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Revisions are effective the first of the month following a 45-day notification and comment period. 

 

NEW UM PROGRAM CRITERIA 
Lybalvi PA 

Program Type:                  ☒ Prior Authorization                    ☐  Quantity Limit                 ☐ Step Therapy 

 
 
Prior Authorization Approval Criteria 
Lybalvi (olanzapine-samidorphan L-malate) 
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UM PROGRAM CRITERIA REVISED 
Taltz PA 

Program Type:                  ☒ Prior Authorization                    ☐  Quantity Limit                 ☐ Step Therapy 

Taltz 1. Ankylosing Spondylitis and Axial spondyloarthritis added as indications. 
2. Pricing updated based off of AWP (4/7/22). 
3. Added pediatric dosing for plaque psoriasis indication. 
4. Added initial and maintenance dosing for AS, Axial spondyloarthritis, 

and Psoriatic arthritis. 
5. Added fail first criteria for Ankylosing Spondylitis to least one 

conventional systemic or non-biologic DMARD is encouraged but not 
required -AND- patient has failure, contraindication, or intolerance to 
one of the following Cosentyx, Humira, Enbrel. 

6. Added fail first criteria for Nonradiographic axial spondyloarthritis to 
least one conventional systemic or non-biologic DMARD is encouraged 
but not required -AND- patient has failure, contraindication, or 
intolerance to Cosentyx. 

7. Updated fail first criteria for Plaque Psoriasis and Psoriatic arthritis to 
include failure, intolerance, or contraindication to at least ONE 
conventional systemic DMARD -AND- At least TWO category B 
medications. 

 
 
Prior Authorization Approval Criteria 

Taltz (ixekizumab) 
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