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2008 Formulary
Introduction

The Health Plan of Michigan (HPM) is pleased to
provide the 2008 formulary as a reference and

informational tool for physicians, pharmacists and
patients.  The HPM formulary is designed to assist
practitioners in selecting clinically appropriate and

cost-effective products for their patients.

The Health Plan of Michigan Pharmacy and
Therapeutics Committee (P&T)

The medications on this formulary have been
reviewed by the Health Plan of Michigan P&T

Committee. The Committee includes physicians,
pharmacists and health professionals. The clinical
information within the formulary is primarily derived

from medical literature and is reviewed and
approved by the P&T Committee.

Notice
The information contained in this formulary is

provided by HPM, solely for the convenience of
medical providers.  HPM does not warrant or assure
accuracy of this information, nor is it intended to be

comprehensive in nature.
This formulary is not intended to be a substitute for
the knowledge, expertise, skill and judgment of the

medical provider in their choice of prescription
drugs.  Health Plan of Michigan assumes no

responsibility for the actions or omissions of any
medical provider based upon reliance, in whole or in

part, on the information contained herein.  The
medical provider should consult the drug

manufacturer§s product literature or standard
references for more detailed information.

Preface
The HPM formulary is organized by sections.  Each

section includes therapeutic groups identified by
either drug class or disease state. Products are

listed by generic name.  Brand names are included
as a reference to assist in product recognition.

Unless exceptions are

noted, generally all applicable dosage forms and
strength of the drug sited are included in the

formulary.  Extended release formulations (e.g., ext-
rel, SR) are not considered formulary drugs unless
specified.  HPM will not cover prescription drugs

that are prescribed for
experimental, investigational or non-FDA approved

indications.

Product Selection Criteria
The HPM P&T Committee considers clinical

information on new to market drugs that are typically
included in an outpatient pharmacy benefit.  The

primary goal of the HPM P&T Committee is to
maintain and evaluate the HPM formulary based
upon an objective analysis of the safety, efficacy,

approved indications, adverse effects,
contraindications, patient administration/compliance
considerations and cost effectiveness.  When a new
drug is considered for formulary inclusion, it will be
reviewed relative to similar drugs currently included

in the HPM Formulary.  Formulary decisions are
communicated quarterly on the HPM internet site.

Generic Substitution
The brand names listed in the formulary are for

reference only.  Boldface type will be dispensed as
generic only.  Only FDA approved  µAB¶ rated

generic drugs are considered to be therapeutically
equivalent.

Medical Exception
The process for requesting non-formulary

medication(s) requires faxing of a completed
medical exception form to RxAmerica at 1-866-855-

2678.  The medical exception request will be
reviewed the Medical Director and make a decision.

Prior Authorization
Drugs indicated with µPA¶ require Prior Authorization
for coverage.  Please call the RxAmerica Help Desk

at 1-800-770-8014 or fax a completed Prior
Authorization form to 1-866-855-2678.
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USING THE HPM 2008 DRUG FORMULARY

Prescription Drug Plan Coverage

HPM utilizes RxAmerica to manage the member’s pharmacy benefit. RxAmerica provides HPM with a pharmacy
network, pharmacy claims management services, drug formulary and pharmacy claims adjudication. Prior to

authorizing any drug benefit, each member’s eligibility is determined.

RxAmerica provides Provider Support at 1-888-883-0699. HPM providers may also speak with a clinical
pharmacist regarding any pharmaceutical, medication administration or prescribing issues.

Each PCP will receive a copy of the HPM Pharmacy Drug Formulary. The Drug Formulary is also available on our
website at www.hpmich.com or through epocrates.com. This drug formulary should be accessed and be referred
to when prescribing medications for HPM members. Medicaid members have both prescription and specific over-
the-counter medication coverage. All providers must prescribe from within the drug formulary unless a drug prior-

authorization is obtained from RxAmerica. There are also a few specialized medications in the drug formulary
identified as requiring a prior-authorization.

Covered Benefits

Federal legend drugs as identified on the formulary
Select over-the-counter (OTC) items (require a written prescription from a licensed prescriber).
Family planning devices:

Diaphragms
Male Condoms (maximum 12 per prescription, 36 per calendar year)
Depo-Provera Contraception Injection - 150 mg/ml (dispensing limited to one prescription per member every 75
days)

Non-Covered Benefits

The following therapeutic classes are not eligible for reimbursement:
Agents used for cosmetic purposes
Diagnostic Prep Agents
Fertility Agents

The program does not reimburse for drug products acquired for or administered in:
An inpatient hospital
An outpatient hospital emergency room or clinic
A physician’s office or clinic (except Depo-Provera)

Prior Authorization Procedures

Although we ask that you prescribe within the formulary, we are aware that certain situations arise when a
formulary alternative may not exist. Drugs requiring Prior Authorization are identified in the formulary with a PA

designation. HPM requires that you follow the Prior Authorization procedures detailed below for obtaining
medically necessary non-formulary/non-covered drug products.

1. For a patient to receive a non-formulary/non-covered medication, the prescriber must submit a prior authorization
request by fax to RxAmerica at 1-866-855-2678 using the designated HPM form available on this website.

2. RxAmerica may request the prescriber to submit additional information by fax in order to process the request.
3. RxAmerica will respond by fax to the prescriber’s request within 24 hours, Monday through Friday.
4. If the request is approved, RxAmerica will enter the necessary authorization into the claims processing system for

dispensing at a participating pharmacy network provider.
5. The prescriber may contact RxAmerica by telephone at 1-888-883-0699 with any questions or concerns.

