically during 
therapy as recommended in the product label:  

• Liver function (ALT, AST, bilirubin)  
• Lipid parameter  

 
AND 

 
8 - The patient does not have severe hepatic impairment (Child-Pugh C)  
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AND 

 
9 - The patient has the ability to swallow capsules  

 
AND 

 
10 - If the patient has reproductive potential, they have been advised to use non-hormonal 
contraceptive method (e.g., non-hormonal intrauterine system, condoms) during Skyclarys 
therapy and for 28 days after discontinuation   

 

Product Name:Skyclarys  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient continues to meet the initial authorization criteria  

 
AND 

 
2 - The patient must have disease improvement as defined by stabilization or slowed 
progression of disease signs and symptoms (e.g., bulbar function, upper/lower limb 
coordination, upright stability) from pretreatment baseline  

 
AND 

 
3 - The patient has not experienced any treatment-restricting adverse effects (e.g., fluid 
overload, heart failure; ALT or AST greater than 5 times the Upper Limit of Normal (ULN) or 
greater than 3 times the ULN with signs of liver dysfunction)   

 

2 .  Revision History  
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Date  Notes  

10/20/2025  1/1/2026 Implementation  
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Sodium-Glucose Co-Transporter 2 (SGLT2) Inhibitors and Combinations 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-419220  

Guideline Name Sodium-Glucose Co-Transporter 2 (SGLT2) Inhibitors and 
Combinations  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:dapagliflozin (generic for Farxiga), dapagliflozin/metformin ER (generic for 
Xigduo XR), Inpefa, Invokamet XR, Segluromet, Steglatro, Steglujan, Trijardy XR  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - If the request is non-preferred, ONE of the following:  
 
 1.1 Both of the following:  

• The patient is using the requested medication for an antidiabetic indication  
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• The patient has tried and failed ONE preferred medication *  

 
OR 

 
 1.2 The patient has tried and failed TWO preferred medications *   
Notes  *PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

2 .  Revision History  
 

Date  Notes  

10/9/2025  New Implementation 1/1/2026  
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Sofdra 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-435272  

Guideline Name Sofdra  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Sofdra  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of primary axillary hyperhidrosis  

 
AND 

 
2 - ONE of the following:  
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 2.1 Failure to Xerac-AC as confirmed by claims history or submission of medical records  

 
OR 

 
 2.2 History of contraindication or intolerance to Xerac-AC (please specify contraindication or 
intolerance)   

 

2 .  Revision History  
 

Date  Notes  

11/4/2025  New guideline  
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Sohonos 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-438190  

Guideline Name Sohonos  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Sohonos  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of fibrodysplasia ossificans progressiva (FOP)  

 
AND 

 
2 - Diagnosis has been confirmed by the presence of a mutation in the activin receptor IA 
(ACVR1) gene  

 
AND 

 
3 - ONE of the following:  
 
 3.1 BOTH of the following:  

• Patient is female  
• Patient is 8 years of age or older  

 
OR 

 
 3.2 BOTH of the following:  

• Patient is male  
• Patient is 10 years of age or older  

 
AND 

 
4 - Sohonos is being used to reduce the volume of new heterotopic ossification (HO)  

 
AND 

 
5 - Prescribed by or in consultation with an FOP expert (e.g., endocrinologist, geneticist, 
pediatric orthopedist, pediatric rheumatologist)   
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Product Name:Sohonos  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response [e.g., reduction in new HO (heterotopic 
ossification) volume, improved CAJIS (Cumulative Analogue Joint Involvement Scale) and 
FOP-PFQ (Fibrodysplasia Ossificans Progressiva-Physical Function Questionnaire) scores, 
improved quality of life]  

 
AND 

 
2 - Prescribed by or in consultation with an FOP expert (e.g., endocrinologist, geneticist, 
pediatric orthopedist, pediatric rheumatologist)   

 

2 .  Revision History  
 

Date  Notes  

11/5/2025  
Combined formularies - added NV, VA, IN, NE, NM. No clinical chang

es.  
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Spinal Muscular Atrophy (SMA) Agents 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-380432  

Guideline Name Spinal Muscular Atrophy (SMA) Agents  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Evrysdi  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of Spinal Muscular Atrophy (SMA) type I, II, or III  

 
AND 
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2 - Patient has mutation or deletion of genes in chromosome 5q resulting in one of the 
following:  
 
 2.1 Homozygous gene deletion or mutation (e.g., homozygous deletion of exon 7 at locus 
5q13)  

 
OR 

 
 2.2 Compound heterozygous mutation (e.g., deletion of survival motor neuron 1 (SMN1) exon 
7 [allele 1] and mutation of SMN1 [allele 2])  

 
AND 

 
3 - Patient has at least two copies of SMN2  

 
AND 

 
4 - Patient is not dependent on invasive ventilation or tracheostomy and non- invasive 
ventilation beyond use for naps and nighttime sleep  

 
AND 

 
5 - One of the following:  
 
 5.1 Patient is less than 2 months of age requesting Evrysdi proactively to not delay access to 
initial therapy in recently diagnosed infants*  

 
OR 

 
 5.2 At least ONE of the following exams (based on the patient’s age and motor ability) have 
been conducted to establish baseline motor ability:  

• Hammersmith Infant Neurological Exam (HINE) (infant to early childhood)  
• Hammersmith Functional Motor Scale Expanded (HFMSE)  
• Upper Limb Module (ULM) Test (Non ambulatory)  
• Children’s Hospital of Philadelphia Infant Test of Neuromuscular Disorders (CHOP 

INTEND)  
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• Motor Function Measure 32 (MFM-32) Scale  

 
AND 

 
6 - Medication is prescribed by or in consultation with a neurologist with expertise in the 
diagnosis and treatment of SMA  

 
AND 

 
7 - Patient is not receiving concomitant chronic SMN (survival motor neuron) modifying 
therapy for the treatment of SMA (e.g. Spinraza)  

 
AND 

 
8 - One of the following:  
 
 8.1 Patient has not previously received gene replacement therapy for the treatment of SMA 
(e.g. Zolgensma)  

 
OR 

 
 8.2 Patient has previously received gene therapy for the treatment of SMA (e.g. Zolgensma) 
and the provider attests that there has been an inadequate response to gene therapy (e.g. 
sustained decrease in at least one motor test score over a period of six months)   
Notes  *Initial assessments shortly post-therapy can serve as baseline with re

spect to efficacy reauthorization assessment. 

 

Product Name:Evrysdi  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
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1 - Patient has documentation of positive clinical response to therapy from pretreatment 
baseline status as demonstrated by the most recent results from ONE of the following exams:  
 
 1.1 One of the following HINE-2 milestones:  
 
  1.1.1 Improvement or maintenance of previous improvement of at least a two-point (or 
maximal score) increase in ability to kick  

 
OR 

 
  1.1.2 Improvement or maintenance of previous improvement of at least a one-point increase 
in any other HINE-2 milestone (e.g., head control, rolling, sitting, crawling, etc.), excluding 
voluntary grasp  

 
OR 

 
  1.1.3 Patient exhibited improvement, or maintenance of previous improvement in more HINE 
motor milestones than worsening, from pretreatment baseline (net positive improvement)  

 
OR 

 
  1.1.4 The patient has achieved and maintained any new motor milestones when they would 
otherwise be unexpected to do so (e.g., sit unassisted, stand, walk)  

 
OR 

 
 1.2 One of the following HFMSE milestones:  
 
  1.2.1 Improvement or maintenance of a previous improvement of at least a three-point 
increase in score from pretreatment baseline  

 
OR 

 
  1.2.2 Patient has achieved and maintained any new motor milestone from pretreatment 
baseline when they would otherwise be unexpected to do so (e.g., sit unassisted, stand, walk)  
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OR 

 
 1.3 One of the following ULM test milestones:  
 
  1.3.1 Improvement or maintenance of a previous improvement of at least a two-point 
increase in score from pretreatment baseline  

 
OR 

 
  1.3.2 Patient has achieved and maintained any new motor milestone from pretreatment 
baseline when they would otherwise be unexpected to do so (e.g., sit unassisted, stand, walk)  

 
OR 

 
 1.4 One of the following CHOP INTEND milestones:  
 
  1.4.1 Improvement or maintenance of a previous improvement of at least a four-point 
increase in score from pretreatment baseline  

 
OR 

 
  1.4.2 Patient has achieved and maintained any new motor milestone from pretreatment 
baseline when they would otherwise be unexpected to do so (e.g., sit unassisted, stand, walk)  

 
OR 

 
 1.5 One of the following MFM-32 milestones:  
 
  1.5.1 Improvement or maintenance of a previous improvement of at least a three-point 
increase in score from pretreatment baseline  

 
OR 

 
  1.5.2 Patient has achieved and maintained any new motor milestone from pretreatment 
baseline when they would otherwise be unexpected to do so (e.g., sit unassisted, stand, walk)  



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 745 

 
AND 

 
2 - Patient continues to not be dependent on invasive ventilation or tracheostomy and use of 
non-invasive ventilation beyond use for naps and nighttime sleep  

 
AND 

 
3 - Medication is prescribed by or in consultation with a neurologist with expertise in the 
diagnosis and treatment of SMA  

 
AND 

 
4 - Patient is not receiving concomitant chronic SMN modifying therapy for the treatment of 
SMA (e.g. Spinraza)  

 
AND 

 
5 - One of the following:  
 
 5.1 Patient has not previously received gene replacement therapy for the treatment of SMA 
(e.g. Zolgensma)  

 
OR 

 
 5.2 Patient has previously received gene therapy for the treatment of SMA (e.g. Zolgensma) 
and the provider attests that there has been an inadequate response to gene therapy (e.g. 
sustained decrease in at least one motor test score over a period of six months)   

 

Product Name:Spinraza  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Patient has a diagnosis of Spinal Muscular Atrophy (SMA)  

 
AND 

 
2 - Medication is prescribed by or in consultation with a neurologist who has experience 
treating SMA   

 

Product Name:Spinraza  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is maintaining neurological status  

 
AND 

 
2 - Patient is tolerating therapy  

 
AND 

 
3 - One of the following:  
 
 3.1 The medication is prescribed by or in consultation with a neurologist who has experience 
treating SMA  

 
OR 

 
 3.2 Both of the following:  
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• Patient has been on therapy for 12 months or more  
• Patient has experienced benefit from therapy (e.g., disease amelioration compared to 

untreated patients)  
 

 

Product Name:Zolgensma  

Approval Length 30 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is two years of age or younger  

 
AND 

 
2 - Patient has a mutation or deletion of genes in chromosome 5q in one of the following:  
 
 2.1 Homozygous gene deletion or mutation of SMN1 gene (e.g., homozygous deletion of 
exon 7 at locus 5q13)  

 
OR 

 
 2.2 Compound heterozygous mutation of SMN1 gene (e.g., deletion of SMN1, exon 7 [allele 
1] and mutation of SMN1 [allele 2])  

 
AND 

 
3 - ONE of the following  
 
 3.1 Patient has a diagnosis of spinal muscular atrophy (SMA), which has been confirmed by 
a neurologist with expertise in the diagnosis of SMA  

 
OR 
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 3.2 Patient has a diagnosis of SMA based on the results of SMA newborn screening with 
three copies or less of SMN2  

 
AND 

 
4 - Patient is not dependent on either invasive ventilation or tracheostomy or use of non-
invasive ventilation beyond use of naps and nighttime sleep  

 
AND 

 
5 - Submission of medical records (e.g., chart notes, laboratory values) documenting the 
patient’s anti-AAV9 antibody titers are less than or equal to 1:50  

 
AND 

 
6 - Patient is not receiving concomitant SMN (survival motor neuron) modifying therapy (e.g. 
Spinraza)  

 
AND 

 
7 - Medication is prescribed by a neurologist with expertise in the diagnosis of SMA  

 
AND 

 
8 - Patient has NOT previously received Zolgensma treatment in their lifetime   

 

2 .  Revision History  
 

Date  Notes  

9/10/2025  New  
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Spravato 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-421296  

Guideline Name Spravato  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Spravato  

Approval Length 4 Week(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - ONE of the following:  
 
 1.1 BOTH of the following:  

• Diagnosis of treatment-resistant depression  
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• Diagnosis evidenced by failure of two antidepressants  

 
OR 

 
 1.2 BOTH of the following:  

• Diagnosis of depressive symptoms in adults with major depressive disorder (MDD) 
with acute suicidal ideation or behavior  

• Treatment must be in conjunction with an oral antidepressant  

 
AND 

 
2 - Patient is at least 18 years of age  

 
AND 

 
3 - Medication must be administered under the direct supervision of a healthcare provider with 
post-administration observation  

 
AND 

 
4 - Prescribed by or in consultation with a psychiatrist  

 
AND 

 
5 - Patient does NOT have an aneurism or arteriovenous (AV) malformation  

 
AND 

 
6 - Patient is NOT currently pregnant or breastfeeding   

 

Product Name:Spravato  

Approval Length 6 month(s)  

