MCT2D

MICHIGAN COLLABORATIVE
FOR TYPE 2 DIABETES

Change Log
Date Payer Drug/Device Change
12/11/23 Priority CGM Correctipn on ab!oreyiated gujde: Changed from “Criteria: T2D
diagnosis” to “Criteria: T2D diagnosis AND insulin RX”
10/30/23 Medicaid Contrave New info: No longer covered, as of Oct 1, 2023
10/4/23 HAP Medicare Mounjaro New info: Changed from “No Info” to “Preferred Brand”
Advantage
10/4/23 Wellcare Mounjaro New info: Changed from “No Info” to “Non
Medicare Formulary”
Advantage
10/4/23 United CGM New info: Added “180 day” to insulin claims auto lookback
Medicare
Advantage
10/4/23 Aetna CGM Coverage expansion: Covered under Pharmacy benefit. Criteria is
“unrestricted”: Dx of diabetes or clinician recognition of the benefit
10/4/23 McLaren CGM Fixed: Coverage is DME not Pharmacy. Dexcom removed as
Medicaid Preferred Brand.
10/4/23 Blue Cross CGM Coverage expansion: Dexcom G7 added to list of
Complete preferred devices
10/4/23 BCBSM Anti- Prior authorization criteria have changed (10/1/2023). See document:
&bzs'ty https://michmed.org/zRQZB
eds
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MCT2D

MICHIGAN COLLABORATIVE
FOR TYPE 2 DIABETES

Date Payer Drug/Device Change
o Byetta New info: Effective November 1, 2023, PA criteria for preferred
10/4/23 Medicaid Trulicity GLP-1 RAs has changed:
Victoza « Patient has a diagnosis of type 2 diabetes; AND
Discontinuation of other GLP-1 agonists
o Bydureon New info: Effective November 1, 2023, PA criteria for non- preferred
10/4/23 Medicaid Bcise GLP-1RAs has changed:
:\)"°““Ja,r° « Discontinuation of other GLP-1 agonists
R;;::s:; * Remove the Ozempic medication-specific PA criteria.
+ Add quantity limits to each agent in accordance with the FDA
approved maximum dosing
9/5/23 Aetna Mounjaro Changed from “Not covered” to “Preferred”
BCBM/BCN GLP-1 RAs L .

9/1/23 Medicare PA criteria for first time GLP-1 RA Rx has changed: Must have T2D
diagnosis. Read more here: https://providerinfo.bcbsm.com/
documents/alerts/2023/202308/alert-20230818-9-1-req-prior-auth-
some-diabetes-drugs.pdf

8/31/23 Aetna Phenterm Changed from “Not covered” to “Preferred with PA”

8/31/23 Express phenterm Changed from “Not covered” to “Preferred”

Scripts ihe
8/31/23 Blue Cross CGM FIXED: Added Pharmacy Benefit policy effective 8/1/22, including preferred
Complete devices and criteria for non-insulin treated T2D
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MCT2D

MICHIGAN COLLABORATIVE
FOR TYPE 2 DIABETES

Change Log
Date Payer Drug/Device Change
8/27/23 Aetna Preferred | Removed “Prior authorization” not noted in most recent 2023 Formulary
Commercial GLP-1
and
SGLT2
8/27/23 Aetna Mounjaro Changed from “Not Covered” to “Non preferred”
Commercial
8/10/23 Molina CGM Added CGM pharmacy criteria for Molina-managed Medicaid with criteria for
Medicaid CGM pharmacy benefit coverage
8/10/23 Molina CGM Added CGM pharmacy criteria for Molina-managed Medicaid with criteria for
Medicaid CGM pharmacy benefit coverage
8/10/23 Michigan CGM FIXED: Removed “2x daily insulin” as a requirement, error. Thank you for
Medicaid reporting the error
8/10/23 United CGM Added CGM pharmacy benefit criteria for United-managed MA plans. Thank you
Medicare for reporting this
Advanage
8/10/23 All Plans CGM