Representatives are available 24 hours a day, except major holidays.

*Click on the link below for the most updated copy of the PA form.

Health Plan of Michigan Prior Autorization Form
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Chapter One                                                               Prior Authorization & Step Therapy Protocols

Therapeutic Class Drug
Restrictions-

Prior Authorization (PA)-
- Step Therapy (ST)

CoverageCriteria/
Comments

Altace˜ (PA) Required Approved for patients 55 years or
older who have a history of stroke

or MI
Angiotensin
Converting

Enzyme Inhibitors (ACE)
Mavik˜ PA Required Use formulary generic ACE

(lisinopril, enalapril, quinapril, ect..)

Atacand˜

Avalide˜ , Avapro˜

Cozaar˜ , Hyzaar˜

Micardis˜

Teveten˜

PA Required

Must fail ACE, then use Benicar˜  or
Benicar˜  HCT

Documented history of failure or
intolerance to an ACE.

If failure documented with an Ace
then: 1st Line ARB of choice is
Benicar˜  or Benicar˜ HCT only

Diovan˜ , Diovan˜ HCT Formulary Step Therapy Documented history of failure or
intlolerance to formularyACE ---
electronic history or physician

provided in the past 18 months.

Angiotensin II
Receptor

Antagonists
(ARBs)

Benicar˜  /Benicar˜  HCT Formulary Step Therapy Documented history of failure or
intlolerance to formulary ACE ---

electronic history or physician
provided in the past 18 months.

Biaxin˜ PA Required
Zithromax˜

Zithromax is formulary macrolide.
Approved if Organism susceptible

to Clarithromycin.

Vigamox Age Restricted Covered for patients aged 16 or
older.

Antibiotics Zyvox˜ PA Required Treatment of vancomycin-resistant
enterococcus faecium (VRE)

Complicated and uncomplicated
skin and skin structure infections

including diabetic foot without
osteomyelitis.  Hospital discharge

after inpatient Vancomycin for
Osteomyolitis
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Therapeutic Class Drug
Restrictions-

Prior Authorization (PA)-
- Step Therapy (ST)

CoverageCriteria/
Comments

Anticoagulants

Lovenox˜ Drug Limit Applies
10 days without PA

Use generic Coumadin˜  (warfarin)
PA is required after 10days of initial

therapy. Once approved: This
medication is sent to Patient or Dr.

office via RxAmerica Specialty
Pharmacy.

Diflucan˜  50mg,100mg
200mg

PA Required Available to patients who have nail
fungus and are diabetic, immuno-

compromised, systemic fungal
infections

Fluconazole Suspension Age Restricted Covered for patients up to age 12.
Antifungals

Noxafil˜ PA Required Approved if prescribed by Infectious
Disease Physician or if there is

failure/ resistance to Azol-
Antifungals

Intron A˜ PA Required Treatment of:
-Hepatitis B or C

-Hairy Cell Leukemia (HCL)
-malignant melanoma
-follicular lymphoma

-AIDs related Kaposi sarcoma
Leukine˜ PA Required Treatment of myeloid reconstitution

after bone marrow transplantation
(BMT) for:

-non-Hodgkins lymphoma
-acute lymphoblastic leukemia

(ALL)
-Hodgkins disease undergoing BMT

-post chemotherapy in acute
myelogenous leukemia (AML)

Leustatin˜ PA Required Treatment of active Hairy Cell
Leukemia (HCL)

Roferon˜ PA Required Treatment of:
-Chronic Hepatitis C
-Hairy Cell Leukemia

-AIDs related Kaposi§s Sarcoma
-Cronic myelogenous leukemia

(CML)
Sprycel˜ PA Required Approved if prescriber is Oncologist

and there is proven failure of
Gleevec

Antineoplastics/
Immunologics

Tykerb˜ PA Required Approve only if HER-2 positive with
Xeloda. After treatment with

Herceptin/Taxol or
Taxotere/Anthracycline

Antivirals
Valtrex˜ PA Required Approved if failed acyclovir.
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Therapeutic Class Drug
Restrictions-

Prior Authorization (PA)-
- Step Therapy (ST)

CoverageCriteria/
Comments

Advair˜ PA Required Past electronic history of any
antiasthmatics É  Advair will be

approved.
Restricted to use in moderate to

severe asthmatics only.
Not approved for acute respiratory

infections É  NO exceptions
Flovent˜ Step Therapy:

If electronic history shows no Rx for
Advair˜  within the last 23 days, Flovent˜

will adjudicate without restriction.

Not to be used concurrently with
Advair˜

Serevent˜ Step Therapy:
If electronic history shows no Rx for

Advair˜  within the last 23 days,
Serevent˜  will adjudicate without

restriction.

Not to be used concurrently with
Advair˜

Spiriva˜ PA Required Approved for COPD upon failure of
Combivent˜  or Atrovent˜

Symbicort˜ Step Therapy
: if electronic history shows use of

albuterol and failure of Advair Diskus

Approved for patients who are
unale to tolerate albuterol or evident

failure of Advair.
Xopenex˜ Step Therapy

: If electronic history shows use of
albuterol inhalation solution. Will

adjudicate without restriction within 60
days

Approved for patients who are
intolerant to generic albuterol

inhalation solution due to
tachycardia or tremor.