Therapy Stage Reauthorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient continues to meet initial authorization criteria  

 
AND 

 
2 - Documentation of positive clinical response to treatment   

 

2 .  Revision History  
 

Date  Notes  

10/15/2025  New program  
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Strensiq (asfotase alfa) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-432189  

Guideline Name Strensiq (asfotase alfa)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Strensiq  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of perinatal/infantile or juvenile-onset hypophosphatasia (HPP)  

 
AND 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 753 

 
2 - Patient was 18 years of age or younger at onset  

 
AND 

 
3 - The patient experienced clinical manifestations of HPP (e.g., vitamin B6-responsive 
seizures, chest deformity, severe hypercalcemia, bowing of the long bones, failure to thrive)  

 
AND 

 
4 - The patient obtained radiographic imaging to support diagnosis of HPP  

 
AND 

 
5 - Genetic testing has been completed documenting tissue non-specific alkaline phosphatase 
(ALP) gene mutation  

 
AND 

 
6 - There has been reduced activity of unfractionated serum ALP  

 
AND 

 
7 - Prescribed by or in consultation with an endocrinologist, geneticist, or a metabolic disorder 
specialist  

 
AND 

 
8 - The requested quantity is within FDA-labeled dosing requirement based on the patient’s 
weight (document weight)   

 

Product Name:Strensiq  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Prescribed by or in consultation with an endocrinologist, geneticist, or a metabolic disorder 
specialist  

 
AND 

 
2 - The requested quantity is within FDA-labeled dosing requirement based on the patient’s 
weight (document weight)   

 

2 .  Revision History  
 

Date  Notes  

10/27/2025  New program  
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Stromectol 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-438197  

Guideline Name Stromectol  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Washington (ACUWA, 

ACUWAAHE, ACUWAC)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State Pennsylvania (ACUPA)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Stromectol, generic ivermectin tabs  

Approval Length 1 month(s)  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of ONE of the following:  

• Onchocerciasis due to nematode parasite  
• Pediculosis  
• Strongyloidiasis  
• Ascariasis  
• Scabies (including crusted scabies)  
• Cutaneous larva migrans (hook worm disease)  
• Enterobiasis  
• Filariasis  
• Trichuriasis  
• Gnathostomiasis  

 
 

2 .  Revision History  
 

Date  Notes  

11/5/2025  Added NV formulary. No clinical changes.  
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Sublingual Immunotherapy (SLIT) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-438198  

Guideline Name Sublingual Immunotherapy (SLIT)  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State Pennsylvania (ACUPA)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Grastek  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of moderate to severe grass pollen-induced allergic rhinitis defined by 
symptoms severe enough to interfere with quality of life (e.g., sleep disturbances; impairment 
of daily, sport, or leisure activities; impairment of school or work performance)  

 
AND 

 
2 - Diagnosis confirmed by ONE of the following:  
 
 2.1 Positive skin test to Timothy grass or cross-reactive grass pollens (e.g., Sweet Vernal, 
Orchard/Cocksfoot, Perennial Rye, Kentucky blue/June grass, Meadow Fescue, or Redtop)  

 
OR 

 
 2.2 In vitro testing for pollen-specific IgE (immunoglobulin E) antibodies for Timothy grass or 
cross-reactive grass pollens (e.g., Sweet Vernal, Orchard/Cocksfoot, Perennial Rye, Kentucky 
blue/June grass, Meadow Fescue, or Redtop)  

 
AND 

 
3 - Treatment is started or will be started at least 12 weeks before the beginning of the grass 
pollen season  

 
AND 

 
4 - ONE of the following:  
 
 4.1 Failure to TWO of the following as confirmed by claims history or submission of medical 
records:  

• oral antihistamine [e.g., cetirizine (Zyrtec)]  
• intranasal antihistamine [e.g., azelastine (Astelin)]  
• intranasal corticosteroid [e.g., fluticasone (Flonase)]  
• leukotriene inhibitor [e.g., montelukast (Singulair)]  
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OR 

 
 4.2 History of contraindication or intolerance to ALL of the following (please specify 
contraindication or intolerance):  

• oral antihistamine [e.g., cetirizine (Zyrtec)]  
• intranasal antihistamine [e.g., azelastine (Astelin)]  
• intranasal corticosteroid [e.g., fluticasone (Flonase)]  
• leukotriene inhibitor [e.g., montelukast (Singulair)]  

 
AND 

 
5 - Not received in combination with similar cross-reactive grass pollen immunotherapy (e.g., 
Oralair)  

 
AND 

 
6 - Patient does not have unstable and/or uncontrolled asthma  

 
AND 

 
7 - Prescribed by or in consultation with a specialist in allergy and immunology   

 

Product Name:Grastek  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Grastek therapy   

 

Product Name:Oralair  
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Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of moderate to severe grass pollen-induced allergic rhinitis defined by 
symptoms severe enough to interfere with quality of life (e.g., sleep disturbances; impairment 
of daily, sport, or leisure activities; impairment of school or work performance)  

 
AND 

 
2 - Diagnosis confirmed by ONE of the following:  
 
 2.1 Positive skin test to any of the five grass species contained in Oralair [(i.e., Sweet Vernal, 
Orchard, Perennial Rye, Timothy, and Kentucky Blue grass mixed pollens) or cross-reactive 
grass pollens (e.g., Cocksfoot, Meadow Fescue, or Redtop)]  

 
OR 

 
 2.2 In vitro testing for pollen-specific IgE (immunoglobulin E) antibodies for any of the five 
grass species contained in Oralair [(i.e., Sweet Vernal, Orchard, Perennial Rye, Timothy, and 
Kentucky Blue grass mixed pollens) or cross-reactive grass pollens (e.g., Cocksfoot, Meadow 
Fescue, or Redtop)]  

 
AND 

 
3 - Treatment is started or will be started at least 4 months before the beginning of the grass 
pollen season  

 
AND 

 
4 - ONE of the following:  
 
 4.1 Failure to TWO of the following as confirmed by claims history or submission of medical 
records:  
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• oral antihistamine [e.g., cetirizine (Zyrtec)]  
• intranasal antihistamine [e.g., azelastine (Astelin)]  
• intranasal corticosteroid [e.g., fluticasone (Flonase)]  
• leukotriene inhibitor [e.g., montelukast (Singulair)]  

 
OR 

 
 4.2 History of contraindication or intolerance to ALL of the following (please specify 
contraindication or intolerance):  

• oral antihistamine [e.g., cetirizine (Zyrtec)]  
• intranasal antihistamine [e.g., azelastine (Astelin)]  
• intranasal corticosteroid [e.g., fluticasone (Flonase)]  
• leukotriene inhibitor [e.g., montelukast (Singulair)]  

 
AND 

 
5 - Not received in combination with similar cross-reactive grass pollen immunotherapy (e.g., 
Grastek)  

 
AND 

 
6 - Patient does not have unstable and/or uncontrolled asthma  

 
AND 

 
7 - Prescribed by or in consultation with a specialist in allergy and immunology   

 

Product Name:Oralair  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
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1 - Documentation of positive clinical response to Oralair therapy   

 

Product Name:Ragwitek  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of moderate to severe short ragweed pollen-induced allergic rhinitis defined by 
symptoms severe enough to interfere with quality of life (e.g., sleep disturbances; impairment 
of daily, sport, or leisure activities; impairment of school or work performance)  

 
AND 

 
2 - Diagnosis confirmed by ONE of the following:  

• Positive skin test to short ragweed pollen  
• In vitro testing for pollen-specific IgE (immunoglobulin E) antibodies for short ragweed 

pollen  

 
AND 

 
3 - Treatment is started or will be started at least 12 weeks before the beginning of the short 
ragweed pollen season  

 
AND 

 
4 - ONE of the following:  
 
 4.1 Failure to TWO of the following as confirmed by claims history or submission of medical 
records:  

• oral antihistamine [e.g., cetirizine (Zyrtec)]  
• intranasal antihistamine [e.g., azelastine (Astelin)]  
• intranasal corticosteroid [e.g., fluticasone (Flonase)]  
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• leukotriene inhibitor [e.g., montelukast (Singulair)]  

 
OR 

 
 4.2 History of intolerance or contraindication to ALL of the following (please specify 
intolerance or contraindication):  

• oral antihistamine [e.g., cetirizine (Zyrtec)]  
• intranasal antihistamine [e.g., azelastine (Astelin)]  
• intranasal corticosteroid [e.g., fluticasone (Flonase)]  
• leukotriene inhibitor [e.g., montelukast (Singulair)]  

 
AND 

 
5 - Patient does not have unstable and/or uncontrolled asthma  

 
AND 

 
6 - Prescribed by or in consultation with a specialist in allergy and immunology   

 

Product Name:Ragwitek  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Ragwitek therapy   

 

Product Name:Odactra  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of house dust mite (HDM)-induced allergic rhinitis  

 
AND 

 
2 - Diagnosis confirmed by ONE of the following:  

• Positive skin test to licensed house dust mite allergen extracts  
• In vitro testing for IgE (immunoglobulin E) antibodies to Dermatophagoides farinae or 

Dermatophagoides pteronyssinus house dust mites  

 
AND 

 
3 - ONE of the following:  
 
 3.1 Failure to TWO of the following as confirmed by claims history or submission of medical 
records:  

• oral antihistamine [e.g., cetirizine (Zyrtec)]  
• intranasal antihistamine [e.g., azelastine (Astelin)]  
• intranasal corticosteroid [e.g., fluticasone (Flonase)]  
• leukotriene inhibitor [e.g., montelukast (Singulair)]  

 
OR 

 
 3.2 History of intolerance or contraindication to ALL of the following (please specify 
intolerance or contraindication):  

• oral antihistamine [e.g., cetirizine (Zyrtec)]  
• intranasal antihistamine [e.g., azelastine (Astelin)]  
• intranasal corticosteroid [e.g., fluticasone (Flonase)]  
• leukotriene inhibitor [e.g., montelukast (Singulair)]  

 
AND 

 
4 - Patient does not have unstable and/or uncontrolled asthma  
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AND 

 
5 - Prescribed by or in consultation with a specialist in allergy and immunology   

 

Product Name:Odactra  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Odactra therapy   

 

2 .  Revision History  
 

Date  Notes  

11/5/2025  Added NV formulary. No clinical changes.  
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Substance Abuse Agents 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-404235  

Guideline Name Substance Abuse Agents  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Suboxone, generic buprenorphine SL film, buprenorphine SL tab, 
Zubsolv, buprenorphine SL tab  

Diagnosis Exceeding 24 mg of buprenorphine or Equivalent  

Approval Length 12 month(s)  

Guideline Type Drug Utilization Review  

 
 

Approval Criteria    
 
1 - Patient has a diagnosis of opioid dependence   
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Product Name:Brand Suboxone, generic buprenorphine SL film, buprenorphine SL tab, 
Zubsolv, buprenorphine SL tab  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:Brand Lucemyra, generic lofexidine  

Approval Length 14 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient has a diagnosis of opioid withdrawal with symptoms due to abrupt opioid 
discontinuation  

 
AND 

 
2 - The requested quantity does not exceed 2.88 mg/day (milligrams per day) for up to 14 
days  

 
AND 

 
3 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:Vivitrol  
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Approval Length 6 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The requested medication is being used for an FDA (Food and Drug Administration) 
approved indication  

 
AND 

 
2 - The medication will be delivered directly to the prescriber’s office  

 
AND 

 
3 - The requested medication will only to be administered once per month  

 
AND 

 
4 - Attestation that routine urine screening and monitoring will be completed   

 

2 .  Revision History  
 

Date  Notes  

10/2/2025  New guideline  
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Synagis (palivizumab) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-416255  

Guideline Name Synagis (palivizumab)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Synagis*  

Diagnosis Patients less than 12 months of age at start of RSV season  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - One of the following:  
 
 1.1 The patient was born at 28 weeks, six days of gestation or earlier  

 
OR 
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 1.2 The patient has a diagnosis of chronic lung disease (CLD) of prematurity  

 
OR 

 
 1.3 The patient has hemodynamically significant congenital heart disease  

 
OR 

 
 1.4 The patient has congenital abnormalities of the airways or neuromuscular disease  

 
OR 

 
 1.5 Both of the following:  

• The patient has a diagnosis of cystic fibrosis  
• The patient has clinical evidence of CLD and/or nutritional compromise  

 
AND 

 
2 - The number of doses requested do not exceed a maximum quantity of 5 per RSV 
(respiratory syncytial virus) season   
Notes  *Approval for up to five doses per RSV season 

 

Product Name:Synagis*  

Diagnosis Patients less than 24 months of age at start of RSV season  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - One of the following:  
 
 1.1 Both of the following:  

• The patient has a diagnosis of chronic lung disease (CLD) of prematurity  
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• The patient has required medical therapy (e.g., bronchodilator, diuretics, oxygen, 
corticosteroids) within six months to the start of RSV (respiratory syncytial virus) 
season  

 
OR 

 
 1.2 The patient has had a cardiac transplant  

 
OR 

 
 1.3 The patient is severely immunocompromised (solid organ or hematopoietic stem cell 
transplant, chemotherapy, or other conditions) during the RSV season  