Simplified the style of the CGM criteria table to increase clarity on T2D, Insulin,

and additional criteria requirements for CGM coverage. Thank you for your
feedback!
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PRIVATE PLANS

Coverage for
GLP-1RA & GIP

USE CO-PAY COUPON

/
AETNA

N
-
BCBSM
N

EXPRESS
SCRIPTS

National Preferred

-
HAP

-
-

PRIORITY

N
/
PRIORITY

(OPTIMIZED)

N
-

UNITED

N

TRULICITY

Dulaglutide
Injectable - Weekly

OZEMPIC

Semaglutide
Injectable - Weekly

RYBELSUS

Semaglutide
Oral - Daily

Liraglutide
Injectable -Daily

Preferred Preferred Preferred Preferred

Preferred

O

Hx: T2D diagnosis or
diabetes med

Preferred

O

Hx: T2D diagnosis or
diabetes med

Preferred

O

Hx: T2D diagnosis or
diabetes med

Preferred

O

Hx: T2D diagnosis or
diabetes med

Preferred Not Covered

Preferred Preferred

O

metformin RX within
120 days or CVD risk

Preferred Preferred

[
metformin RX within Trial or CI
120 days or CVD risk Metformin
_‘

]

metformin RX within
120 days or CVD risk

Preferred

O,

T2D ICD-10 Code

Preferred

O

T2D ICD-10 Code

Not Covered

%
[
Preferred |
I
I
N

%
]
Preferred ‘
‘
‘
N

I
$$$5$%
Preferred

See PA
criteria
below

Specialty

Specialty

Not Covered
PA

Preferred

PA ST

Trial or CI
Metformin

Preferred

PA ST

Trial or CI
Metformin

Preferred

PA ST

Trial or CI
Metformin

Preferred

PA ST

Trial or CI
Metformin

Priority Optimized--Trulicity and Mounjaro are PREFERRED. For others, must meet criteria:
1.Trial and failure, or intolerance to at least 2 generic oral antidiabetic agents used in combination OR insulin after 3 continuous months of receiving maximal daily doses, n conjunction with diet and exercise, and not achieving

adequate glycemic control (must be within the last 6 months).
2. Hemoglobin A1lc less than or equal to 9%, but not less than 7% and trial and failure or intolerance/Cl to bothTrulicity and Mounjaro for 3 continuous months of max dose and not achieving adequate glycemic control
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BYDUREON
BCISE

Exenatide

Injectable -
Weekly

MOUNJARO

Tirzepatide
Injectable - Weekly

Preferred Preferred

O

Hx: T2D diagnosis or
diabetes med

Not Covered

Preferred Preferred

M
Preferred ‘
‘
M

Preferred
ST

Trial or CI
Metformin

Not Covered

Non Preferred

Must first try
Trulicity,
Bydureon, or
Byetta

Preferred

O

T2D ICD-10 Code

$$$5$$
Preferred
See PA
criteria
below

Specialty

PA

Preferred

PA ST

Trial or CI
Metformin

Preferred

PA ST

Trial or CI
Metformin

BYDUREON BCISE -
Lacks evidence for renal
and CVD outcomes.
Refer to current clinical
guidelines for more data.

Prior
Auth

Step
Therapy

O

Claims
Autolookback
for specific Dx
or Rx. If not
present, will
trigger PA

See last page of
guide for links to
available prior auth

and step therapy
documentation

Information based on
general formularies,
unless otherwise
noted and may not
reflect
employer-group
specific policies and
plans with pharmacy
carve outs.
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Recommended

GLg‘zvgfg&eé:’; TRULICITY | OZEMPIC || RVBELSUS | VICTOZA || MOUNJARO | BYOUREoN
Dulaglutide Semaglutide Semaglutide Liraglutide Tirzepatide -
Use PATIENT Injectable - Weekly Injectable - Weekly Oral - Daily Injectable -Daily Injectable - Weekly E)/(ge?rgzlled—e
ASSISTANCE PROGRAMS Weekly
/
AETNA
MA Preferred Preferred Preferred Preferred Non Formulary Preferred
\
] N N I