Asthma

Xolair˜ PA Required Medical Director Review
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Therapeutic Class Drug
Restrictions-

Prior Authorization (PA)-
- Step Therapy (ST)

CoverageCriteria/
Comments

InFed˜ PA Required Approved for patients with anemia
who cannot tolerate oral iron

replacement or patients who have
severe anemia

Epogen/Procrit˜ PA Required Treatment of anemia associated
with:

-chronic renal failure
-zidovudine therapy in HIV

-cancer chemotherapy
Lovenox˜ Drug Limit

After filling the first 10 days supply a PA is
required,

No PA required for the first 10 days
of treatment. Rejections after 10

days initial therapy may be
approved:

-DVT prophylaxis for knee or hip
replacement or abdominal surgery
by prescribing physician.  MDL= 14

days
-Patients with DVT or pulmonary

embolism in conjunction with
warfarin until therapeutic INR is

reached.

Blood Modifiers

Neupogen˜ PA Required Treatment of:
-severe neutropenia and fever post-

chemo
-bone marrow transplants

-chronic severe neutropenia
Norvasc˜

Plendil˜
PA Required Norvasc˜  and Plendil˜  approvable

for treatment of angina with CHF
with PACalcium Channel

Blockers (CCBs)
Lotrel˜ PA Required Use Formulary CCBs in combo with

ACE
Flomax˜ PA Required Documented failure of Cardura,

Hytrin, Minipres or Uroxatrol
needed for approval.

Letairis˜ PA Required Approved for patients with
diagnosis of PAH classes II and III,
and prescribed by Cardio Pulminary

Specialist
Renexa˜ PA Required After documented Nitrate failure,

Prescribed by Cardiologist or from
Cardio consult.

Cardiovascular

Zetia˜ PA Required Approved with Documented failure
of Simvastatin or Vytorin and

current LDL

COX -2

Bextra˜

Celebrex˜
PA Required

Use Formulary NSAID + OTC Prilosec˜

COX-II§s Not coveredÉ

NO EXCEPTIONS
Use a traditional NSAID plus OTC

Prilosec˜
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Therapeutic Class Drug
Restrictions-

Prior Authorization (PA)-
- Step Therapy (ST)

CoverageCriteria/
Comments

Actonel˜  5mg daily PA Required Use Actonel˜  35mg weekly.
Quantity limit of 5 tablets/month

Boniva˜ PA Required Use Actonel 35mg weekly
Quantity limit of 5 tablets/month

Byetta˜ PA Required Prescribed by an endocrinologist
Type 2 diabetic with A1C <9%

Failed to reach A1C goal with at
least metformin 1500mg plus

maximum dose of a sulfonylurea
and /or insulin

Januvia˜ PA Required May be authorized for patients that
have tried and failed formulary
agents (metformin, glyburide, TZDs
and Lantus)

Levemir˜ PA Required Prior Authorization requests
will only be considered for patients
where all other treatment
modalities.

Lupron˜

Lupron Depot˜
PA Required Approved for treatment of prostate

cancer, precocious puberty, and
endometriosis diagnosed by

laparoscope.

Endocrine Agents

Miacalcin˜  Nasal Spray PA Required Patient has diagnosis of
osteoporosis confirmed by

decrease in bone density (T-score
less than 2.5) and hormone

replacement is contraindicated and
patient cannot tolerate

bisphosphonate É (Actonel˜  weekly
is formulary agent.

Amitiza˜ PA Required Approve for patients over 65, or if
prescribed by GI doctor, after the
use of formulary laxitives.

Anzemet˜
Emend˜

Kytril˜
Zofran˜

PA Required Approve for short-term treatment of
nausea and/or vomiting associated

with emetogenic cancer
chemotherapy. Length of therapy is

determined on a case by case
basis.

Gastrointestinal

Marinol˜ PA Required Approved for treatment of anorexia
associated with weight loss in HIV

and Oncology patients.

Genitourinary
Proscar˜ Formulary

Step Therapy: If electronic history shows
at least two alpha-blockers in last 180
days, Proscar˜  will adjudicate without

restriction

Approved for treatment of benign
prostatic hyperplasia (BPH) and

intolerance or failure to at least two
formulary alpha blockers, ( Hytrin˜ ,

Cardura˜ , or Minipress˜ )

Overactive Bladder
Agents

Detrol˜

Detrol LA˜

New Prescriptions Only
Step Therapy:  Patients electronic

history shows use of oxybutinin within
the past 3 months.

Approve if drug history shows use
and failure or intolerance to

oxybutinin. Approvable if patient
has taken Detrol˜  or Detrol LA˜  in

the past.
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Therapeutic Class Drug
Restrictions-

Prior Authorization (PA)-
- Step Therapy (ST)

CoverageCriteria/
Comments

Accolate˜ Approved for asthma  for ages15 years
or older

Not covered for allergic rhinitis
Leukotriene

Inhibitors Singulair˜ Approved for asthma for ages 15 years
or younger

Not covered for allergic rhinitis

Zyrtec˜ OTC Claritin˜  (loratadine)
or

1st generation antihistamine

Zyrtec˜  syrup approved for ages six
months to 2 years.

Ages 2 and up use OTC Claritin
tablets or syrup.