 
OR 

 
 1.4 The patient has had a cardiopulmonary bypass and continues to require prophylaxis after 
surgery or at the conclusion of extracorporeal membrane oxygenation  

 
OR 

 
 1.5 Both of the following:  

• The patient has a diagnosis of cystic fibrosis  
• The patient has had manifestations of severe lung disease (previous hospitalization for 

pulmonary exacerbation in the first year of life or abnormalities on chest radiography 
or chest computed tomography that persists when stable) or weight for length less 
than the tenth percentile  

 
AND 

 
2 - The number of doses requested do not exceed a maximum quantity of 5 per RSV 
(respiratory syncytial virus) season   
Notes  *Approval for up to five doses per RSV season 

 

2 .  Revision History  
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Date  Notes  

10/7/2025  New guideline  
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Targretin (bexarotene) 1% gel 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-449217  

Guideline Name Targretin (bexarotene) 1% gel  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Targretin 1% gel, generic bexarotene 1% gel  

Diagnosis Cutaneous T-Cell Lymphoma  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of cutaneous T-cell lymphoma (CTCL)  
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AND 

 
2 - ONE of the following:  
 
 2.1 Failure to at least one prior therapy, including skin-directed therapies [e.g., corticosteroids 
(clobetasol, diflorasone, halobetasol, augmented betamethasone dipropionate), phototherapy, 
or systemic therapies (e.g., interferons)] as confirmed by claims history or submission of 
medical records  

 
OR 

 
 2.2 History of contraindication or intolerance to at least one prior therapy, including skin-
directed therapies [e.g., corticosteroids (clobetasol, diflorasone, halobetasol, augmented 
betamethasone dipropionate), phototherapy, or systemic therapies (e.g., interferons)] (please 
specify contraindication or intolerance)   

 

Product Name:Brand Targretin 1% gel, generic bexarotene 1% gel  

Diagnosis Cutaneous T-Cell Lymphoma  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient does not show evidence of progressive disease while on therapy   

 

Product Name:Brand Targretin 1% gel, generic bexarotene 1% gel  

Diagnosis NCCN Recommended Regimens  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Use is supported by The National Comprehensive Cancer Network (NCCN) Drugs and 
Biologics Compendium   

 

Product Name:Brand Targretin 1% gel, generic bexarotene 1% gel  

Diagnosis NCCN Recommended Regimens  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to therapy   

 

2 .  Revision History  
 

Date  Notes  

11/13/2025  New NV state specific guideline  
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Tarpeyo 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-438194  

Guideline Name Tarpeyo  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Tarpeyo  

Approval Length 9 month(s)  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of primary immunoglobulin A nephropathy (IgAN) confirmed by renal biopsy  

 
AND 

 
2 - Patient is at risk for disease progression  

 
AND 

 
3 - Used to reduce the loss of kidney function  

 
AND 

 
4 - Estimated glomerular filtration rate (eGFR) greater than or equal to 35 mL/min/1.73 m^2 
(milliliters/minute/1.73 square meters)  

 
AND 

 
5 - ONE of the following:  
 
 5.1 Patient is on a stabilized dose and receiving concomitant therapy with ONE of the 
following, as confirmed by claims history or submitted medical records:  

• Maximally tolerated angiotensin converting enzyme (ACE) inhibitor (e.g., captopril, 
enalapril)  

• Maximally tolerated angiotensin II receptor blocker (ARB) (e.g., candesartan, 
valsartan)  

 
OR 

 
 5.2 Patient has an allergy, contraindication, or intolerance to ACE inhibitors and ARBs 
(please specify allergy, contraindication, or intolerance)  
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AND 

 
6 - ONE of the following:  
 
 6.1 Failure of ONE 30-day trial of a glucocorticoid (e.g., methylprednisolone, prednisone) 
confirmed by claims history or submitted medical records  

 
OR 

 
 6.2 History of intolerance or contraindication to ONE glucocorticoid (please specify 
intolerance or contraindication)  

 
AND 

 
7 - Prescribed by or in consultation with a nephrologist   

 

2 .  Revision History  
 

Date  Notes  

11/5/2025  Added NV formulary. No clinical changes.  
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Tavalisse 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-438193  

Guideline Name Tavalisse  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Tavalisse  

Diagnosis Chronic immune thrombocytopenia (ITP)  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of chronic immune thrombocytopenia (ITP)  

 
AND 

 
2 - ONE of the following:  
 
 2.1 BOTH of the following:  
 
  2.1.1 ONE of the following:  
 
   2.1.1.1 Failure to at least ONE of the following classes confirmed by claims history or 
submitted medical records: 

• Corticosteroids  
• Immunoglobulins  

 
OR 

 
   2.1.1.2 History of contraindication or intolerance to BOTH of the following classes (please 
specify intolerance or contraindication): 

• Corticosteroids  
• Immunoglobulins  

 
AND 

 
  2.1.2 ONE of the following:  
 
   2.1.2.1 Failure to eltrombopag (generic Promacta) confirmed by claims history or submitted 
medical records 

 
OR 

 
   2.1.2.2 History of contraindication or intolerance to eltrombopag (generic Promacta) (please 
specify intolerance or contraindication) 
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OR 

 
 2.2 Patient is currently on Tavalisse therapy   

 

Product Name:Tavalisse  

Diagnosis Chronic immune thrombocytopenia (ITP)  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Tavalisse therapy   

 

2 .  Revision History  
 

Date  Notes  

11/5/2025  Added NV formulary. No clinical changes.  
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Tavneos (avacopan) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-422487  

Guideline Name Tavneos (avacopan)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Tavneos  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is 18 years of age or older  

 
AND 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 783 

 
2 - The patient has severe active antineutrophil cytoplasmic autoantibody (ANCA)-associated 
vasculitis and BOTH of the following  
 
 2.1 Patient has autoantibodies for proteinase 3 (PR3) or myeloperoxidase (MPO), as 
detected using indirect immunofluorescence (IIF) assay or antigen-specific ELISAs  

 
AND 

 
 2.2 Disease is confirmed by tissue biopsy at the site of active disease  

 
AND 

 
3 - Prescribed by or in consultation with a Nephrologist, Pulmonologist, or Rheumatologist  

 
AND 

 
4 - Prescriber has assessed baseline (pre-treatment) disease severity utilizing an objective 
measure/tool (e.g., Birmingham Vasculitis Activity Score [BVAS]) (initial request only)  

 
AND 

 
5 - Tavneos will be used as adjunctive therapy in combination with standard therapy (e.g., 
corticosteroids, cyclophosphamide, azathioprine, mycophenolate, rituximab)  

 
AND 

 
6 - Patient does not have an active infection, including localized infections  

 
AND 

 
7 - Patient does not have severe hepatic impairment (e.g., Child-Pugh C) or active, untreated, 
and/or uncontrolled chronic liver disease (e.g., chronic active hepatitis B, untreated hepatitis 
C, uncontrolled autoimmune hepatitis, cirrhosis)  
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AND 

 
8 - Liver panel has been obtained before initiating Tavneos and will be repeated per package 
insert (every four weeks after start of therapy for first six months then as clinically indicated)  

 
AND 

 
9 - Patient has been evaluated and screened for the presence of HBV prior to initiating 
treatment (initial criteria only)   

 

Product Name:Tavneos  

Approval Length 6 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient continues to meet the initial authorization criteria  

 
AND 

 
2 - Documentation of positive clinical response to Tavneos therapy   

 

2 .  Revision History  
 

Date  Notes  

10/20/2025  1/1/2026 Implementation  
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Testosterone 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-435275  

Guideline Name Testosterone  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Depo-Testosterone, generic testosterone cypionate, testosterone 
enanthate  

Diagnosis Hypogonadism  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization*  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - ONE of the following:  
 
 1.1 TWO pre-treatment serum total testosterone levels less than 300 ng/dL 
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(nanograms/deciliter) [less than 10.4 nmol/L (nanomoles/liter)] or less than the reference 
range for the lab, taken at separate times (This may require treatment to be temporarily held. 
Document lab value and date for both levels)  

 
OR 

 
 1.2 BOTH of the following:  
 
  1.2.1 Patient has a condition that may cause altered sex-hormone binding globulin (SHBG) 
[e.g., thyroid disorder, HIV (human immunodeficiency virus) disease, liver disorder, diabetes, 
obesity]  

 
AND 

 
  1.2.2 ONE pre-treatment calculated free or bioavailable testosterone level less than 50 
pg/mL (picograms/milliliter) (< 5 ng/dL or < 0.17 nmol/L) or less than the reference range for 
the lab (This may require treatment to be temporarily held. Document lab value and date)  

 
OR 

 
 1.3 Patient has a history of ONE of the following:  

• Bilateral orchiectomy  
• Panhypopituitarism  
• A genetic disorder known to cause hypogonadism (e.g., congenital anorchia, 

Klinefelter’s syndrome)  

 
AND 

 
2 - Patient is NOT taking any of the following growth hormones, unless diagnosed with 
panhypopituitarism:  

• Genotropin  
• Humatrope  
• Norditropin FlexPro  
• Nutropin AQ  
• Omnitrope  
• Saizen  
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AND 

 
3 - Patient is NOT taking any aromatase inhibitor [e.g., Arimidex (anastrozole), Femara 
(letrozole), Aromasin (exemestane)]  

 
AND 

 
4 - Patient was male at birth  

 
AND 

 
5 - Diagnosis of hypogonadism  

 
AND 

 
6 - ONE of the following:  

• Significant reduction in weight (less than 90% ideal body weight) [e.g., AIDS (acquired 
immunodeficiency syndrome) wasting syndrome]  

• Osteopenia  
• Osteoporosis  
• Decreased bone density  
• Decreased libido  
• Organic cause of testosterone deficiency (e.g., injury, tumor, infection, or genetic 

defects)  
 
Notes  *Patients that have previously received injectable testosterone open a

ccess should be reviewed using reauthorization criteria 

 

Product Name:Brand Depo-Testosterone, generic testosterone cypionate, testosterone 
enanthate  

Diagnosis Gender Dysphoria  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization*  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Patient is using hormones to change physical characteristics to align with gender 
expression  

 
AND 

 
2 - Patient must be diagnosed with gender dysphoria, as defined by the current version of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM)  

 
AND 

 
3 - Patient is NOT taking any of the following growth hormones, unless diagnosed with 
panhypopituitarism:  

• Genotropin  
• Humatrope  
• Norditropin FlexPro  
• Nutropin AQ  
• Omnitrope  
• Saizen  

 
AND 

 
4 - Patient is NOT taking any aromatase inhibitors [e.g., Arimidex (anastrozole), Femara 
(letrozole), Aromasin (exemestane)]   
Notes  *Patients that have previously received injectable testosterone open a

ccess should be reviewed using reauthorization criteria 

 

Product Name:Brand Depo-Testosterone, generic testosterone cypionate, testosterone 
enanthate  

Diagnosis Hypogonadism, Gender Dysphoria  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - ONE of the following:  
 
 1.1 Patient has a history of ONE of the following:  

• Bilateral orchiectomy  
• Panhypopituitarism  
• A genetic disorder known to cause hypogonadism (e.g., congenital anorchia, 

Klinefelter’s syndrome)  

 
OR 

 
 1.2 BOTH of the following:  
 
  1.2.1 Patient has a diagnosis of ONE of the following:  

• Hypogonadism  
• Gender dysphoria, as defined by the current version of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM)  

 
AND 

 
  1.2.2 ONE of the following:  
 
   1.2.2.1 Follow-up total serum testosterone level drawn within the past 12 months is within or 
below the normal male limits of the reporting lab (document value and date) 

 
OR 

 
   1.2.2.2 Follow-up total serum testosterone level drawn within the past 12 months is outside 
of upper male limits of normal for the reporting lab and the dose is adjusted (document value 
and date) 

 
OR 

 
   1.2.2.3 BOTH of the following: 
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    1.2.2.3.1 Patient has a condition that may cause altered sex-hormone binding globulin 
(SHBG) [e.g., thyroid disorder, HIV (human immunodeficiency virus) disease, liver disorder, 
diabetes, obesity] 

 
AND 

 
    1.2.2.3.2 ONE of the following: 

• Follow-up calculated free or bioavailable testosterone level drawn within the past 12 
months is within or below the normal male limits of the reporting lab (document lab 
value and date)  

• Follow-up calculated free or bioavailable testosterone level drawn within the past 12 
months is outside of upper male limits of normal for the reporting lab and the dose is 
adjusted (document value and date)  

 
AND 

 
2 - Patient is NOT taking any of the following growth hormones, unless diagnosed with 
panhypopituitarism:  

• Genotropin  
• Humatrope  
• Norditropin FlexPro  
• Nutropin AQ  
• Omnitrope  
• Saizen  

 
AND 

 
3 - Patient is NOT taking any aromatase inhibitors [e.g., Arimidex (anastrozole), Femara 
(letrozole), Aromasin (exemestane)]   