4 Preferred Preferred Preferred Preferred Preferred
BCBSM/BCN O ) (©) 0O S —— (©)

MA Hx: T2D diagnosis or | Hx: T2D diagnosis or Hx: T2D diagnosis or Hx: T2D diagnosis or Hx: T2D diagnosis or

\ diabetes med diabetes med diabetes med diabetes med diabetes med

- s B N

Preferred Preferred Preferred Preferred

HAP Preferred Non Formulary

MA Brand
N
- T 7 71 i

:IAI':MANA Preferred ‘ Preferred ‘ Preferred ‘ Preferred Preferred Not Preferred
\

e N

/ $$$$$$ $$$$5$

II\:IIRAIORITY Preferred Non Preferred Non Formulary Non Preferred Preferred Preferred

.

e T
UNITED Preferred Preferred Preferred Preferred Preferred Preferred
AARP (PPO)

.

- S I ——
‘I\I/\IIE HLCARE Preferred Preferred Preferred Preferred ‘ Non Formulary ‘ Preferred

\_
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Lacks evidence for renal
and CVD outcomes. Refer
to current clinical
guidelines for more data.

e Step Therapy

See last page of
guide for links to
available prior
auth and step
therapy
documentation
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PRIVATE PLANS

Coverage for SGLT2i

Use COPAY COUPON PROGRAMS

/
AETNA

\_
-

BCBSM

-
/
EXPRESS
SCRIPTS

National Preferred

-
/

HAP

-
-

PRIORITY

-
e

PRIORITY

(OPTIMIZED)

-
/
UNITED

\_

Preferred
Brand

Preferred

Preferred

Preferred

Recommended

Oral - Daily

Preferred
Brand

Preferred

Preferred

Preferred

Not Covered

May be excluded

from coverage or
subject to PA in
CT, NJ and NY

michmed.org/Yk9Yb

Oral - Daily

Not Covered

Not Covered

Not Covered

Not Covered

STEGLATRO

Ertugliflozin

Oral - Daily

Not Covered

Not Covered

Preferred

Not Covered

Non Preferred

Must first try
Farxiga OR
Jardiance

Non Preferred

Must first try
Farxiga OR
Jardiance

Non Preferred

Must first try
Farxiga OR
Jardiance

Non Preferred

Must first try
Farxiga OR
Jardiance

Not Covered
May be excluded
from coverage or
subject to PA in

CT, NJ and NY

michmed.org/Yk9Yb
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Not Covered

Lacks evidence for
renal and CVD
outcomes. Refer to
current clinical
guidelines for
more data.

Step Therapy

See last page of
guide for links to
available prior auth
and step therapy
documentation



https://mct2d.org?utm_source=digital&utm_medium=pdf&utm_campaign=coverageguide

Lacks evidence for renal and CVD outcomes. Refer to current clinical
Recommended guidelines for more data.

Coverage for SGLT2i

JARDIANCE
Use PATIENT ASSISTANCE PROGRAMS . .
Empagliflozi
Oral - Daily Oral - Daily Oral - Daily Oral - Daily
/
AETNA Preferred Preferred
MA Brand Not Covered Not Covered
.
I B N B
/
I\B/ICABSMIBCN Preferred Preferred Not Covered Not Covered
-
1 S
/
:Illﬁp s L Preferred Not Covered Not Covered
\ 1 I
4 $$5555
HUMANA Preferred Preferred
e MA Brand Non-Preferred Brand Not Covered
Step Therapy K
See last page of 4 Non Preferred || Non Preferred
guide for links to PRIORITY Preferred Preferred Must first try IR 7
available prior auth MA Brand Brand Farxfga. Xigduo, Farx[ga. Xigduo,
and step therapy Jardiance or Jardiance or
documentation \_ Synjardy Synjardy
/
UNITED Preferred Preferred
AARP (PPO) Brand Brand Not Covered Not Covered
e $5358
WELLCARE
Pr;ferr:d Preferred Non Preferred Not Covered
MA ran Try
\ preferred Ist
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Recommended