Allegra˜  (D) OTC Claritin˜  (loratadine)
or

1st generation antihistamine

1st line É  OTC Claritin˜ .
PA required after failure of OTC

Claritin˜

Clarinex˜ OTC Claritin˜  (loratadine)
or

1st generation antihistamine

1st line É  OTC Claritin˜ .
PA required after failure of OTC

Claritin˜

Low Sedating
Antihistamines

OTC Claritin˜

Loratadine˜

(generic)

Formulary
No restrictions

All generically available short acting
opiates are covered

Fentora˜ PA Required Approved only for members with
tolerance or tolerability issues on
formulary agents(codeine, MSIR,

OxyIR)
MS Contin˜ µBrand Not Covered Use formulary generic MS Contin˜

Long Acting Opiate
Agonists

Opana˜ PA Required Approved for patients with tolerance
or tolerability issues on formulary
agents (MS Contin, methadone,

Oxycodone)
Methadone˜ No restrictions 1st line opiate of choice for chronic

pain
Oxycontin˜ Step Therapy. 2nd line opiate of choice for chronic

pain or cancer patients- Approved
after use of immediate release

Oxycodone˜

Duragesic Patch˜ PA Required Approved for new prescriptions for
patients who have failed Oxycontin,

or who cannot take oral
medications, or who have a

diagnosis of cancer.

Chronic Pain
(non-cancer)

Actiq˜ Non Formulary
Not covered

No Exceptions

Non Formulary
Not Covered

No Exceptions

Ophthalmics
(Antihistamines)

Livostin˜   Patanol˜
Optivir˜     Zaditor˜ PA Required Formulary Agents Naphcon A˜

Emadine˜

Alomide˜

(Glaucoma) Alphagan P˜ Brand Not covered Use generic brimonidine
No Exceptions
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Therapeutic Class Drug
Restrictions-

Prior Authorization (PA)-
- Step Therapy (ST)

CoverageCriteria/
Comments

Chantix 0.5 and 1mg Quantity Limits HPM covers 90 tablets in a 365 day
period

Nicotine Nasal Spray Quantity Limits Quantity Limits apply (3 bottles max
per fill with total max at 9 bottles per

90 days every 6 months

Transdermal Nicotine Patch˜

(generic)
Step Therapy
Quantity Limit

Step 1: 21 mg for 14 days
Step 2: 14 mg for 14 days
Step 3:   7 mg for 14 days

A maximum 2 sessions of 6 weeks
therapy per 365 days.  The six

week therapy consists of 2 weeks of
21mg Nicotine patch, step down to
2 weeks of 14mg patch and then
down to 2 weeks of 7 mg patch.

Note: Patients are allowed 14 days
to fill the next step down dose of

nicotine patch.

Smoking Cessation

Zyban˜  150mg
Quantity Limit

60 tablets per 30 days for 3 months
Patients may receive 3 refills of 60
tablets each if electronic history of
nicotine patch is present.  Patients
must receive 2nd and 3rd fills within

30 days of the previous fill.
Note: PA required is not previous or
concurrent use of nicotine patches

Thyroid Agents
Levothyroid˜

Synthroid˜
Use generic levothyroxine Branded Levothyroid˜  and

Synthroid˜  not covered. NO
EXCEPTIONS¶

Topical
Immunomodulator

Elidel˜ Step Therapy
Quantity Limits

Must fail adequate trial of topical
formulary corticosteroids./

30grams/30days limit
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Chapter Two Prior Authorization Supplements

Treating Dyslipidemia

Cardiovascular disease is responsible for one out of every 3 deaths in the United States   and coronary heart
disease (CHD), comprises more that half of all cardivascular events, including myocardial infarction, angioplasty,
coronary artery bypass surgery and stroke.  It is extremely logical to focus on preventive treatments that will
reduce these potentially debilitating events. Lowering cholesterol is probably one of the easiest ways to do that.

Treatment of dyslipidemia, particularly, elevated low-density lipoprotein cholesterol (LDL-C), in now considered a
core strategy to prevent coronary heart disease (CHD).  Along with diet and exercise, there are several effective
and safe therapeutic options proven to reduce LDL-C. However, evidence shows that LDL-C continues to be
suboptimally treated, especially in patients who are at risk for CHD.

As the highly effective HMG-CoA Reductase Inhibitor medication, Zocor˜ or simvastatin, has become generic,
health care professionals have been given  a formidable tool to treat high risk and low risk patients.  Health Plan
of Michigan is providing a HMG-CoA Reductase Inhibitor comparison chart that illustrates the relative LDL
cholesterol lowering of most of the statin drugs currently on the market.  We hope that it is useful to you for
improving the health status of your patients

HMG-CoA Reductase Inhibitors …Recommendation Chart*

Currently Utilized
HMG-CoA

Percent LDL
Reduction

First Line Agent
Equivalent Dose

Generic Zocor

First Line
HMG-CoA LDL

Reduction

Altoprev 10mg 24% Simvastatin 5mg 21-31%
Altoprev 20mg 30% Simvastatin 10mg 27-36%
Altoprev 40mg 36% Simvastatin 20mg 18-36%
Altoprev 60mg 40% Simvastatin 40mg 23-43%
Lescol 20mg 9-19% Simvastatin 5mg 21-31%
Lescol 40mg 19-33% Simvastatin 5mg 21-31%

Lescol XL 80mg 22-36% Simvastatin 20mg 18-38%
Lipitor 10mg 29-40% Simvastatin 40mg 23-43%
Lipitor 20mg 33-46% Simvastatin 80mg 43-49%