 

2 .  Revision History  
 

Date  Notes  

11/4/2025  New guideline  
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Therapeutic Duplication (Subtype A) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-427220  

Guideline Name Therapeutic Duplication (Subtype A)  

Formulary • Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Generic arformoterol nebulizer solution, Brand Brovana nebulizer, generic 
formoterol nebulizer solution, Brand Perforomist nebulizer, Striverdi Respimat, Serevent 
Diskus, Incruse Ellipta, Brand Spiriva Handihaler, generic tiotropium, Spiriva Respimat, 
Tudorza Pressair, generic ipratropium inhalation solution, Atrovent HFA, Anoro Ellipta, Stiolto 
Respimat, Bevespi Aerosphere, Duaklir Pressair, Breztri Aerosphere, Glyxambi, Steglujan, 
Qtern, Trijardy XR, Brand Pulmicort suspension, generic budesonide suspension, Victoza, 
Adlyxin, Trulicity, Bydureon BCise, Byetta, Ozempic, Rybelsus, Januvia, Janumet, Janumet 
XR, Brand Onglyza, generic saxagliptin, Brand Kombiglyze XR, generic saxagliptin/metformin 
ER, Tradjenta, Jentadueto, Jentadueto XR, Nesina, alogliptin, Kazano, alogliptin/metformin, 
Oseni, alogliptin/pioglitazone, Mounjaro, Xultophy, Soliqua, Invokana, brand Farxiga, generic 
dapagliflozin, Jardiance, Invokamet, Invokamet XR, brand Xigduo XR, generic 
dapagliflozin/metformin ER, Synjardy, Synjardy XR, Steglatro, Segluromet, Zituvio, Brand 
Flovent HFA, Fluticasone propionate HFA, Flovent Diskus, Brand Fluticasone propionate 
Diskus, Brand Pulmicort Flexhaler, Alvesco, ArmonAir Digihaler, Asmanex Twisthaler, 
Asmanex HFA, Arnuity Ellipta, Qvar RediHaler, Lonhala Magnair, Trelegy Ellipta, Brand 
Advair Diskus, generic fluticasone propionate/salmeterol diskus (generic Advair Diskus), 
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generic Wixela Inhub (generic Advair Diskus), AirDuo Respiclick, fluticasone/salmeterol 
(authorized generic of AirDuo), Brand Advair HFA, Brand Fluticasone/salmeterol HFA, Brand 
Symbicort, generic budesonide/formoterol, Breyna, AirDuo Digihaler, Dulera, Breo Ellipta, 
Brand fluticasone/vilanterol Ellipta, Basaglar Tempo pen, Basaglar Kwikpen, Insulin Glargine 
Solostar, Lantus Solostar, Toujeo Solostar, Toujeo Max Solostar, Semglee Pen Injector, 
Insulin Glargine-YFGN pen, Lantus vial, Insulin Glargine vial, Semglee vial, Insulin Glargine-
YFGN vial, Levemir vial, Levemir Flextouch, Levemir Flexpen, Tresiba vial, Insulin Degludec 
vial, Tresiba Flextouch, Insulin Degludec Flextouch, Rezvoglar, Baclofen tabs, generic 
baclofen suspension, Brand Fleqsuvy, Brand Ozobax DS, brand Ozobax, Brand Baclofen 
solution, brand Lioresal intrathecal, generic baclofen intrathecal, brand Gablofen intrathecal, 
baclofen intrathecal solution, Lyvispah, generic carisoprodol tab, brand Soma, brand 
Vanadom tab, generic chlorzoxazone, brand Lorzone, generic cyclobenzaprine, brand 
Fexmid, generic cyclobenzaprine ER, brand Amrix, metaxalone, methocarbamol, 
orphenadrine CR/ER, generic tizanidine caps/tabs, brand Zanaflex caps/tabs, brand 
Dantrium, generic dantrolene, brand Norgesic, generic orphenadrine/aspirin/caffeine, norgesic 
forte, orphengesic forte, Brand Neurontin caps/tabs/soln, generic gabapentin caps/tabs/soln, 
gabapentin tinytabs, brand Lyrica caps/soln, generic pregabalin caps/soln, brand Gralise, 
brand Lyrica CR, generic pregabalin ER, Horizant, Zorvolex, brand Zipsor, generic diclofenac 
caps, brand Lofena, generic diclofenac tabs, diclofenac DR/ER, brand Cambia, generic 
diclofenac packet (migraine), etodolac cap, brand Lodine, generic etodolac tab, etodolac ER, 
brand Nalfon caps/tabs, generic fenoprofen caps/tabs, flurbiprofen, ibuprofen 
caps/tabs/chewable (includes All Manufactures), Brand Advil, ibuprofen suspension (40 mg/ml 
& 100 mg/5ml), indomethacin caps, indomethacin ER/SR caps, indocin susp, indocin 
suppository, indomethacin suppository, ketoprofen cap, ketoprofen ER cap, ketorolac tabs, 
meclofenamate cap, mefenamic acid, meloxicam cap/tab, brand Relafen DS, generic 
nabumetone, generic naproxen tab/susp/caps (includes All Manufactures), brand naprosyn 
tab/susp, brand Aleve, brand Anaprox DS, brand EC-Naprosyn, generic naproxen DR, 
generic EC-naproxen, brand Naprelan, generic naproxen CR/ER, Brand Daypro, generic 
oxaprozin, brand Feldene, generic piroxicam, sulindac, tolmetin, brand Celebrex, generic 
celecoxib, Elyxyb, brand Arthrotec, generic diclofenac sodium/misoprostol, brand Duexis, 
generic ibuprofen/famotidine, brand Vimovo, generic naproxen/esomeprazole, brand Advil 
PM, generic ibuprofen/diphenhydramine, brand Aleve PM, generic 
naproxen/diphenhydramine, hydrocodone/ibuprofen, brand Treximet, generic 
sumatriptan/naproxen, Motrin Dual Action/Tylenol, Advil Dual Action/acetaminophen, 
acetaminophen/ibuprofen, Naproxen/capsaicin cream (Naprotin), Inpefa, Saxenda, Wegovy, 
Brand Brenzavvy, Brand Bexagliflozin, Zepbound, Coxanto, Jantoven, warfarin tabs, Pradaxa, 
generic dabigatran, Eliquis, Savaysa, Xarelto, Zituvimet, Sitagliptin/metformin, Brand Tanlor, 
Dolobid, generic diflunisal, Zituvimet XR, Tresni, Fenopron, Gabarone, Addaprin, Symbravo, 
Exenatide, Brynovin  

Diagnosis DUR: Therapeutic Duplication  

Approval Length 12 month(s)  

Guideline Type Administrative  

 
 

Approval Criteria    
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1 - The requested medication will be used exclusively, and the previously prescribed 
medication will be discontinued  

 
OR 

 
2 - All of the following:  
 
 2.1 The requested medication combination is supported by information from ONE of the 
following appropriate compendia of current literature:  

• American Hospital Formulary Service Drug Information  
• National Comprehensive Cancer Network Drugs and Biologics Compendium  
• Thomson Micromedex DrugDex  
• Clinical pharmacology  
• United States Pharmacopoeia-National Formulary (USP-NF)  

 
AND 

 
 2.2 The drug combination is being prescribed for a medically accepted indication that is 
recognized as a covered benefit by the applicable health plan’s program  

 
AND 

 
 2.3 The provider attests that they are aware that the patient is using duplicate therapy  

 
AND 

 
 2.4 Special clinical circumstances exist that necessitate the need for duplicate therapy 
(document special circumstances)  

 
AND 

 
 2.5 Provider attests that the necessity for continued concomitant therapy and safety will be 
periodically assessed   

 

2 .  Revision History  
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Date  Notes  

10/24/2025  Added NV formulary for 1/1/26. No other changes.  
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Therapeutic Duplication (Subtype B) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-427221  

Guideline Name Therapeutic Duplication (Subtype B)  

Formulary • Medicaid - Community & State Arizona (ACUAZ, ACUAZEC)  
• Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Kansas (ACUKS, ACUKSC, 

ACUKSEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State North Carolina (ACUNC)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Washington (ACUWA, 

ACUWAAHE, ACUWAC)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
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Product Name:(All formulations/packaging, except for Entyvio) Entyvio Pen, Stelara, Cimzia, 
Abrilada, Humira, Amjevita, Idacio, Hulio, Cyltezo, Yusimry, Yuflyma, Hadlima, Hyrimoz, 
Adalimumab (all products), Simponi, Enbrel, Actemra, Cosentyx, Ilaris, Kineret, Kevzara, 
Taltz, Tremfya, Orencia, Xeljanz, Xeljanz XR, Xeljanz Solution, Siliq, Otezla, Olumiant, 
Ilumya, Skyrizi, Rinvoq, Sotyktu, Cibinqo, Adbry, Dupixent, brand Copaxone, generic 
glatiramer acetate, generic glatopa, Mavenclad, Rebif, Avonex, Betaseron, Extavia, brand 
Aubagio, generic teriflunomide, Plegridy, Lemtrada, Tysabri, Ocrevus, brand Tecfidera, 
generic dimethyl fumarate, Vumerity, brand Gilenya, generic fingolimod, Tascenso ODT, 
Zeposia, Mayzent, Bafiertam, Kesimpta, Ponvory, Xolair, Fasenra, Nucala, Cinqair, Tezspire, 
Velsipity, Bimzelx, Omvoh, Zymfentra, Simlandi, Spevigo, Tyenne, Rinvoq LQ, Nemluvio, 
Ebglyss, Wezlana, Steqeyma, Yesintek, Pyzchiva, Otulfi, Selarsdi, Imuldosa, Ustekinumab 
(all products), Leqselvi, Litfulo, Avtozma, Otezla XR  

Diagnosis DUR: Therapeutic Duplication  

Approval Length 12 month(s)  

Guideline Type Administrative  

 
 

Approval Criteria    
 
1 - The requested medication will be used exclusively, and the previously prescribed 
medication will be discontinued   

 

2 .  Revision History  
 

Date  Notes  

10/24/2025  Added NV formulary for 1/1/26. No other changes.  

 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 797 

Thrombin Inhibitors 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-420270  

Guideline Name Thrombin Inhibitors  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Eliquis, Brand Pradaxa, generic dabigatran, Brand Xarelto tablets, generic 
rivaroxaban tablets, Savaysa  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The requested medication is being used for an FDA (Food and Drug Administration) 
approved indication  

 
AND 
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2 - There are no contraindications to prescribing the requested medication  

 
AND 

 
3 - If the request is for a non-preferred product, the "Non-Preferred Drugs" approval criteria 
have been met   
Notes  PDL link: https://www.uhcprovider.com/en/health-plans-by-state/neva

da-health-plans/nv-comm-plan-home/nv-cp-pharmacy.html 

 

Product Name:Brand Xarelto suspension, generic rivaroxaban suspension  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The requested medication is being used for an FDA (Food and Drug Administration) 
approved indication  

 
AND 

 
2 - There are no contraindications to prescribing the requested medication  

 
AND 

 
3 - Patient is unable to have oral tablets appropriately administered   

 

2 .  Revision History  
 

Date  Notes  

10/16/2025  New guideline  
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Tolvaptan 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-439214  

Guideline Name Tolvaptan  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Pennsylvania (ACUPA)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Jynarque, generic tolvaptan tab, generic tolvaptan pack  

Diagnosis Autosomal dominant polycystic kidney disease (ADPKD)  

Approval Length 12 month(s)  
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Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of autosomal dominant polycystic kidney disease (ADPKD)   
Notes  This criteria comes from the Jynarque policy. 

 

Product Name:Brand Jynarque, generic tolvaptan tab, generic tolvaptan pack  

Diagnosis Autosomal dominant polycystic kidney disease (ADPKD)  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to therapy   
Notes  This criteria comes from the Jynarque policy. 

 

Product Name:Brand Samsca, generic tolvaptan tab  

Diagnosis Hypervolemic or Euvolemic Hyponatremia  

Approval Length 30 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - ONE of the following:  

• Diagnosis of clinically significant euvolemic hyponatremia  
• Diagnosis of clinically significant hypervolemic hyponatremia  
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AND 

 
2 - Patient has not responded to fluid restriction  

 
AND 

 
3 - Treatment has been initiated or re-initiated in a hospital setting prior to discharge   
Notes  This criteria comes from the Samsca policy. 

