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MEDICAID SERVICES MANUAL 

TRANSMITTAL LETTER 

 

 

January 25, 2018 

 

 

TO: CUSTODIANS OF MEDICAID SERVICES MANUAL 

 

FROM: LYNNE FOSTER, CHIEF OF DIVISION COMPLIANCE 

 

SUBJECT: MEDICAID SERVICES MANUAL CHANGES 

CHAPTER 1200 – PRESCRIBED DRUGS 

 

 

BACKGROUND AND EXPLANATION 

 

Revisions to Medicaid Services Manual (MSM) Chapter 1200 – Prescribed Drugs are being 

proposed to reflect approved actions by the Drug Use Review (DUR) Board at the April 27, 2017 

meeting. On April 27, 2017, the DUR board approved the removal of prior authorization criteria 

for Symlin® (Pramlinitide Injection). 

 

These changes are effective January 29, 2017. 
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AMPYRA® (Dalfampridine).................................................................................................................................................. 52 
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ANTI-MIGRAINE MEDICATIONS (Triptans) .................................................................................................................... 39 
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BERINERT® (C1 Esterase Inhibitor) .................................................................................................................................... 63 

BLOOD GLUCOSE TESTING ............................................................................................................................................ 123 

BRILINTA® (Ticagrelor) ....................................................................................................................................................... 68 

BUPRENORPHINE ............................................................................................................................................................... 50 

BUPRENORPHINE/NALOXONE ........................................................................................................................................ 50 
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CESAMET® (Nabilone) ......................................................................................................................................................... 73 

CINQAIR® (Reslizumab) ...................................................................................................................................................... 35 

CINRYZE® (C1 Esterase Inhibitor) ....................................................................................................................................... 63 

COLCHICINE (Colcrys®) ..................................................................................................................................................... 54 

COLONY STIMULATING FACTORS ................................................................................................................................. 76 

CORLANOR® (Ivabradine) ................................................................................................................................................. 107 
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DAKLINZA® (Daclatasvir) ................................................................................................................................................... 82 

DALIRESP® (Roflumilast) .................................................................................................................................................... 62 
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ENTRESTO® (Sacubitril/Valsartan).................................................................................................................................... 115 

EPCLUSA® (sofosbuvir/velpatasvir) ..................................................................................................................................... 95 
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FIRAZYR® (Icatibant) ........................................................................................................................................................... 63 

FORTEO® (Teriparatide) ....................................................................................................................................................... 72 
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GENDER EDITS .................................................................................................................................................................. 120 

GENOTROPIN® (Somatropin) .............................................................................................................................................. 10 
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HARVONI® (Ledipasvir/Sofosbuvir) .................................................................................................................................... 79 

HEMATOPOIETIC/HEMATINIC AGENTS ........................................................................................................................ 19 

HEPATITIS C DIRECT-ACTING ANTIVIRALS  ............................................................................................................... 78 



APPENDIX A – Coverage and Limitations 

DIVISION OF HEALTH CARE FINANCING AND POLICY 

MEDICAID SERVICES MANUAL 

 

August 1, 2017 

 

PRESCRIBED DRUGS Appendix A Page 2 
 

HEREDITARY ANGIOEDEMA AGENTS .......................................................................................................................... 63 

HETLIOZ® (Tasimelteon) ................................................................................................................................................... 114 

HORMONES ........................................................................................................................................................................ 120 

HUMATROPE® (Somatropin) .............................................................................................................................................. 10 
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IMMUNOMODULATOR DRUGS ....................................................................................................................................... 25 

INCIVEK® (Telaprevir) ......................................................................................................................................................... 59 

INCRETIN MIMETICS ......................................................................................................................................................... 65 

INHALED ANTICHOLINERGIC AGENTS......................................................................................................................... 43 
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IRRITABLE-BOWEL SYNDROME AGENTS .................................................................................................................... 98 
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KALBITOR® (Ecallantide) .................................................................................................................................................... 63 

KALYDECO® (Ivacaftor) ..................................................................................................................................................... 66 
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LAZANDA® (Fentanyl Citrate Nasal Spray) ........................................................................................................................ 18 

LIDODERM 5% PATCHES® ............................................................................................................................................... 33 

LONG ACTING NARCOTICS .............................................................................................................................................. 37 
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MAKENA™ ........................................................................................................................................................................... 58 

MARINOL® (Dronabinol) ..................................................................................................................................................... 73 
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MEDICATIONS FOR THE TREATMENT OF ACNE ........................................................................................................ 97 

MEDICATIONS WITH GENDER/AGE EDITS ................................................................................................................. 118 

MONOCLONAL ANTIBODY AGENTS .............................................................................................................................. 34 
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NATROBA® (Spinosad) ........................................................................................................................................................ 67 

NEUROKININ-1 ANTAGONISTS AND COMBINATIONS ............................................................................................ 116 

NORDITROPIN® (Somatropin) ............................................................................................................................................ 10 

NUCALA® (Mepolizumab) ................................................................................................................................................... 35 

NUTROPIN® (Somatropin) ................................................................................................................................................... 10 