Lovastatin 10mg 22% Simvastatin 5mg 21-31%
Lovastatin 20mg 17-29% Simvastatin 10mg 27-36%
Lovastatin 40mg 28-32% Simvastatin 20mg 18-38%
Lovastatin 80mg 25-48% Simvastatin 40mg 23-43%
Pravachol 10mg 17-28% Simvastatin 5mg 21-31%
Pravachol 20mg 22-32% Simvastatin 10mg 27-36%
Pravachol 40mg 26-34% Simvastatin 20mg 18-38%
Pravachol 80mg 38% Simvastatin 20mg 18-38%

Non-Preferred
HMG-CoA

Percent
LDL

Reduction

Second Line Agent
Equivalent Dose

2nd Line
LDL

Reduction

Lipitor 40mg 27-51% Crestor 10mg 52%
Lipitor 80mg 43-54% Crestor 20mg 55%

Source: Grundy SM, et.al Circulation. 2004 ;110:227-239. , ALLHAT JAMA. 2002.; ASCOT [Sever, Lancet.
2003]; PROSPER [Sheperd, Lancet.2002]; PROVE-IT [Cannon. NEHM. 2004]
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Health Plan of Michigan
Smoking Cessation Program

2008

The smoking cessation benefits have been enhanced at Health Plan of Michigan. We have added the nicotine Gum and
nicotine Nasal Spray to our formulary without prior authorization. The coverage details are listed below:

Transdermal Nicotine Patch®

(generic)
Formulary:

Step Therapy
Quantity Limit

Step 1: 21 mg for 14 days
Step 2: 14 mg for 14 days
Step 3:   7 mg for 14 days

A maximum 2 sessions of 6 weeks
therapy per 365 days.  The six week
therapy consists of 2 weeks of 21mg
Nicotine patch, step down to 2 weeks

of 14mg patch and then down to 2
weeks of 7 mg patch.

Note: Patients are allowed 14 days to
fill the next step down dose of nicotine

patch .

Nicotine polacrilex
(nicotine gum) 2mg & 4mg

Formulary:
Quantity Limits:

Quantity Limits apply (336 pieces per
fill with max at 1008 pieces per 90 days

every 6 months

Chantix .5 and 1mg tablet Formulary:
Quantity Limits:

90 tablets every 365 days

Nicotine Nasal Spray
(Nicotrol NS 10mg/ml)

Formulary:
Quantity Limits:

Quantity Limits apply (3 bottles max
per fill with total max at 9 bottles per

90 days every 6 months

Smoking Cessation

Zyban® 150mg
(Buproban)

Formulary:
Quantity Limit

60  tablets per 30 days for 3 months
every 365 days.
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Chapter Three Antineoplastic & Immunologic Agents

Alkylating Agents
busulfan Myleran

Ethylenimines/Methylmelamines
altretamine Hexalen

Nitrogen Mustards
chlorambucil Leukeran

cyclophosphamide Cytoxan

Nitrosoureas
Lomustine CeeNU

Antimetabolites
Folic Acid Antagonists

PA methotrexate Rheumatrex

Purine Analogs
PA cladribine Leustatin

mercaptopurine Purinethol
thioguanine Lanvis

Pyrimidine Analogs
capecitabine Xeloda

Epipodophyllotoxins
Podophyllotoxin Derivatives

MDL etoposide VePesid

Hormones
Antiandrogens

bicalutamide Casodex
flutamide Eulexin

Antiestrogens
toremifene Fareston

MDL tamoxifen citrate Nolvadex

Aromatase Inhibitors
MDL anastrozole Arimidex

exemestane Aromasin
letrozole Femara
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Gonadotropin Releasing Hormone Analog
PA, ST leuprolide acetate Lupron Depot, Lupron Depo-Ped

Progestins
megestrol acetate Megace

Methylhydrazine Derivatives
procarbazine Matulane

Miscellaneous
PA mitotane Lysodren

Protein-Tyrosine Kinase Inhibitors
PA dasatinib Sprycel

imatinib Gleevec
PA lapatinib Tykerb

Retinoids
tretinoin Vesanoid

Substituted Ureas
hydroxyurea Hydrea

Biologic and Immunologic Agents

Immunologic Agents
Immunomodulators

PA etanercept Enbrel
PA interferon alfacon-1 Infergen
PA interferon alfa-2a Roferon-A
PA interferon alfa-2b Intron-A
PA interferon alfa-2b and ribavirin Rebetron
PA peginterferon alfa-2a Pegasys
PA peginterferon alfa-2b Peg-Intron, Peg-Intron Redipen

Immunosuppressives

azathioprine Imuran
cyclosporine Sandimmune

cyclosporin modified Neoral
mycophenolate Cellcept

PA sirolimus Rapamune
tacrolimus Prograf
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Chapter Four Blood Modifiers

Anticoagulants

Injectable
PA/MDL enoxaparin Lovenox

Oral
warfarin sodium Coumadin

Blood Cell Formation
Colony Stimulating Factor

PA erythropoietin Epogen, Procrit
PA filgrastim Neupogen
PA sargramostim Leukine

Heparins
heparin sodium lock flush

heparin sodium

Miscellaneous

pentoxifylline CR Trental

pentoxifylline ER Pentoxil

Platelet Aggregation Inhibitors

cilostazol Pletal
clopidogrel Plavix

dipyridamole Persantine
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Chapter Five CardiovascularAgents