 

2 .  Revision History  
 

Date  Notes  

11/5/2025  Added Nevada Formulary  
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Topical Immunomodulators 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-390211  

Guideline Name Topical Immunomodulators  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Elidel, Generic Pimecrolimus, Eucrisa, Tacrolimus Oint 0.03%, 
Tacrolimus Oint 0.1%  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient meets the appropriate diagnosis for the requested product:  

• Brand Elidel, generic pimecrolimus, Eucrisa: Mild to moderate atopic dermatitis  
• Tacrolimus Ointment: Moderate to severe atopic dermatitis  
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AND 

 
2 - The patient meets the appropriate age limit for the requested product:  

• Brand Elidel, generic pimecrolimus, Tacrolimus Oint 0.03%: Patient is 2 years of age 
or older  

• Eucrisa: Patient is 3 months of age or older  
• Tacrolimus Oint 0.1%: Patient is 16 years of age or older  

 
AND 

 
3 - The medication is not for chronic use  

 
AND 

 
4 - Patient is NOT immunocompromised  

 
AND 

 
5 - If the request is for Elidel (pimecrolimus), patient does not have Netherton’s syndrome   

 

Product Name:Opzelura  

Diagnosis Atopic Dermatitis  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of mild to moderate Atopic Dermatitis  

 
AND 
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2 - Patient is 12 years of age or olde  

 
AND 

 
3 - The medication will not be used chronically  

 
AND 

 
4 - Patient is NOT immunocompromised  

 
AND 

 
5 - Patient has had a trial and failure, contraindication, or intolerance to two or more of the 
following classes:  

• Prescription topical corticosteroids  
• Topical calcineurin inhibitor (e.g., Elidel (pimecrolimus) or Protopic (tacrolimus))  
• Topical phosphodiesterase-4 inhibitor (e.g.,Eucrisa (crisaborole))  

 
 

Product Name:Opzelura  

Diagnosis Atopic Dermatitis  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient has had disease improvement and/or stabilization   

 

2 .  Revision History  
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Date  Notes  

9/10/2025  New  
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Toradol (ketorolac tromethamine) tablets 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-416243  

Guideline Name Toradol (ketorolac tromethamine) tablets  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:ketorolac tablets  

Approval Length Up to 5 days  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The requested oral treatment is for continuation therapy to intravenous (IV)/intramuscular 
(IM) therapy  

 
AND 
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2 - The requested oral treatment will not exceed 5 days  

 
AND 

 
3 - The requested oral treatment will not exceed 40 milligrams per day   

 

2 .  Revision History  
 

Date  Notes  

10/6/2025  New guideline  
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Tranexamic acid 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-443193  

Guideline Name Tranexamic acid  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State Pennsylvania (ACUPA)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:tranexamic acid  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of cyclic heavy menstrual bleeding   

 

2 .  Revision History  
 

Date  Notes  

11/6/2025  

Updated guideline name to Tranexamic acid. Removed Lysteda from 

guideline (obsolete). Combined formularies - added NV, VA, NE, NM,

 PA CAID  
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Tryngolza (olezarsen) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-391198  

Guideline Name Tryngolza (olezarsen)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Tryngolza  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is greater than 18 years of age  

 
AND 
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2 - Diagnosis of familial chylomicronemia syndrome (FCS) confirmed by one of the following:  
 
 2.1 Genetic confirmation of bi-allelic pathogenic variants in affected genes (e.g., LPL, ApoA5, 
ApoC2, LMF1, GPIHBPI, G3PDH1)  

 
OR 

 
 2.2 ALL of the following:  
 
  2.2.1 Fasting triglyceride (TG) levels persistently >880 mg/dL while on conventional lipid 
lowering therapy, unless contraindicated or not tolerated (e.g., fibrates, omega-3 fatty acids, 
statins, niacin, ezetimibe)  

 
AND 

 
  2.2.2 Secondary causes of hypertriglyceridemia have been ruled out (e.g., alcohol use, 
chronic kidney disease (CKD), hypothyroidism, uncontrolled diabetes, medications [e.g., 
atypical antipsychotics, beta-blockers, corticosteroids, oral estrogens])  

 
AND 

 
  2.2.3 The patient has a clinical history suggestive of FCS (e.g., pancreatitis, eruptive 
xanthomas, lipemia retinalis)  

 
AND 

 
3 - The patient has been counseled to follow a low-fat diet  

 
AND 

 
4 - Prescribed by, or in consultation with, an endocrinologist, cardiologist, or lipidologist   

 

Product Name:Tryngolza  

Approval Length 6 month(s)  

Therapy Stage Reauthorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient continues to meet initial authorization criteria  

 
AND 

 
2 - Documentation of positive response to therapy   

 

2 .  Revision History  
 

Date  Notes  

9/8/2025  1/1/2026 implementation  

 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 813 

Tryvio 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434331  

Guideline Name Tryvio  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Washington (ACUWA, 

ACUWAAHE, ACUWAC)  
• Medicaid - Community & State Pennsylvania (ACUPA)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Tryvio  
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Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of resistant hypertension  

 
AND 

 
2 - ONE of the following:  

• Systolic blood pressure greater than or equal to 130 mm Hg (millimeters of mercury) 
on two consecutive measurements despite maximally tolerated antihypertensive 
treatment  

• Diastolic blood pressure greater than or equal to 80 mm Hg on two consecutive 
measurements despite maximally tolerated antihypertensive treatment  

 
AND 

 
3 - Patient has been previously treated with ALL of the following antihypertensive classes for 
an adequate duration (minimum 4 weeks each) at a maximally tolerated dose as confirmed by 
claims history or submission of medical records:  

• Maximally tolerated blocker of the renin-angiotensin system [angiotensin-converting 
enzyme (ACE) inhibitor (e.g., enalapril, lisinopril) or angiotensin II receptor blocker 
(ARB) (e.g., candesartan, valsartan)]  

• Maximally tolerated calcium channel blocker (e.g., amlodipine, diltiazem, verapamil)  
• Maximally tolerated diuretics (e.g., hydrochlorothiazide)  
• Maximally tolerated mineralocorticoid receptor antagonist [MRA (e.g., spironolactone, 

eplerenone)]  

 
AND 

 
4 - Provider attests other causes of hypertension have been excluded (e.g., secondary 
causes [e.g., primary hyperaldosteronism], white coat effect, medication nonadherence)  
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AND 

 
5 - Used as an adjunct to lifestyle modification (e.g., dietary or caloric restriction, exercise, 
behavioral support, community-based program)  

 
AND 

 
6 - Tryvio will be used in combination with at least 3 antihypertensive medications from 
different classes at maximally tolerated doses  

 
AND 

 
7 - Prescribed by or in consultation with a specialist experienced in the treatment of resistant 
hypertension (e.g., cardiologist, nephrologist)   

 

Product Name:Tryvio  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation the patient is receiving clinical benefit to Tryvio therapy  

 
AND 

 
2 - Tryvio will be used in combination with at least 3 antihypertensive medications from 
different classes at maximally tolerated doses   

 

2 .  Revision History  
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Date  Notes  

11/3/2025  Added NV Formulary  
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Tzield (teplizumab-mzwv) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-432190  

Guideline Name Tzield (teplizumab-mzwv)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Tzield  

Approval Length 30 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of stage 2 type 1 diabetes  

 
AND 

 
2 - Patient is at least 8 years of age  
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AND 

 
3 - Documentation of at least two positive pancreatic islet cell autoantibodies (e.g., glutamic 
acid decarboxylase 65 [GAD65], insulin autoantibody [IAA], insulinoma-associated antigen 2 
autoantibody [IA-2A], zinc transporter 8 autoantibody [ZnT8A], islet cell autoantibody [ICA])  

 
AND 

 
4 - Documentation of dysglycemia without overt hyperglycemia using an oral glucose 
tolerance test (an alternative method of diagnosis may be used if an oral glucose tolerance 
test is not available)  

 
AND 

 
5 - Prescriber attests to the absence of acute Epstein-Barr virus (EBV) and CMV infection 
through laboratory or clinical evidence  

 
AND 

 
6 - Prescriber has confirmed the absence of an active serious infection or chronic active 
infection, excluding localized skin infection  

 
AND 

 
7 - The patient has received all age-appropriate vaccines, with live vaccines administered at 
least eight weeks before treatment, and inactivated vaccines and mRNA vaccines 
administered at least two weeks before treatment  

 
AND 

 
8 - The patient is not pregnant or planning to become pregnant during the 14-day treatment 
course  

 
AND 
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9 - Prescribed by or in consultation with an adult or pediatric endocrinologist  

 
AND 

 
10 - Request does NOT exceed 24 vials per 14-day course of therapy  

 
AND 

 
11 - Request does NOT exceed one treatment course per lifetime   

 

2 .  Revision History  
 

Date  Notes  

10/27/2025  New program  
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Valchlor 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434330  

Guideline Name Valchlor  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Valchlor  

Diagnosis Primary Cutaneous Lymphomas  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of ONE of the following:  

• Chronic or smoldering T-cell leukemia/lymphoma  
• Primary cutaneous marginal zone or follicle center B-cell lymphoma  
• Lymphomatoid papulosis (LyP) with extensive lesions  
• Mycosis fungoides (MF)/Sezary syndrome (SS)  

 
 

Product Name:Valchlor  

Diagnosis Histiocytic Neoplasms  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of Langerhans Cell Histiocytosis (LCH)  

 
AND 

 
2 - Skin disease is unifocal and isolated   

 

Product Name:Valchlor  

Diagnosis Primary Cutaneous Lymphomas, Histiocytic Neoplasms  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
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1 - Patient does not show evidence of progressive disease while on Valchlor   

 

Product Name:Valchlor  

Diagnosis NCCN Recommended Regimens  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Use is supported by The National Comprehensive Cancer Network (NCCN) Drugs and 
Biologics Compendium   

 

Product Name:Valchlor  

Diagnosis NCCN Recommended Regimens  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Valchlor therapy   

 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added NV formulary  
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Vanrafia 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434329  

Guideline Name Vanrafia  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State Pennsylvania (ACUPA)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Vanrafia  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of primary immunoglobulin A nephropathy (IgAN) confirmed by renal biopsy  

 
AND 

 
2 - Patient is at risk of disease progression  

 
AND 

 
3 - Medication is used to slow kidney function decline  

 
AND 

 
4 - Medication is used to reduce proteinuria  

 
AND 

 
5 - Estimated glomerular filtration rate (eGFR) is greater than or equal to 30 mL/min/1.73 m2  

 
AND 

 
6 - Both of the following:  
 
 6.1 Patient is on a maximized stable dose with ONE of the following prior to initiating therapy 
confirmed by claims history or submitted medical records:  

• Maximally tolerated angiotensin converting enzyme (ACE) inhibitor (e.g., captopril, 
enalapril)  

• Maximally tolerated angiotensin II receptor blocker (ARB) (e.g., candesartan, 
valsartan)  



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 825 

 
AND 

 
 6.2 Use of endothelin receptor antagonists [(ERAs) e.g., Letairis, Opsumit, Tracleer)] will be 
discontinued prior to initiating treatment  

 
AND 

 
7 - One of the following:  
 
 7.1 Failure to a 30-day trial of a glucocorticoid (e.g., methylprednisolone, prednisone) 
confirmed by claims history or submitted medical records  

 
OR 

 
 7.2 History of contraindication or intolerance to a 30-day trial of a glucocorticoid (e.g., 
methylprednisolone, prednisone) (please specify intolerance or contraindication)  

 
AND 

 
8 - Prescribed by or in consultation with a nephrologist   

 

Product Name:Vanrafia  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response demonstrated by a reduction in proteinuria   

 

2 .  Revision History  
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Date  Notes  

11/3/2025  Added NV Formulary  
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Vemlidy 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434328  

Guideline Name Vemlidy  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Vemlidy  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of chronic hepatitis B infection  

 
AND 

 
2 - ONE of the following:  

• Failure to entecavir (generic Baraclude) as confirmed by claims history or submission 
of medical records  

• History of contraindication or intolerance to entecavir (generic Baraclude) (please 
specify contraindication or intolerance)  

• Patient is not a suitable candidate for entecavir (generic Baraclude)  

 
AND 

 
3 - ONE of the following:  
 
 3.1 Failure to tenofovir disoproxil fumarate (generic Viread) as confirmed by claims history or 
submission of medical records  

 
OR 

 
 3.2 History of contraindication or intolerance to tenofovir disoproxil fumarate (generic Viread) 
(please specify contraindication or intolerance)  

 
OR 

 
 3.3 Submission of medical records documenting an estimated glomerular filtration rate below 
90 mL/min (milliliters/minute)  

 
OR 

 
 3.4 Submission of medical records documenting a diagnosis of osteopenia as defined by a 
BMD (bone mineral density) T-score between -1 and -2.5 (BMD T-score greater than -2.5 and 
less than or equal to -1) based on BMD measurements from one of the following with 
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evidence of progressive bone loss on serial DEXA (dual-energy X-ray absorptiometry) scan 
[Provider must submit patient specific BMD T-scores]:  

• Lumbar spine (at least two vertebral bodies)  
• Hip (femoral neck, total hip)  
• Radius (one-third radius site)  

 
OR 

 
 3.5 Submission of medical records documenting a diagnosis of osteoporosis as defined by a 
BMD T-score less than or equal to -2.5 based on BMD measurements from one of the 
following [Provider must submit patient specific BMD T-score]:  

• Lumbar spine (at least two vertebral bodies)  
• Hip (femoral neck, total hip)  
• Radius (one-third radius site)  

 
OR 

 
 3.6 Submission of medical records documenting a prior low-trauma or non-traumatic fracture  

 
OR 

 
 3.7 Patient is less than 20 years of age   

 

