Louisiana Medicaid
Oncology Agents — Oral — Other

The Louisiana Uniform Prescription Drug Prior Authorization Form should be utilized to
request:

e Prior authorization for non-preferred oral other oncology agents

e Clinical authorization for selumetinib (Koselugo®)

Additional Point-of-Sale edits may apply.

By submitting the authorization request, the prescriber attests to the conditions available HERE.

Approval Criteria for Initiation and Continuation of Therapy Appreval-Criteriafor
Initial-and Reautherization Reguestsfor Non-preferred Agents (Except Koselugo®)

e There is no preferred alternative that is the exact same chemical entity, formulation,
strength, etc.; AND
e Previous use of a preferred product - ONE of the following is required:
o The recipient has had a treatment failure with at least one preferred product; OR
o The recipient has had an intolerable side effect to at least one preferred product;
OR
o The recipient has documented contraindication(s) to all of the preferred products
that are appropriate to use for the condition being treated; OR
o There is no preferred product that is appropriate to use for the condition being
treated; OR
o The prescriber states that the recipient is currently using the requested
medication.;: AND

Duration of initial and reauthorization approval:
Up to 12 months based upon patient-specific factors and the condition being treated.
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http://www.ldh.la.gov/assets/docs/BayouHealth/Pharmacy/3.8.24/Prescriber.Attestations.03082024.pdf

Selumetinib (Koselugo®)

Approval Criteria for Initiation of Therapy

! LCriteri

e The recipient is 12 years of age or older on the date of the request; AND
e The recipient has BOTH of the following and this is stated on the request:
o Diagnosis of neurofibromatosis type 1 (NF1); AND
o Symptomatic, inoperable plexiform neurofibromas (PN); AND
e Selumetinib (Koselugo™) is prescribed by, or the request states that this medication is
being prescribed in consultation with, a neurologist.: AND

Duration of approval for initiation of therapyDuratien-efinitial autherization-appreval: 6

months

Approval Criteria for Continuation of TherapyReauthorizationCriteria

e The prescriber states on the request that the recipient is established on the medication
with evidence of a positive response to therapy.

Duration of approval for continuation of therapyDuration-ofreautherization-approeval: 12

months
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