Antiadrenergic Agents
Centrally Acting

clonidine HCl Catapres
guanabenz acetate Wytensin

methyldopa Aldomet
quanfacine HCl Tenex

reserpine

Peripherally Acting
alfuzosin Uroxatral

doxazosin mesylate Cardura
prazosin Minipress

PA tamusolin Flomax
terazosin HCl Hytrin

Pheochromocytoma
metyrosine Demser

Sympatholytics
mecamylamine Inversine

Antiarrhythmics
amiodarone HCl Cardarone, Pacerone

disopyramide phosphate Norpace
disopyramide phosphate ER Norpace CR

moricizine Ethmozine
flecainide acetate Tambocor

mexiletine HCl Mexitil
procainamide HCl Pronestyl

procainamide HCl ER Procan SR
propafenone HCl Rythmol

quinidine gluconate CR
quinidine gluconate ER Quinaglute Dura-Tabs
quinidine gluconate SA

quinidine sulfate
quinidine sulfate ER Quinidex

Antihyperlipidemics
Bile Acid Sequestrants

cholestyramine Questran
cholestyramine light Questran Light

colestipol Colestid
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Combinations
ezetimibe/simvastatin Vytorin

Fibric Acid Derivatives
gemfibrozil Lopid
fenofibrate Tricor

HMG-CoA Reductase Inhibitors
lovastatin SR Altoprev

PA, ST atorvastatin Lipitor
lovastatin Mevacor

rosuvastatin Crestor
simvastatin Zocor

Miscellaneous
PA ezetimibe Zetia

niacin CR Niaspan

Antihypertensives
Angiotensin Converting Enzyme Inhibitors

benazepril Lotensin
captopril Capoten

enalapril maleate Vasotec
fosinopril sodium Monopril

lisinopril Prinivil, Zestril
moexipril HCl Univasc

quinapril Accupril
PA ramapril Altace

Angiotensin II Receptor Antagonists
PA losartan Cozaar

PA, ST olmesartan Benicar
PA, ST valsartan Diovan

Combinations
PA amlodipine/benazepril Lotrel

atenolol/chlorthalidone Tenoretic
benazepril HCl/hydrochlorothizide Lotension HCT

bisoprolol fumarate/hydrochlorthiazide Ziac
captopril/hydrochlorothiazide Capozide

clonidine/chlorthalidone Clorpres
deserpdine/methylchlothiazide Enduronyl Forte

enalapril maleate/hydrochlorothiazide Vaseretic
hydralazine/hydorchlorothiazide Apresazide

hydralazine/reserpine/hydrochlorothiazide Ser-Ap-Es
lisinopril/hydrochorothiazide Prinzide, Zestoretic
methyldopa/chlorothiazide Aldoclor

methyldopa/hydrochlorothiazide Aldoril
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naldolol/bendroflumethiazide Corzide
PA, ST olmesartan/hydrochlorothiazide Benicar HCT

propranolol/hydrochlorothiazide Inderide
quinapril/hydrochlorothiazide Accuretic

rauwolfia/bendroflumethiazide
reserpine/hydrochlorothiazide Hydropres

timolol/hydrochlorothiazide Timolide 10/25
PA, ST valsartan/hydrochlorithiazide Diovan HCT

Beta Blockers
acebutolol HCl Sectral

atenolol Tenormin
carvedilol Coreg

labetalol HCl Trandate, Normodyne
metoprolol tartrate Lopressor

nadolol Corgard
pindolol Visken

propranolol HCl Inderal
propranolol HCl XL Innopran XL

sotalol HCl Betapace
timolol maleate Blocadren

Calcium Blockers
PA, MDL amlopidine Norvasc

diltiazem HCl Cardizem
diltiazem HCl CD Cardizem CD
diltiazem HCl ER Tiazac
diltiazem HCl SR
diltiazem HCl XR Dilacor XR

PA felodipine Plendil
isradipine Dynacirc

nicardipine HCl Cardene
nifedipine Procardia

nifedipine ER Adalat CC
nimodipine Nimotop

verapamil HCl Calan
verapamil HCl ER Verelan
verapamil HCl SA Covera HS
verapamil HCL SR Isoptin SR

Inotropic Agents
Cardiac Glycosides

digoxin Digitek, Lanoxin, Lanoxicaps
digoxin pediatric Lanoxin

Diuretics
acetazolamide Diamox
amiloride HCl Midamor

amiloride/hydrochlorothiazide Modurectic
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bendroflumethiazide Naturetin
bumetanide Bumex

chlorthalidone Hygroton
chlorothiazide Diuril
ethacrynic acid Edecrin

furosemide Lasix
hydrochlorothiazide Hydrodiuril
hydroflumethiazide Saluron

indapamide Lozol
methazolamide Neptazane

methyclothiazide Enduron
metolazone Zaroxolyn

spironolactone Aldactone
spironolactone/hydrochorothiazide Altactazide

torsemide Demadex
triamterene/hydrochlorothiazide Dyazide, Maxide

triamterene Dyrenium

Vasodilators
Endothelin Receptor

PA ambrisentan Letairis

Nitrates
isosorbide dinitrate Isordil

isosorbide dinitrate CR Isochron
isosorbide dinitrate ER, SA, TR,SR

isosorbide dinitrate SR Dilatrate SR
isosorbide mononitrate Ismo

isosorbide mononitrate ER Imdur
nitroglycerin CR Nitrogard

nitroglycerin ER, SR, TD
nitroglycerin translingual Nitrolingual
nitroglycerin 2% topical Nitrobid 2%
nitroglycerin trandermal Minitran, Nitro-Dur, Transderm-Nitro

nitroglycerin SL Nitrostat
PA ranolazine Renexa

Peripheral Vasodilators
hydralazine HCl Apresoline
isoxsuprine HCl Vasodilan

minoxidil Loniten
papaverine HCl CR Pavabid

Vasopressors
epinephrine Epi-Pen, Epi-Pen Jr

midodrine HCl ProAmatine
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Chapter Six Central Nervous System Agents