Product Name:Vemlidy  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Vemlidy therapy  

 
AND 
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2 - Patient is not a suitable candidate for entecavir (generic Baraclude) or tenofovir disoproxil 
fumarate (generic Viread)   

 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added NV Formulary  
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Veozah 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434327  

Guideline Name Veozah  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Veozah  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of moderate to severe vasomotor symptoms due to menopause  

 
AND 

 
2 - One of the following:  
 
 2.1 Failure (after a 30-day trial) to ONE of the following as confirmed by claims history or 
submission of medical records:  

• Hormonal therapy (e.g., estradiol, Premarin, Prempro)  
• Non-hormonal therapy [e.g., clonidine, gabapentin, selective serotonin inhibitors (e.g., 

paroxetine), serotonin and norepinephrine reuptake inhibitors (e.g., venlafaxine)]  

 
OR 

 
 2.2 History of contraindication or intolerance to BOTH of the following (please specify 
contraindication or intolerance):  

• Hormonal therapy (e.g., estradiol, Premarin, Prempro)  
• Non-hormonal therapy [e.g., clonidine, gabapentin, selective serotonin inhibitors (e.g., 

paroxetine), serotonin and norepinephrine reuptake inhibitors (e.g., venlafaxine)]  

 
AND 

 
3 - Patient has received baseline hepatic laboratory tests to rule out the presence of 
underlying liver disease   

 

Product Name:Veozah  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
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1 - Documentation of positive clinical response to therapy (e.g., decrease in frequency and 
severity of vasomotor symptoms from baseline)  

 
AND 

 
2 - Patient has received periodic evaluation of hepatic laboratory tests to rule out liver injury 
associated with Veozah use   

 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added NV Formulary  
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Verkazia (cyclosporine) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-398251  

Guideline Name Verkazia (cyclosporine)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Verkazia  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is greater than or equal to 4 years of age  

 
AND 
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2 - Patient has a diagnosis of vernal keratoconjunctivitis  

 
AND 

 
3 - Prescriber attestation that disease severity is moderate to severe  

 
AND 

 
4 - Patient has had a disease flare within the past 1 year  

 
AND 

 
5 - Patient is NOT using another immunomodulator via the ophthalmic route (e.g., other 
formulations of cyclosporine, tacrolimus, pimecrolimus)  

 
AND 

 
6 - Patient will NOT exceed a maximum daily dose of 4 vials   

 

Product Name:Verkazia  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient continues to meet initial authorization criteria  

 
AND 

 
2 - Prescriber attestation that patient has had disease improvement and/or stabilization (e.g., 
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improvement on corneal fluorescein staining [CFS], decrease in number of flares, 
improvement in symptoms)  

 
AND 

 
3 - Patient has NOT experienced any treatment-restricting adverse effects (e.g., eye pain, 
infection)   

 

2 .  Revision History  
 

Date  Notes  

9/18/2025  New program.  
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Vimovo (naproxen-esomeprazole magnesium), Duexis (ibuprofen-famotidine) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-422493  

Guideline Name Vimovo (naproxen-esomeprazole magnesium), Duexis (ibuprofen-
famotidine)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Vimovo, generic naproxen/esomeprazole, ibuprofen/famotidine  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The requested medication is being used for an FDA (Food and Drug Administration) 
approved indication  

 
AND 
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2 - Documentation of one of the following risk factors for developing an NSAID (non-steroidal 
anti-inflammatory drug)-related ulcer:  

• Previous history of a major gastrointestinal bleed, perforation, or obstruction  
• Previous history of a peptic ulcer, hemorrhagic gastritis, hemorrhagic gastropathy, or 

erosive esophagitis  
• Concomitant therapy for an anticoagulant or antiplatelet agent (including aspirin) or 

chronic oral corticosteroids  
• The patient has had gastric bypass surgery (Roux-en-Y gastric bypass)  

 
AND 

 
3 - The patient is intolerant to a COX-2 inhibitor or has had a gastric or duodenal ulcer while 
taking a COX-2 inhibitor  

 
AND 

 
4 - The patient has experienced an NSAID-associated ulcer in the past while taking a single-
entity PPI or prostaglandin agent concomitantly with an NSAID or the patient is intolerant to 
both PPIs and prostaglandin agents  

 
AND 

 
5 - Documentation of an inadequate response or adverse reaction with concurrent therapy of 
an equivalent dose of the individual components   

 

2 .  Revision History  
 

Date  Notes  

10/21/2025  New guideline  

 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 839 

Voquezna Dual and Triple Pak 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-422544  

Guideline Name Voquezna Dual and Triple Pak  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Voquezna Dual Pak, Voquezna Triple Pak  

Approval Length 14 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is 18 years or age or older  

 
AND 

 
2 - Patient has a confirmed diagnosis of Helicobacter pylori (H. pylori) infection  
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AND 

 
3 - Patient does NOT have hypersensitivity or cross-hypersensitivity to any component or 
drug class of the product (e.g., penicillins, cephalosporins, macrolides)  

 
AND 

 
4 - Treatment will not be used concurrently with rilpivirine-containing products  

 
AND 

 
5 - If the request is for Voquezna Triple Pak, both of the following:  
 
 5.1 The patient does NOT have a history of hepatic dysfunction or cholestatic jaundice 
associated with prior use of clarithromycin  

 
AND 

 
 5.2 The patient does NOT have ventricular cardiac arrythmia, prolongation of the QT interval, 
or proarrhythmic condition (e.g., uncorrected hypokalemia or hypomagnesemia)  

 
AND 

 
6 - The patient has an adequate trial and failure of, or relevant medical reason for not using, 
PPI-based H. pylori treatment regimen  

 
AND 

 
7 - Baseline renal and hepatic function laboratory tests have been obtained   

 

2 .  Revision History  
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Date  Notes  

10/22/2025  New guideline  
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Vowst 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434326  

Guideline Name Vowst  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Michigan (ACUMI)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania (ACUPA)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Vowst  

Approval Length 1 month(s)  

Guideline Type Prior Authorization  
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Approval Criteria    
 
1 - Diagnosis of recurrent Clostridioides difficile infection (rCDI) as defined by BOTH of the 
following:  
 
 1.1 Presence of diarrhea defined as a passage of 3 or more loose bowel movements within a 
24-hour period for 2 consecutive days  

 
AND 

 
 1.2 A positive stool test for Clostridioides difficile toxin  

 
AND 

 
2 - Patient is 18 years of age or older  

 
AND 

 
3 - Patient has had one or more recurrences of CDI following an initial episode of CDI  

 
AND 

 
4 - Patient has completed at least 10 days of ONE of the following antibiotic therapies for rCDI 
2 to 4 days prior to initiating Vowst as confirmed by claims history or submission of medical 
records:  

• Oral vancomycin  
• Dificid (fidaxomicin)  

 
AND 

 
5 - Previous episode of CDI is under control [e.g., less than 3 unformed/loose (i.e., Bristol 
Stool Scale type 6-7) stools/day for 2 consecutive days]  
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AND 

 
6 - Patient will drink magnesium citrate on the day before and at least 8 hours prior to taking 
the first dose of Vowst  

 
AND 

 
7 - Prescribed by or in consultation with one of the following:  

• Gastroenterologist  
• Infectious disease specialist  

 
 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added NV Formulary  
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Voxzogo (vosoritide) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-422488  

Guideline Name Voxzogo (vosoritide)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Voxzogo  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is less than 18 years of age  

 
AND 
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2 - Patient has diagnosis of confirmed achondroplasia based on ONE of the following:  
 
 2.1 Both of the following  
 
  2.1.1 Clinical manifestations of achondroplasia (e.g. proximal shortening of arms, large 
head, narrow chest, short fingers) and radiographic (e.g., ilia and horizontal acetabula, narrow 
sacrosciatic notch, proximal radiolucency of the femurs, generalized metaphyseal 
abnormality, decreasing interpedicular distance caudally)  

 
AND 

 
  2.1.2 Radiographic findings characteristic of achondroplasia (e.g., large calvaria and 
narrowing of the foramen magnum region, undertubulated, shortened long bones with 
metaphyseal abnormalities, narrowing of the interpedicular distance of the caudal spine, 
square ilia, and horizontal acetabula, small sacrosciatic notches, proximal scooping of the 
femoral metaphysis, and short and narrow chest)  

 
OR 

 
 2.2 Genetic testing with an identifiable mutation in the fibroblast growth factor receptor type 3 
(FGFR3) gene  

 
AND 

 
3 - Prescribed by or in consultation with endocrinologist, pediatric endocrinologist, clinical 
geneticist, or other specialist with advanced knowledge in treating achondroplasia  

 
AND 

 
4 - Patient has open epiphyses  

 
AND 

 
5 - Medication dosed per FDA-label based on patient’s actual body weight  

 
AND 
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6 - Prescriber attestation that patient body weight, growth, and physical development will be 
monitored and assessed every three to six months  

 
AND 

 
7 - Patient has not had (within the previous 18 months) nor will they receive limb lengthening 
surgery   

 

Product Name:Voxzogo  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient continues to meet initial authorization criteria  

 
AND 

 
2 - Documentation of positive clinical response to therapy as demonstrated by improvement in 
annualized growth velocity compared to pre-treatment baseline   

 

2 .  Revision History  
 

Date  Notes  

10/20/2025  1/1/2026 Implementation  
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Voydeya (danicopan) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-421235  

Guideline Name Voydeya (danicopan)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Voydeya  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of paroxysmal nocturnal hemoglobinuria (PNH) confirmed by flow cytometry 
testing  
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AND 

 
2 - Patient is at least 18 years old  

 
AND 

 
3 - Patient has received a stable dose of C5 inhibitor therapy (ravulizumab-cwvz [Ultomiris] or 
eculizumab [Soliris]) for at least 6 months prior to starting Voydeya  

 
AND 

 
4 - Voydeya will be used as add-on therapy to eculizumab (Soliris) or ravulizumab-cwvz 
(Ultomiris)  

 
AND 

 
5 - Patient has clinically significant extravascular hemolysis (EVH) while on Soliris or Ultomiris 
as evidenced by both of the following:  

• Hb 9.5 g/dL or less  
• Absolute reticulocyte count at least 120 x 109/L  

 
AND 

 
6 - Prescribed by or in consultation with Hematologist  

 
AND 

 
7 - Patient has documented vaccinations for Neisseria meningitidis (N. meningitidis) and 
Streptococcus pneumoniae (S. pneumoniae) at least 2 weeks prior to initiating therapy  

 
AND 
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8 - Patient does NOT have any of the following:  

• Severe hepatic impairment (Child-Pugh class C)  
• Unresolved serious infection caused by encapsulated bacteria (including N. 

meningitides, S. pneumoniae, or Haemophilus influenzae type b [HIB])  
 

 

Product Name:Voydeya  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Voydeya being used as add-on therapy to eculizumab (Soliris) or ravulizumab-cwvz 
(Ultomiris)  

 
AND 

 
2 - Prescribed by or in consultation with Hematologist  

 
AND 

 
3 - Patient has demonstrated positive response to therapy (e.g., decreased requirement of 
RBC transfusions, Hb stabilization or improvement LDH reduction, symptom improvement or 
stabilization, reduction in thrombotic events)  

 
AND 

 
4 - Patient does not have any treatment restricting adverse effects (e.g., encapsulated 
bacterial infection, clinically significant or symptomatic hepatic enzyme elevations)   

 

2 .  Revision History  
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Date  Notes  

10/13/2025  New program  
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Vuity (pilocarpine) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-392219  

Guideline Name Vuity (pilocarpine)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Brand Vuity, generic pilocarpine 1.25% ophth soln  

Approval Length 1 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient has a diagnosis of presbyopia  

 
AND 
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2 - Prescribed by or in consultation with an ophthalmologist or optometrist  

 
AND 

 
3 - Patient is unable to use corrective lenses (e.g., eyeglasses or contact lenses) confirmed 
by medical records (e.g., chart notes)  

 
AND 

 
4 - The requested medication will NOT be prescribed concurrently with any ophthalmic 
pilocarpine formulations   

 

Product Name:Brand Vuity, generic pilocarpine 1.25% ophth soln  

Approval Length 6 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to therapy (e.g., improvement in near vision in 
low light conditions without loss of distance vision)  

 
AND 

 
2 - Prescribed by or in consultation with an ophthalmologist or optometrist   

 

2 .  Revision History  
 

Date  Notes  

9/12/2025  New program.  