NUVIGIL® (Armodafinil) ................................................................................................................................................... 104 
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OLYSIO® (Simeprevir)  ......................................................................................................................................................... 85 

OMNITROPE® (Somatropin) ................................................................................................................................................ 10 

OMONTYS® (Peginesatide) .................................................................................................................................................. 75 

ONSOLIS® (Fentanyl Citrate Buccal Film) ........................................................................................................................... 18 

OPIOIDS ................................................................................................................................................................................. 47 

OPIOD-INDUCED CONSTIPATION AGENTS ................................................................................................................ 117 

ORAL/TOPICAL CONTRACEPTIVES .............................................................................................................................. 119 

ORKAMBI® (Lumacaftor/Ivacaftor) ................................................................................................................................... 113 

OVER-THE-COUNTER MEDICATIONS ............................................................................................................................ 15 
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PRALUENT® (Alirocumab) ................................................................................................................................................ 108 

PRAMLINITIDE INJECTION (Symlin®) ............................................................................................................................. 23 

PRENATAL VITAMINS ..................................................................................................................................................... 118 

PROLIA® (Denosumab) ........................................................................................................................................ 70 
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PROVIGIL® (Modafini) ...................................................................................................................................... 104 

PSYCHOTROPIC MEDICATIONS FOR CHILDREN AND ADOLESCENTS ................................................. 30 
R 

RAYOS® (Prednisone Delayed-Release) ............................................................................................................................. 106 

REGRANEX®  ...................................................................................................................................................................... 24 

S 

SAIZEN® (Somatropin) ......................................................................................................................................................... 10 

SAVELLA® (Milnacipran) .................................................................................................................................................... 49 

SEROSTIM® (Somatropin) ................................................................................................................................................... 13 

SOVALDI®  ........................................................................................................................................................................... 86 

SUBSYS®(Fentanyl Sublingual Spray) ................................................................................................................................. 18 

SYNAGIS®(Palivizumaub) .................................................................................................................................................... 45 

T 

TECHNIVIE® (Ombitasvir/Paritaprevir/Ritonavir)............................................................................................................... 81 

TEV-TROPIN®(Somatropin) ................................................................................................................................................. 10 

THROMBIN ININHIBITORS ............................................................................................................................................... 57 

TOBACCO CESSATION PRODUCTS ................................................................................................................................. 40 

TOPICAL IMMUNOMODULATORS .................................................................................................................................. 29 

TORADOL (Ketorolac Tromethamine) TABLETS ............................................................................................................... 38 

TRANSDERMAL FENTANYL ............................................................................................................................................. 16 

V 

VICTRELIS®(Boceprevir) ..................................................................................................................................................... 59 

VIEKIRA PAK®(Dasabuvir-Ombitasvir-Paritaprevir-Ritonavir) ......................................................................................... 80 

VIMOVO®(Naproxen/Esomeprazolemagnesium), Duexis® (Ibuprofen/Famotidine) ........................................................ 105 

VITAMIN WITH FLOURIDE ............................................................................................................................................. 121 

VIVITROL® (Naltrexone) ................................................................................................................................................... 103 

X 

XARTEMIS (Oxycodone and Acetaminophen) ................................................................................................................... 100 

XOLAIR® (Omalizumab) ...................................................................................................................................................... 34 

XOPENEX®(Levalbuterol) .................................................................................................................................................... 41 

XYREM® (Sodium Oxybate) .............................................................................................................................................. 104 

Z 

ZORBTIVE®(Somatropin) .................................................................................................................................................... 13 

ZEPATIER® (elbasvir and grazoprevir) ................................................................................................................................ 92 

 

All drugs in Appendix A may be subject to Quantity Limitations. 

Check the Nevada Medicaid and Nevada Check Up Pharmacy Manual for a listing of the exact Quantity Limitation. 
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J. RESERVED FOR FUTURE USEPramlinitide Injection (Symlin®) 

 

Therapeutic Class: Antihyperglycemic, Amylin Analog-Type 

Last Reviewed by the DUR Board: September 21, 2006 

 

Pramlinitide injection is subject to prior authorization and age restriction: 

 

1. Coverage and Limitations (For recipients 15 years or older) 

 

Authorization will be given if the following criteria are met and documented: 

 

a. Diagnosis of Type 1 or Type 2 Diabetes Mellitus; 

 

b. Documentation that recipient has not achieved desired HbA1c despite optimal 

insulin therapy; 

 

c. Documented HbA1c<9%; 

 

d. Patient is competent and has received diabetic education, able to self-administer 

drug and willing to perform blood glucose monitoring; 

 

e. Approval period of six months; and 

 

f. Exclusion criteria: 

 

1. HbA1c>9%; 

 

2. Confirmed diagnosis of gastroparesis; 

 

3. Use of drugs that alter GI motility; 

 

4. Presence of hypoglycemia unawareness; and 

 

5. Use of alpha-glucosidase inhibitors (e.g. acarbose, miglitol). 

 

2. Prior Authorization Guidelines 

 

Prior Authorization forms are available at: 

http://www.medicaid.nv.gov/providers/rx/rxforms.aspx