Narcotics
MDL acetaminophen/codeine
MDL acetaminophen/codeine #2 Tylenol #2
MDL acetaminophen/codeine #3 Tylenol #3
MDL acetaminophen/codeine #4 Tylenol #4
MDL acetaminophen/hydrocodone Lortab
MDL acetaminophen/hydrocodone Vicodin
MDL acetaminophen/oxycodone Tylox
MDL acetaminophen/oxycodone Percocet

aspirin/butalbital/caffeine Fiorinal
aspirin/butalbital/caffeine/codeine Fiorinal with Codeine

aspirin/codeine
aspirin/codeine #3
aspirin/oxycodone Percodan
codeine phosphate

codeine sulfate
PA fentanyl Actiq

fentanyl Duragesic
fentanyl Fentora

hydromorphone HCl Dilaudid
levorphanol tartrate Levo-Dromoran

meperidine HCl Demerol
methadone HCl Dolophine

morphine sulfate MSIR
morphine sulfate Roxanol
morphine sulfate RMS

morphine sulfate ER Oramorph SR
naltrexone HCl ReVia

ST oxycodone HCl CR OxyContin
oxycodone HCl OxyIR
oxycodone HCl Oxydose
oxycodone HCl Roxicodone

PA oxymorphone hydrochloride Opana
propoxyphene HCl Darvon

MDL propoxyphene N/acetaminophen Darvocet N-100
MDL propoxyphene/acetaminophen Darvocet A

propoxyphene/aspirin/caffeine Darvon Compound
MDL tramadol HCl Ultram

Non-Narcotic
OTC acetaminophen Tylenol
OTC acetaminophen extra strength
OTC aspirin
OTC aspirin adult low strength
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OTC aspirin enteric coated Ecotrin
OTC aspirin enteric coated extra strength Norwich
OTC aspirin enteric coated maximum strength
OTC buffered aspirin Bufferin

butalbital compound
butalbital/acetaminophen Phrenilin

butalbital/acetaminophen/caffeine Esgic
butalbital/aspirin/caffeine Farbital

choline magnesium trisalicylate Trilisate
diflunisal Dolobid

magnesium salicylate Magan
meprobamate/aspirin Equagesic

salsalate Disalcid
zero-order release aspirin Zorprin

Antianxiety Agents

PSY alprazolam Xanax
PA, PSY alprazolam XR Xanax XR

PSY buspirone HCl Buspar
PA, PSY clorazepate dipotassium Tranxene, Tranxene SD
MDL,PSY chlordiazepoxide HCl Librium
MDL,PSY diazepam Valium

PSY droperidol Inapsine
hydroxyzine HCl Atarax

hydroxyzine pamoate Vistaril
PSY lorazepam Ativan
PSY lorazepam intensol Ativan

PA,PSY meprobamate Miltown
PSY oxazepam Serax
PSY paxipam Malazepam

Anticonvulsants
PSY carbamazepine Tegretol
PSY carbamazepine extended release Carbatrol
PSY clonazepam Klonopin
PSY diazepam Diastat Adult, Pediatric, Universal
PSY ethotoin Peganone
PSY ethosuximide Zarontin
PSY felbamate Felbatol
PSY fosphenytoin Cerebyx
PSY gabapentin Neurontin
PSY lamotrigine Lamictal
PSY levetiracetam Keppra
PSY valproic acid Depakene, Depakote
PSY valproic acid extended release Depakote ER
PSY methsuximide Celontin
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PSY oxacarbazepine Trileptal
PSY phenytoin Dilantin, Dilantin Infatab
PSY phenytoin ER Phenytek
PSY pregabalin Lyrica
PSY primidone Mysoline
PSY tiagabine Gabitril
PSY topiramate Topamax
PSY zonisamide Zonegran

Antidepressants
Miscellaneous

PSY/PA bupropion HCl Wellbutrin
PSY bupropion HCl SR Wellbutrin SR
PSY bupropion HCL XL
PSY nefazodone HCl Serzone
PSY trazodone HCl Desyrel, Desyrel dividose

Monoamine Oxidase Inhibitors
PA, PSY isocarboxazid Marplan
PA, PSY phenelzine Nardil
PA, PSY tranylcypromide Parnate

Selective Serotonin Reuptake Inhibitors

MDL,PSY citalopram Celexa
PSY escitalopram Lexapro

MDL, PSY fluoxetine HCl (except 40mg) Prozac
PSY fluoxetine HCl Prozac Weekly, Sarafem

MDL, PSY fluvoxamine maleate Luvox
MDL,PSY paroxetine HCl Paxil, Paxil CR
MDL,PSY sertraline Zoloft

PSY venlafaxine Effexor
PSY venlafaxine XR Effexor XR

Tetracyclic

PSY amitriptyline HCl Elavil
PSY amoxapine Asendin
PSY clomipramine HCl Anafranil