 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 854 

Vyalev 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434325  

Guideline Name Vyalev  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Michigan (ACUMI)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Washington (ACUWA, 

ACUWAAHE, ACUWAC)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Vyalev  
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Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of advanced Parkinson's disease  

 
AND 

 
2 - Patient has inadequately controlled motor fluctuations despite being treated with optimized 
oral therapies (e.g. levodopa)  

 
AND 

 
3 - Prescribed by or in consultation with a neurologist   

 

Product Name:Vyalev  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Vyalev therapy demonstrated by an 
increase in “on” time without troublesome dyskinesia   

 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added NV Formulary  
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Vyjuvek (beremagene geperpavec-svdt) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-398228  

Guideline Name Vyjuvek (beremagene geperpavec-svdt)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Vyjuvek  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is 6 months of age or older  

 
AND 
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2 - Patient has NOT received a skin graft within the past 3 months  

 
AND 

 
3 - Patient has a genetically confirmed diagnosis of dystrophic epidermolysis bullosa (DEB) 
with mutation in the collagen type VII alpha 1 chain (COL7A1) gene  

 
AND 

 
4 - Prescribed by or in consultation with ONE of the following:  

• Pediatric dermatologist  
• Other specialist with advanced knowledge of treating DEB  

 
AND 

 
5 - Patient has cutaneous wound(s) which are clean with adequate granulation tissue, 
excellent vascularization, and do not appear infected   

 

Product Name:Vyjuvek  

Approval Length 6 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient continues to meet initial authorization criteria  

 
AND 

 
2 - Patient has NOT experienced any unacceptable toxicity from the drug (e.g., severe 
medication reaction resulting in discontinuation of therapy)  
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AND 

 
3 - Patient has disease response as defined by improvement (healing) of treated wound(s)  

 
AND 

 
4 - Patient requires continued treatment for new and/or existing open wounds   

 

2 .  Revision History  
 

Date  Notes  

9/17/2025  New program.  
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Vykat XR 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434324  

Guideline Name Vykat XR  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Washington (ACUWA, 

ACUWAAHE, ACUWAC)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State Pennsylvania (ACUPA)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Vykat XR  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of hyperphagia associated with Prader-Willi Syndrome  

 
AND 

 
2 - Prader-Willi Syndrome is confirmed by genetic testing  

 
AND 

 
3 - Patient is at least 4 years of age or older  

 
AND 

 
4 - Prescribed by or in consultation with an endocrinologist, geneticist, or a specialist with 
knowledge in the treatment of Prader-Willi syndrome   

 

Product Name:Vykat XR  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation of positive clinical response to Vykat XR therapy   

 

2 .  Revision History  
 

Date  Notes  
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11/3/2025  Added NV Formulary  
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Vyndaqel and Vyndamax 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-435236  

Guideline Name Vyndaqel and Vyndamax  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Michigan (ACUMI)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Vyndaqel, Vyndamax  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  
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Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of transthyretin (ATTR)-mediated amyloidosis with cardiomyopathy (ATTR-CM)  

 
AND 

 
2 - ONE of the following:  
 
 2.1 Documentation that the patient has a pathogenic transthyretin (TTR) mutation (e.g., 
V30M)  

 
OR 

 
 2.2 Cardiac or noncardiac tissue biopsy demonstrating histologic confirmation of ATTR 
amyloid deposits  

 
OR 

 
 2.3 ALL of the following  
 
  2.3.1 Echocardiogram or cardiac magnetic resonance imaging suggestive of amyloidosis  

 
AND 

 
  2.3.2 Radionuclide imaging (99mTc-DPD, 99mTc-PYP, or 99m Tc-HMDP) showing grade 2 
or 3 cardiac uptake*  

 
AND 

 
  2.3.3 Absence of light chain amyloidosis  

 
AND 
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3 - Patient has New York Heart Association (NYHA) Functional Class I, II, or III heart failure  

 
AND 

 
4 - Physician attests that the patient has an N-terminal pro-B-type naturetic peptide (NT-
proBNP) level that, when combined with signs and symptoms, is considered definitive for a 
diagnosis of ATTR-CM  

 
AND 

 
5 - ONE of the following:  

• History of heart failure, with at least one prior hospitalization for heart failure  
• Presence of clinical signs and symptoms of heart failure (e.g., dyspnea, edema)  

 
AND 

 
6 - One of the following:  

• Failure to Attruby as confirmed by claims history or submission of medical records  
• History of intolerance or contraindication to Attruby (please specify intolerance or 

contraindication)  

 
AND 

 
7 - Prescribed by, or in consultation, with a cardiologist  

 
AND 

 
8 - Patient is not receiving Vyndaqel/Vyndamax in combination with an RNA-targeted therapy 
for ATTR amyloidosis [i.e., Amvuttra (vutrisiran), Attruby (acoramadis), Onpattro (patisiran), 
Tegsedi (inotersen), or Wainua (eplontersen)]   
Notes  *May require prior authorization and notification 

 

Product Name:Vyndaqel, Vyndamax  
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Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Documentation that the patient has experienced a positive clinical response to Vyndaqel or 
Vyndamax (e.g., improved symptoms, quality of life, slowing of disease progression, 
decreased hospitalizations, etc.)  

 
AND 

 
2 - Documentation that patient continues to have New York Heart Association (NYHA) 
Functional Class I, II, or III heart failure  

 
AND 

 
3 - Prescribed by or in consultation with a cardiologist  

 
AND 

 
4 - Patient is not receiving Vyndaqel/Vyndamax in combination with an RNA-targeted therapy 
for ATTR amyloidosis [i.e., Amvuttra (vutrisiran), Attruby (acoramadis), Onpattro (patisiran), 
Tegsedi (inotersen), or Wainua (eplontersen)]   

 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added a step through Attruby. Added NV formulary.  
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Wainua (eplontersen) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-429197  

Guideline Name Wainua (eplontersen)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Wainua  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is greater than or equal to 18 years of age  

 
AND 
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2 - Patient has a diagnosis of polyneuropathy of hereditary transthyretin-mediated amyloidosis 
confirmed by testing (e.g., genetic testing, biopsy)  

 
AND 

 
3 - Prescribed by, or in consultation with, ONE of the following:  

• Cardiologist  
• Geneticist  
• Neurologist  
• Other specialist with advanced knowledge in treating hereditary transthyretin-mediated 

amyloidosis  

 
AND 

 
4 - Patient has clinical manifestations of polyneuropathy  

 
AND 

 
5 - Medication will NOT be used in combination with inotersen (Tegsedi), tafamidis 
(Vyndamax), tafamidis meglumine (Vyndaqel), patisiran (Onpattro), or vutrisiran (Amvuttra)  

 
AND 

 
6 - Patient does NOT have any of the following conditions:  

• Severe renal impairment or end-stage renal disease  
• Moderate or severe hepatic impairment  
• Prior liver transplant  

 
AND 

 
7 - Prescriber will supplement vitamin A at the recommended daily allowance as appropriate 
and refer to an ophthalmologist if ocular symptoms suggestive of vitamin A deficiency (e.g., 
night blindness, dry eyes) occur   
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Product Name:Wainua  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient continues to meet initial authorization criteria  

 
AND 

 
2 - Patient has demonstrated a clinical benefit based on improvement in clinical 
manifestations of polyneuropathy from baseline  

 
AND 

 
3 - Patient has NOT experienced any treatment-restricting adverse effects (e.g., severe ocular 
symptoms related to vitamin A deficiency)   

 

2 .  Revision History  
 

Date  Notes  

10/27/2025  New program.  
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Winrevair 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-391208  

Guideline Name Winrevair  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Winrevair  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is 18 years of age or older  

 
AND 



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 871 

 
2 - Prescribed by, or in consultation with, a pulmonologist or cardiologist  

 
AND 

 
3 - Diagnosis of pulmonary arterial hypertension (PAH) World Health Organization (WHO) 
Group 1  

 
AND 

 
4 - Submission of right heart catheterization results confirming diagnosis  

 
AND 

 
5 - The patient's WHO functional class is II or greater  

 
AND 

 
6 - The patient has been stable on background PAH therapy for greater than or equal to 90 
days and will continue background PAH therapy during treatment with Winrevair, unless 
contraindicated *  

 
AND 

 
7 - The patient does not have a baseline platelet count less than 50 x 10^9/L  

 
AND 

 
8 - The prescriber attests that hemoglobin (Hgb) and platelet levels will be monitored per 
package insert (e.g., before each dose for at least the first five doses)  

 
AND 

 
9 - If the patient is a female of reproductive potential both of the following:  
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• They have a negative pregnancy test prior to starting therapy  
• They have been counseled on use of effective contraception during treatment  

 
AND 

 
10 - Winrevair will be dosed per FDA-label based on patient's weight   
Notes  *Please note: Background therapy refers to combination therapy consi

sting of drugs from greater than or equal to 2 of the following drug clas
ses: endothelin receptor antagonists (ERA), phosphodiesterase type 5
 (PDE5) inhibitor (PDE5i), soluble guanylate cyclase stimulator, and/or
 prostacyclin analogue or receptor agonist 

 

Product Name:Winrevair  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Prescribed by, or in consultation with, a pulmonologist, or cardiologist  

 
AND 

 
2 - Winrevair will be dosed per FDA-label based on patient's weight  

 
AND 

 
3 - Documentation of positive clinical response to therapy  

 
AND 

 
4 - The patient continues on background PAH therapy during treatment with Winrevair, unless 
contraindicated *   
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Notes  *Please note: Background therapy refers to combination therapy consi
sting of drugs from greater than or equal to 2 of the following drug clas
ses: endothelin receptor antagonists (ERA), phosphodiesterase type 5
 (PDE5) inhibitor (PDE5i), soluble guanylate cyclase stimulator, and/or
 prostacyclin analogue or receptor agonist 

 

2 .  Revision History  
 

Date  Notes  

9/10/2025  1/1/2026 Implementation  
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Xdemvy 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434313  

Guideline Name Xdemvy  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Xdemvy  

Approval Length 6 Week(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 875 

 
1 - Diagnosis of Demodex blepharitis  

 
AND 

 
2 - Patient demonstrates ONE of the following signs of Demodex infestation:  

• Cylindrical cuff at the root of the eyelashes  
• Lid margin erythema  
• Eyelash anomalies (e.g., eyelash misdirection, eyelash loss)  

 
AND 

 
3 - Patient demonstrates TWO of the following symptoms of Demodex infestation:  

• Itching/Burning  
• Foreign body sensation  
• Crusting/matted lashes  
• Blurry vision  
• Discomfort/irritation  
• Tearing/lacrimation  
• Dryness  
• Purulence/discharge  

 
AND 

 
4 - Patient is practicing good eye-lid hygiene (e.g., non-prescription tree-tea oil)  

 
AND 

 
5 - Prescribed by or in consultation with ONE of the following:  

• Ophthalmologist  
• Optometrist  

 
 

2 .  Revision History  
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Date  Notes  

11/3/2025  Added NV formulary  
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Xiaflex 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-482199  

Guideline Name Xiaflex  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Xiaflex  

Diagnosis Dupuytren's Contracture  

Approval Length 4 Week(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is at least 18 years of age  

 
AND 
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2 - The patient has a confirmed diagnosis of Dupuytren’s contracture with a palpable cord  

 
AND 

 
3 - The patient has not received surgical treatment (e.g., fasciotomy) on the selected primary 
joint within the last 90 days  

 
AND 

 
4 - Documentation that the flexion deformity is causing functional limitations  

 
AND 

 
5 - Treatment is administered no sooner than a four-week intervals  

 
AND 

 
6 - The patient has not had 3 cycles in total   

 

Product Name:Xiaflex  

Diagnosis Peyronie's Disease (PD)  

Approval Length 6 Week(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is at least 18 years of age  

 
AND 
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2 - The patient has a confirmed diagnosis of Peyronie’s disease (PD) with a palpable plaque  

 
AND 

 
3 - The patient has curvature deformity of at least 30 degrees and  

 
AND 

 
4 - Xiaflex is not being used for sexual or erectile dysfunction associated with PD  

 
AND 

 
5 - Must be used in conjunction with penile modeling procedure  

 
AND 

 
6 - Treatment is administered no sooner than 6-week intervals  

 
AND 

 
7 - The patient has not had 4 cycles in total   

 

Product Name:Xiaflex  

Diagnosis Peyronie's Disease (PD)  

Approval Length 6 Week(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient continues to meet the initial authorization criteria  
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AND 

 
2 - Curvature deformity remains greater than 15 degrees (curvature less than 15 degrees 
does not warrant subsequent treatment cycle)   
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Xolremdi 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-395221  

Guideline Name Xolremdi  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Xolremdi  

Approval Length 6 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is greater than or equal to 12 years of age  

 
AND 
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2 - Diagnosis of warts, hypogammaglobulinemia, infections, and myelokathexis (WHIM) 
syndrome with genotype-confirmed CXCR4 variant  

 
AND 

 
3 - Prescribed by, or in consultation with, a geneticist, immunologist, or other specialist with 
advance knowledge in treating WHIM syndrome  

 
AND 

 
4 - Confirmed absolute neutrophil count (ANC) less than or equal to 400 cells/μL (or total 
white blood cell (WBC) count less than or equal to 400 cells/μL if ANC is below lower limit of 
detection)  

 
AND 

 
5 - Prescriber attestation to assess QTc at baseline and to monitor QTc periodically during 
treatment for patients with risk factors for QTc prolongation  

 
AND 

 
6 - The patient is not taking any of the following:  

