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FDA approved indication: Diabetes Mellitus, type Il

Purpose: To define the process for coverage of Glucagon-like peptide 1 receptor agonists (GLP1 RA) for treatment of Type Il Diabetes
Mellitus (DM)

Clinical Rationale: GLP-1 receptor antagonists are not considered as initial therapy for the majority of patients with type 2 diabetes.
GLP-1 receptor agonists should not be initiated in a patient with a history of pancreatitis. Combination therapy with GLP1 RA and
dipeptidyl peptidase-4 (DPP-4) inhibitors does not provide additive glucose-lowering effects, and thus, the combination should be
avoided. While not prohibited by this policy, it should be noted that concurrent use of GLP1 RA with prandial insulin has not been
studied.

Policy: Cover preferred formulary GLP1 RA for members with type Il DM who have failed three oral medications from different drug
classes, including metformin. Some of these medications are available with prior authorization (PA).

Non-preferred formulary agents require trial with one preferred agent prior to approval in addition to failure of three oral medications
from different drug classes, including metformin.

For non-formulary agents, the member must have a documented trial of at least two formulary GLP1 RA agents (including at least one
preferred agent) prior to approval in addition to failure of three oral medications from different drug classes, including metformin.
Quantity limits apply.

For GLP-1 RA/basal insulin combination agents, members must be established on basal insulin at doses less than 50 units/day and
meet criteria for GLP1 RA single agents below.

Agents included in criteria:

Exenatide ER (Bydureon Bcise®) Formulary, Pref QL: 3.4/28 days
Exenatide ER (Bydureon®) Formulary, Pref QL: 4/28 days
Exenatide (Byetta®) Formulary, Non-pref QL: 2.4/30 days
Lixisenatide (Adlyxin®) Formulary, Pref QL: 6/28 days
Dulaglutide (Trulicity®) Formulary, Non-pref QL: 2/28 days
Semaglutide (Ozempic®) Formulary, Non-pref QL: 3/28day
Semaglutide (Rybelsus®) Formulary, Non-pref QL: 1/day
Tirzepatide (Mounjaro®) Formulary, Non-pref QL: 2/28 days

Approval criteria for GLP-1 RA: Met Not Met



Criteria #1:
Criteria #2:

Criteria #3:

Criteria #4:

Criteria #5:

Criteria #6:

Does the member have a diagnosis of type 2 diabetes mellitus

Is there documentation the member has used or has a contraindication
to metformin

Is the request for a GLP1 RA agent listed above

Is this request to reduce the risk of cardiovascular events for a member
with established cardiovascular disease* or multiple cardiovascular risk
factors
Member has had adequate trial with (or documented contraindication
to) formulary SGLT2 agentt
for non-preferred agent, the member tried and failed at least one
preferred agent

Renewal criteria for GLP-1 RA:

Renewal #1:
Renewal #2:

Did member meet PA criteria for initial criteria
Do recent chart notes support the continuation of the medicationt

Reviewed and approved by: Chief Medical Officer
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Go to #3

preferred formulary:
Go to #5

non-preferred
formulary: Go to #4

Go to #5

Approve x12 months
Approve x12 months
Met

Go to #2

Approve x1 year
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Deny
Deny

Deny
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Deny

Deny

Not Met

Deny
Deny