[ > I

COVERAGE TRULICITY || OZEMPIC || RYBELSUS | VICTOZA || MOUNJARO | BYDUREONBCISE| |  BYETTA
for GLP-1RA Dulaglutide Semaglutide Semaglutide Liraglutide Tirzepatide Exenatide* Exenatide*
& Glp Injectable - Weekly Injectable - Weekly Oral - Daily Injectable -Daily Injectable - Weekly Injectable - Weekly Injectable - 2x Daily
$55$5% $55$5% $55$5$ i $$55$5
Preferred
MEDICAID Preferred Non-Preferred Non-Preferred | | 5100 CiouTiaie Zls| | Non-Preferred Non Preferred s
Hx: T2D Dx or T2D xe h ety Hx: T2D Dx or T2D
Sioteonc o | © N o | o ;
Managed med e

Effective 8/1/23, Non-Preferred PA criteria for Medicaid:

4 )

Diagnosis of type 2 diabetes; AND Michigan Medicaid Managed plans include

« Allergy to the preferred medications; OR

« Contraindication or drug to drug interaction with the preferred medications; OR

« History of unacceptable side effects; OR

« Trial and failure with one preferred medication within same subgroup. If Ozempic, additional criteria
below:

- Trial and failure of a Preferred Medication is not required for members already established on
Ozempic as it is indicated for both improved cardiovascular outcomes and once weekly
administration.

Aetna: https://michmed.org/KgzA9

Blue Cross Complete of Michigan: https://
michmed.org/MMQGm

HAP CareSource: https://
michmed.org/2VbgN

MclLaren Health Plan: https://
michmed.org/3xb7v

Lacks evidence for renal and CVD
outcomes. Refer to current clinical
guidelines for more data.

) —

Meridian: https://michmed.org/RRYQg

Recommended

Molina Healthcare: https://michmed.org/
w8jy5

COVERAGE Ll b lls b et INVOKANA STEGLATRO Priority Health: https://michmed.org/vJWwDR
. Empagliflozin Dapagliflozin Canagliflozin Ertugliflozin
for SGLT2i oral - Daily Oral - Daily oral - Daily Oral - Daily United Healthcare: https://michmed.org/
jmaw5
$555$9
MEDICAID Upper Peninsula Health Plan: https://
State and Preferred Preferred Preferred R michmed.org/ZWRWA
Managed @ - %
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Recommended

COVERAGE TRULICITY || OZEMPIC || RYBELSUS | VICTOZA || MOUNJARO BYDUREONBCISE BvETTA
for GLP-1RA Dulaglutide Semaglutide Semaglutide Liraglutide Tirzepatide Exenatide” Exenatide*
& GIP Injectable - Weekly Injectable - Weekly Oral - Daily Injectable -Daily Injectable - Weekly imjeetzote = Wekdy Injectable - 2x Daily
$55$8% $5558$ $3533$ $5$558
Preferred
MEDICAID Hx: T2D Dx AND Non-Preferred Non-Preferred Non-Preferred Non Preferred
State and Discontinuation @ @ 'a @
Managed of other GLP-1
RAs
PA

Recommended

! Lacks evidence for renal and ‘C‘VD
COVERAGE JARDIANCE FARXIGA INVOKANA STEGLATRO gzltggmss ch%)erfgrotrc; (;L;rtr:nt clinical
for SGLT2i Empagliflozin Dapagliflozin Canagliflozin

Ertugliflozin
Oral - Daily Oral - Daily Oral - Daily Oral - Daily
$$$$$$
MEDICAID Non-Preferred
on-Preferre
State and Preferred Preferred Preferred
Managed