• Another CXCR4 antagonist (e.g., plerixafor [Mozobil]  
• Any medication that is highly dependent on cytochrome P450 (CYP) 2D6 for clearance 

(e.g., amitriptyline, fluoxetine)  
• A strong CYP3A4 inducer (e.g., rifampin, phenytoin)  

 
AND 

 
7 - If the request is for a female of reproductive potential BOTH of the following:  

• The patient has a confirmed negative pregnancy test prior to initiation  
• The patient attests to use effective contraception during treatment and for three weeks 

after the last dose  
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AND 

 
8 - Xolremdi will be dosed per FDA label based on patient's body weight with dose when used 
concomitantly with a strong CYP3A4 inhibitor   

 

Product Name:Xolremdi  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient continues to meet the initial authorization criteria  

 
AND 

 
2 - Positive response to therapy (e.g., improvement in ANC and/or absolute lymphocyte 
counts [ALC], reduction in infections)  

 
AND 

 
3 - The patient has not experienced any treatment restricting adverse effects (e.g., significant 
QTc prolongation)   

 

2 .  Revision History  
 

Date  Notes  

9/17/2025  1/1/2026 Implementation  
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Yorvipath (palopegteriparatide) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-391197  

Guideline Name Yorvipath (palopegteriparatide)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Yorvipath  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient is greater than 18 years of age  

 
AND 
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2 - Diagnosis of hypoparathyroidism that is not acute post-surgical  

 
AND 

 
3 - Within the previous two weeks the patient has both of the following:  

• Serum 25(OH) vitamin D within the normal range  
• Albumin-corrected serum calcium ≥7.8 mg/dL  

 
AND 

 
4 - The request does not exceed two pens/28 days for a max dose of 30 mcg daily   

 

Product Name:Yorvipath  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient continues to meet initial authorization criteria  

 
AND 

 
2 - Documentation of positive response to therapy   

 

2 .  Revision History  
 

Date  Notes  

9/8/2025  New Guideline. 1/1/2026 implementation  
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Zeposia (ozanimod) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-420212  

Guideline Name Zeposia (ozanimod)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Zeposia  

Diagnosis Ulcerative Colitis  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has as a diagnosis of moderately to severely active UC (ulcerative colitis)  

 
AND 
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2 - Prescribed by, or in consultation with, a gastroenterologist  

 
AND 

 
3 - Inadequate response after a 90-day trial of one of the following conventional therapies:  

• 6-mercaptopurine  
• Aminosalicylates (e.g., mesalamine, balsalazide, olsalazine)  
• Sulfasalazine  
• Azathioprine  
• Corticosteroids (e.g., budesonide, high dose steroids, 40-60 mg of prednisone daily)  

 
AND 

 
4 - The patient has tried and failed two preferred immunomodulator therapies indicated for 
moderately to severely active UC   

 

Product Name:Zeposia  

Diagnosis Multiple Sclerosis  

Approval Length 12 month(s)  

Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has a diagnosis of a relapsing form of MS (multiple sclerosis) [e.g., relapsing-
remitting MS (RRMS), secondary-progressive MS (SPMS) with relapses]  

 
AND 

 
2 - One of the following:  
 
 2.1 The requested medication is being used for continuation of therapy  



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 888 

 
OR 

 
 2.2 The patient has had failure after a trial of at least four weeks, contraindication, or 
intolerance to at least one of the following disease-modifying therapies for MS:  

• Avonex (interferon beta-1a)  
• Betaseron (interferon beta-1b)  
• Copaxone/Glatopa (glatiramer acetate)  
• Tecfidera (dimethyl fumarate)  

 
AND 

 
3 - Prescribed by, or in consultation with, a neurologist   

 

Product Name:Zeposia  

Diagnosis Multiple Sclerosis  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - The patient has documentation of positive clinical response to therapy (e.g., improvement 
in radiologic disease activity, clinical relapses, disease progression)  

 
AND 

 
2 - Prescribed by, or in consultation with, a neurologist   

 

2 .  Revision History  
 

Date  Notes  
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10/9/2025  New guideline  
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Zilbrysq 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434312  

Guideline Name Zilbrysq  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Indiana (ACUIN)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Mexico (ACUNM)  
• Medicaid - Community & State Pennsylvania (ACUPA)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Zilbrysq  

Approval Length 12 month(s)  
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Therapy Stage Initial Authorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Submission of medical records (e.g., chart notes, laboratory values, etc.) confirming ALL of 
the following:  
 
 1.1 Diagnosis of generalized myasthenia gravis (gMG)  

 
AND 

 
 1.2 Positive serologic test for anti-AChR antibodies  

 
AND 

 
 1.3 Patient has a Myasthenia Gravis Foundation of America (MGFA) Clinical Classification of 
class II, III, or IV at initiation of therapy  

 
AND 

 
 1.4 Patient has a Myasthenia Gravis Activities of Daily Living scale (MG-ADL) total score 
greater than or equal to 6 at initiation of therapy  

 
AND 

 
2 - ONE of the following:  
 
 2.1 History of failure of at least two immunosuppressive agents over the course of at least 12 
months (e.g., azathioprine, corticosteroids, cyclosporine, methotrexate, mycophenolate, etc.) 
as confirmed by claims history or submission of medical records  

 
OR 

 
 2.2 Patient has a history of failure of at least one immunosuppressive therapy (as confirmed 
by claims history or submission of medical records) and has required four or more courses of 
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plasmapheresis/ plasma exchanges and/or intravenous immune globulin over the course of at 
least 12 months without symptom control  

 
OR 

 
 2.3 Contraindication or intolerance to at least two immunosuppressive agents (please specify 
contraindication or intolerance)  

 
AND 

 
3 - Patient is not receiving Zilbrysq in combination with another complement inhibitor [e.g., 
Soliris (eculizumab), Ultomiris (ravulizumab-cwvz)] or a neonatal Fc receptor blocker [e.g., 
Rystiggo (rozanolixizumab-noli), Vyvgart (efgartigimod alfa-fcab),Vyvgart Hytrulo 
(efgartigimod alfa and hyaluronidase-qvfc)]  

 
AND 

 
4 - Prescribed by, or in consultation with, a neurologist   

 

Product Name:Zilbrysq  

Approval Length 12 month(s)  

Therapy Stage Reauthorization  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Submission of medical records (e.g., chart notes, laboratory tests) to demonstrate a 
positive clinical response from baseline as demonstrated by at least ALL of the following:  
 
 1.1 Improvement and/or maintenance of at least a 2-point improvement (reduction in score) 
in the MG-ADL score from pre-treatment baseline  

 
AND 

 
 1.2 Reduction in signs and symptoms of myasthenia gravis  
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AND 

 
 1.3 Maintenance, reduction, or discontinuation of dose(s) of baseline immunosuppressive 
therapy (IST) prior to starting Zilbrysq*  

 
AND 

 
2 - Patient is not receiving Zilbrysq in combination with another complement inhibitor [e.g., 
Soliris (eculizumab), Ultomiris (ravulizumab-cwvz)] or a neonatal Fc receptor blocker [e.g., 
Rystiggo (rozanolixizumab-noli), Vyvgart (efgartigimod alfa-fcab),Vyvgart Hytrulo 
(efgartigimod alfa and hyaluronidase-qvfc)]  

 
AND 

 
3 - Prescribed by, or in consultation with, a neurologist   
Notes  *Add on, dose escalation of IST, or additional rescue therapy from bas

eline to treat myasthenia gravis or exacerbation of symptoms while on
 Zilbrysq therapy will be considered as treatment failure 

 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added NV formulary.  
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Zokinvy 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434311  

Guideline Name Zokinvy  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Arizona (ACUAZ, ACUAZEC)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Pennsylvania (ACUPA)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Zokinvy  

Diagnosis Hutchinson-Gilford Progeria Syndrome  



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 895 

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of Hutchinson-Gilford Progeria Syndrome   

 

Product Name:Zokinvy  

Diagnosis Progeroid Laminopathies  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of processing deficient Progeroid laminopathy  

 
AND 

 
2 - Documentation of ONE of the following:  

• Heterozygous LMNA (gene) mutation with progerin-like protein accumulation  
• Homozygous or compound heterozygous ZMPSTE24 (gene) mutations  

 
 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added NV formulary  
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Zokinvy 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-434311  

Guideline Name Zokinvy  

Formulary • Medicaid - Community & State Colorado (ACUCO, ACUCOC)  
• Medicaid - Community & State Hawaii (ACUHI, ACUHIEC)  
• Medicaid - Community & State Maryland (ACUMD)  
• Medicaid - Health Plan of Nevada Medicaid (ACUNV)  
• Medicaid - Community & State New Jersey (PSI2300)  
• Medicaid - Community & State New York EPP (ACUNYEPP)  
• Medicaid - Community & State New York (ACUNY, ACUNYM)  
• Medicaid - Community & State Pennsylvania CHIP (ACUPAC)  
• Medicaid - Community & State Rhode Island (ACURI)  
• Medicaid - Community & State Arizona (ACUAZ, ACUAZEC)  
• Medicaid - Community & State Virginia (ACUVA, ACUVAC, 

ACUVAEC)  
• Medicaid - Community & State Pennsylvania (ACUPA)  
• Medicaid - Community & State Nebraska (ACUNE)  
• Medicaid - Community & State New Mexico (ACUNM)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Zokinvy  

Diagnosis Hutchinson-Gilford Progeria Syndrome  
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Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of Hutchinson-Gilford Progeria Syndrome   

 

Product Name:Zokinvy  

Diagnosis Progeroid Laminopathies  

Approval Length 12 month(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Diagnosis of processing deficient Progeroid laminopathy  

 
AND 

 
2 - Documentation of ONE of the following:  

• Heterozygous LMNA (gene) mutation with progerin-like protein accumulation  
• Homozygous or compound heterozygous ZMPSTE24 (gene) mutations  

 
 

2 .  Revision History  
 

Date  Notes  

11/3/2025  Added NV formulary  
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Zynteglo (betibeglogene autotemcel) 

 

  

  

Prior Authorization Guideline 
 

  

Guideline ID GL-395187  

Guideline Name Zynteglo (betibeglogene autotemcel)  

Formulary • Medicaid - Health Plan of Nevada Medicaid (ACUNV)  

 

 

Guideline Note: 

Effective Date: 1/1/2026  

 

 

 

 

1 .  Criteria 
 

Product Name:Zynteglo  

Approval Length 30 Day(s)  

Guideline Type Prior Authorization  

 
 

Approval Criteria    
 
1 - Patient is greater than or equal to 4 years of age  

 
AND 

 
2 - Diagnosis of beta-thalassemia confirmed with genetic testing  



Health Plan of Nevada Medicaid – Clinical Pharmacy Guidelines 

Page 899 

 
AND 

 
3 - Prescribed by, or in consultation with, a hematologist  

 
AND 

 
4 - Prescriber attests that the patient is a candidate for autologous hematopoietic stem-cell 
transplant (HSCT)  

 
AND 

 
5 - The patient has not previously received an allogeneic transplant  

 
AND 

 
6 - The patient has not previously received other gene therapies (e.g., Casgevy)  

 
AND 

 
7 - The patient has transfusion-dependent disease defined as ONE of the following:  

• History of transfusions of at least 100 mL/kg/year of packed red blood cells (pRBCs)  
• Greater than or equal to 8 transfusions of pRBCs per year in the previous two years  

 
AND 

 
8 - The patient has been screened for HBV, HCV, human T-lymphotropic virus 1 and 2 
(HTLV-1/HTLV-2), and HIV in accordance with clinical guidelines prior to collection of cells 
(leukapheresis)  

 
AND 

 
9 - If the patient requires anti-retrovirals for HIV prophylaxis, BOTH of the following:  
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• The patient has not used prophylactic HIV anti-retroviral medication or hydroxyurea 
within 30 days prior to mobilization (or for the expected duration for elimination of 
those medications) and until all cycles of apheresis are completed  

• Confirmation of a negative test for HIV before beginning mobilization  

 
AND 

 
10 - Iron chelation therapy has been discontinued for at least seven days prior to initiating 
myeloblative conditioning therapy and myelosuppressive iron chelators will be avoided for six 
months post-treatment  

 
AND 

 
11 - The patient does not have any of the following:  

• Severely elevated iron in the heart (e.g., patients with cardiac T2 <10 msec by MRI  
• Advanced liver disease  
• MRI of the liver with results demonstrating liver iron content ≥15 mg/g (unless biopsy 

confirms absence of advanced disease)  

 
AND 

 
12 - The patient has been counseled and verbalized understanding that hematologic 
malignancies may develop in individuals treated with Zynteglo and lifelong monitoring is 
warranted  

 
AND 

 
13 - Prescriber attestation that all necessary preparations prior to Zynteglo administration will 
be followed per package insert (including scheduled transfusions to target required Hb levels)  

 
AND 

 
14 - The patient has not previously received one treatment course of Zynteglo in their lifetime   

 

2 .  Revision History  
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Date  Notes  

9/10/2025  1/1/2026 implementation  
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