MDL, PSY desipramine HCl Norpramin
MDL, PSY doxepin HCl Sinequan

PSY imipramine HCl Tofranil,
imipramine pamoate Tofranil-PM

PSY maprotiline HCl Ludiomil
PSY mirtazapine Remeron, Remeron Soltab

MDL, PSY nortriptyline HCl Aventyl, Pamelor
MDL, PSY protriptyline HCl Vivactyl

PSY trimipramine Surmontil
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Antiemetics
PA aprepitant Emend

OTC dimenhydrinate Dramamine
PA dolasetron Anzemet
PA dronabinol Marinol
PA granisetron Kytril

meclizine HCl Antivert, Bonine
PA ondansetron Zofran, Zofran ODT

prochlorperazine Compazine
promethazine Phenergan
scopolamine Transderm-Scop

thiethylperazine Torecan

Antiparkinson Agents

amantadine HCl Symmetrel
PSY benztropine mesylate Cogentin
PSY biperiden Akineton

bromocriptine mesylate Parlodel
carbidopa Lodosyn

carbidopa/levodopa, CR Sinemet, Sinemet CR
pergolide mesylate Permax

PSY pramipexole Mirapex
procyclidine Kemadrin

MDL ropinirole Requip
selegiline HCl Eldepryl

PSY trihexyphenidyl HCl Artane

Antipsychotics
Benzisoxazole Derivatives

PSY aripiprazole Abilify
PSY resperidone Risperdal, Risperdal M-tab
PSY ziprasidone Geodon

Dibenzapine Derivatives
PSY clozapine Clozaril
PSY loxapine succinate Loxitane
PSY quetiapine Seroquel
PSY olanzapine Zyprexa, Zyprexa Zydis

Dihydroindolone Derivatives
PSY molindone Moban

Lithium
PSY lithium carbonate Eskalith, Eskalith Cr
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Phenothiazines
PSY chlorpromazine HCl Thorazine
PSY fluphenazine HCl Prolixin
PSY mesoridazine Serentil
PSY perphenazine Trilafon
PSY prochlorperazine Compazine
PSY thiordiazine HCl Mellaril
PSY thioridazine HCl intensol
PSY trifluoperazine HCl Stelazine

Phenylbutylpiperadine Derivatives
PSY haloperidol Haldol
PSY pimozide Orap

Thioxanthine Derivatives

PSY thiothixene Navane

Migraine Products
Combinations

ergotamine with caffeine Cafergot
isometheptane/apap/dichloralphenazone Midrin

Ergotamine Derivatives
ergotamine Ergomar

Serotonin 5-HT1 Receptor Agonists
MDL almotriptan Axert
MDL naratriptan Amerge
MDL rizatriptan Maxalt
MDL sumatriptan Imitrex,Imitrex Statdose, Statdose Pen
MDL zolmitriptan Zomig

Miscellanenous
ergoloid mesylates Hydergine

PSY
Antialcoholic Agents

acamprosate Campral
PSY disulfiram Antabuse
PSY naltrexone Vivitrol

Cholinesterase Inhibitors
donepezil Aricept

galantamine Reminyl
rivastigmine Exelon

tacrine Cognex

Combinations
PSY amitriptyline/chlordiazepoxide Limbitrol, Limbitrol DS
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PA, PSY olanzapine/fluoxetine Symbyax
PSY perphenazine/amitriptyline Triavil

ADHD Agents
MDL atomoxetine Strattera

NMDA Receptor Antagonists
MDL, PSY memantine Namenda

Muscle Relaxants
baclofen Lioresal

carisoprodol Soma
chlorzoxazone Parafon Forte

cyclobenzaprine Flexeril
methocarbamol Robaxin

orphenadrine citrate ER Norflex
tizanidine HCl Zanaflex

Sedatives and Hypnotics

MDL, PSY butabarbital Butisol sodium
PSY chloral hydrate Somnote
PSY estazolam Prosom
PA eszopiclone Luenesta

MDL, PSY flurazepam HCl Dalmane
PSY mephobarbital Mebaral
PSY phenobarbital Luminal

PA, PSY quazepam Doral
PA ramelteon Rozerem

PA, PSY temazepam Restoril
PA, PSY triazolam Halcion

PSY secobarbital Seconal
MDL, PSY zaleplon Sonata
MDL, PSY zolpidem Ambien

Smoking Deterrents
MDL buproprion HCl Buproban
MDL bupropion HCl SR Zyban 150mg

MDL/ST nicotine gum Nicorette

MDL/ST nicotine nasal spray Nicotrol NS

    MDL/ST nicotine transdermal Nicoderm, Habitrol, Nicotrol
MDL varenicline Chantix

Stimulants & ADHD

PSY/MDL atomoxetine Strattera
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Amphetamines
MDL,PA,PSY amphetamine salt combo Adderall, Adderall XR

MDL,PSY dexmethylphenidate Focalin
MDL,PA,PSY dextroamphetamine sulfate Dexedrine, Detrostat

MDL,PSY methylphenidate Methylin, Ritalin
MDL,PSY methylphenidate ER Metadate CD, Metadate ER, Methylin ER
MDL,PSY methylphenidate SA Concerta
MDL,PSY methylphenidate HCl SR Ritalin LA

MDL, PA, ST modafinil Provigil
PA, PSY pemoline Cylert