PRIVATE PLANS

COVERAGE for SAXENDA WEGOVY PHENTERMINE LOMAIRA QSYMIA CONTRAVE
Anti_obesity Meds Liraglutide Semaglutide Generic - High Dose Phentermine 8 Phentermine - Naltrexone HCI -
Injectable - Daily Injectable - \Weekly Oral - Daily w/ Meals Low Dose Topiramate Bupropion HC

Oral - Daily w/ Meals Oral - Daily Oral - 2x Day

Preferred ‘ Preferred I Preferred

AETNA Not Covered Preferred Not Covered
PA PA PA @
. Jr [ . Jr.. | Prior
e $5$$5$ $5$55$ $5$$5$ ) $55$5$ Auth
- - Non-Preferred Non-Preferred Non-Preferred
BCBSM* Non-Preferred Non-Preferred Preferred e
i (o D o @
| Thera
e $5555$ $$55$$ $$5$$$ Py
EXPRESS Non-Preferred Preferred Preferred Non-Preferred Non-Preferred se.e last page of
SCRIPTS Preferred guide for links
g PA to available
Nat | Pref d
\ ationa rererre @ @ prior auth and
] step therapy
Ve $$$5$$ documentation

Non-Preferred

HAP Not Covered Not Covered Preferred Not Covered Not Covered
]
e $$$$$$ $$$$$$ $5$$$$
Non-Preferred Non-Preferred** Non-Preferred
PRIORITY Not Covered Not Covered Preferred Must try Must try Must try
(TRAD|T|ONAL) e generic first e generic first e generic first
' 5 A
e $$555% $$$555
PRIORITY Non-Preferred Non-Preferred
(OPTIMIZED) Not Covered Not Covered Preferred Not Covered
Must try Must try
generic first generic first
' e
4 Not Covered Not Covered Not Covered
May be excluded May be excluded May be excluded
from coverage or from coverage or from coverage or
UNITED Not Covered Not Covered subject to PA in subject to PA in Not Covered subject to PA in
CT, NJ and NY CT, NJ and NY CT, NJ and NY

Disclaimer: Information based on general formularies, unless otherwise noted and may not reflect employer-group specific policies and plans with pharmacy carve outs.

**Priority coverage for Qsymia determined by: “Employers plan rider determines weight loss coverage”
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Medicare Advantage plans do not cover anti-obesity
medications at this time.

Coverage for
Anti-Obesity
Meds

MEDICAID

Coverage for |PHENTERMINE|| LOMAIRA QSYMIA CONTRAVE | SAXENDA WEGOVY
Antl'ObeSIty Generic - High Dose Phentermine 8 Phentermine - Naltrexone HCI - Liraglutide Semaglutide
Meds Oral - Daily w/ Meals LOWV Dose Topiramgte Bupropion HC Injectable - Daily /njectab(eg— Weekly
Oral - Daily w/ Meals Oral - Daily Oral - 2x Day
/
MEDICAID .
Preferred Prior
McCl
State and Preferred Exr?liféovcereaogen Preferred Preferred Auth
Man aged Not Covered Not Covered
Plans PA PA PA e
PA
Step
Therapy
o
Michigan Medicaid PDL Magellan RX Prior Auth Criteria: » Prescriber attests to patient’s absence of any contraindications to
See michmed.org/2VP94 use requested product; AND
» Prescriber attests that the patient is not pregnant or lactating; AND
« Patient must have a body mass index [BMI] = than 30 kg/m2 ; OR * Prescriber attests that at least one previously documented weight
« Patient must have a body mass index [BMI] = than 27 kg/m2 but <30 reduction attempt in the past year; AND
kg/m2 and at least one of the following risk factors: « Prescriber attests medication therapy is part of a total treatment
 Hypertension, coronary artery disease, diabetes, dyslipidemia, or plan including a calorie and fat restricted diet and exercise and/or
sleep apnea; OR activity regimen, as appropriate for the patient’s ability
« For Wegovy, pediatric patients must have an initial BMI at the 95th
percentile or greater for age and sex (obesity); AND MDHHS recommends that prescribers consider the benefits of a
« Patient age 212 years (Wegovy, Xenical, Saxenda); OR diabetes prevention program for their patients.

Patient age 218 years (benzphetamine, diethylpropion, phentermine,
phendimetrazine); AND
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CONTINUOUS GLUCOSE MONITORS (CGM) COVERAGE: Medicare and Medicare Advantage (MA)

See an error in this document? Let us know: ccteam@mct2d.org

Coverage: 1 Requirement: 2 Reql,!irement: 3 Requirements:
Pharm or DME? Diabetes Dx Insulin Rx Other & Notes
2. Insulin treated
OR . . Must have in-person or Medicare approved virtual visit
Have a history of problematic in past 6 months for diabetes management
hypoglycemia
Definition of “problematic Clinician must also document:
hypoglycemia”: .. _ .
YPogly 3. The beneficiary (or the beneficiary’'s caregiver) has
DME 1. Diabetes Either: received appropriate training in the use of the device
) diagnosis 1. AT LEAST TWO Level 2 as evidenced by an RX. . .
Medicare Preferred required hypoglycemic events (<54mg/ 4, jl'he. CG!VI is being prescribed in accordance with FDA
& Brand(s) dL), with AT LEAST TWO indications for use.
Medicare Abbott previous med adjustments
Advantage Freestyle and/or modifications to the Device must have standalone reader (not just smart
. treatment plan prior to the phone app) to qualify for Medicare DME.
Libre, most recent Level 2 event
Dexcom OR
5 AT LEAST ONE Level 3 (l;llpcrzggimb::rtsf;g;)mmend Parachute Health
hypoglycemic event (<54 mg/ ap ’
dL), associated with “altered
mental and/or physical state”,
with documentation in EMR
that the pt required third party
assistance for treatment.
. 1. Diabetes
united Pharm diagnosis Fun Fact
MA gr d Worried about the Medicare ‘Donut Hole’? CGMs are
Like Preferred require covered under Part B (Medical) not Part D, even when
AARP Brand|(s) fulfilled through a pharmacy.
PPO Abbott O
Freestyle
Libre, 180-day
Dexcom Claims
Auto
Lookback
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Public
Plans
Medicaid

Medicaid

Molina
Medicaid
and
Healthy
Michigan
Plans
Molina-

Managed
Medicaid

CONTINUOUS GLUCOSE MONITORS (CGM) COVERAGE: Medicaid

See an error in this document? Let us know: ccteam@mct2d.org

Coverage:

Requirement:

Requirement:

Requirements:

Pharm or DME? 1 Diabetes Dx 2 Insulin Rx Other & Notes
3. Must be under the care of an endocrinology, physician, or non-physician
practitioner (NP, PA, or clinical nurse specialist), who is managing their
t2d
DME 2. Requires the 4. The beneficiary or their caregiver is educated on the use of the device
“administer and is willing and able to use the CCM.
ing of insulin
EEE(;:)OI orgis Documentation must be less than 90 days old.
Abbott currently The initial order must be written for six months. If the beneficiary continues
F!'eestyle using an to utilize the CGMS, the practitioner may write an order for an additional six
Libre, Insullr’I' months. After the first year, an order(s) for replacement sensors,
Dexcom pump transmitters and other separately billed supplies used with the CGMS
(following frequency rules) may be written for a 12-month period.
This policy applies to Medicaid Fee-for-Service (FFS). MHPs and ICOs must
@ provide the full range of covered services described in this policy at a
minimum and may choose to provide services over and above those
PA specified. For beneficiaries enrolled in a MHP or ICO, the provider must
Required check with the beneficiary’s MHP/ICO for prior authorization requirements.
Pharm (see 2. “Insulin 3. Prescriber attests that member/caregiver is scheduled to (within 30
right) 1. Diabetes Dependent” days) or has historical completion (within the last 12 months) of training
or DME : di . diabetes and support for the CGM device AND member/caregiver has the ability
Medicaid |ag|.10$|s diagnosis to perform self-monitoring of blood glucose in order to calibrate the
(see Medicai required required monitor if needed and/or verify readings if discordant from their

criteria above)

Preferred
Devices:
Abbott
Freestyle
Libre 2 or 3,
Dexcom G6

Faxed or
ePA
required

MICHIGAN COLLABORATIVE FOR TYPE 2 DIABETES

symptoms

4. Prescriber attests member and/or caregiver has been counseled on
potential drugs/substances that can falsely raise or lower CGM glucose
levels such as APAP, ASA, vitamin C, etc.

(mezaem)
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Public
Plans

Medicaid

Blue
Cross
Complete
BCBSM-
managed
Medicaid

McLaren
Medicaid

CONTINUOUS GLUCOSE MONITORS (CGM) COVERAGE: Medicaid (cont)

Coverage:
Pharm or DME?

Pharm
or DME

Preferred
Brand(s)
Freestyle
Libre 14
Day,
Freestyle
Libre 2,
FreeStyle
Libre 3,
Dexcom
G6 or G7

DME

Requirement:
Diabetes Dx

1. Diabetes

diagnosis
required

1. Diabetes

diagnosis
required

Requirement:
Insulin Rx

2

2. Treatment with
insulin

OR

Treatment of Type 2
diabetes with an
antihyperglycemic drug
without insulin AND one
of the criteria (right):

Refer to Medicaid
requirements

MICHIGAN COLLABORATIVE FOR TYPE 2 DIABETES

See an error in this document? Let us know: ccteam@mct2d.org

Requirements:
Other & Notes

One of the following must be met IF no insulin:

a. Frequent hypoglycemia, hypoglycemia unawareness, or concerns
of nocturnal hypoglycemia

b. Gaining weight (more than 5 pounds of weight gain in the last 12
months)

c. HbA1C = 7%

d. Need for medication changes or titration

e. Initiation of a lower carbohydrate diet

f. Patient is unable or reluctant to test their blood glucose via
traditional glucometer.

g. Patient is taking two or more medications to manage their
diabetes.

h. Patient works with a care team member to improve diet and
exercise choices.

With treatment of Type 2 Diabetes and no insulin
* Documentation of positive clinical response (i.e. improved HbA1C
or reduced frequency of severe hypoglycemia episodes)

Effective 8/1/2022

Refer to Medicaid requirements
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CONTINUOUS GLUCOSE MONITORS (CGM) COVERAGE: Commercial Plans

See an error in this document? Let us know: ccteam@mct2d.org

Coverage: Requirement: Requirement: Requirements:
Pharm or DME? 1 Diabetes Dx 2 Insulin Rx 3 Other & Notes
Commercial Pharm
Plans
Preferred Clinician’s recognition of benefit to pt
Brand(s) (no T2D Dx required)
Dexcom
For both Pharm
BCBSM Pharm & DME 2. For DME only: Multiple 3. For DME only: Have recurrent, unexplained, severe
Consult . (3+) daily insulin hypoglycemia (generally blood glucose levels <50
Individual 1. Diabetes injections or pump mg/dL) or impaired awareness of hypoglycemia that
Plans DME diagposis and not meeting puts the patient or others at risk; OR
required glycemic targets o
4. For DME only: Have poorly controlled insulin
Preferred requiring diabetes who are pregnant. Poorly
Brand(s) controlled insulin requiring diabetes includes
Dexcpm unexplained hypoglycemic episodes, hypoglycemic
Recetver & unawareness, suspected postprandial hyperglycemia,
transmitter and recurrent diabetic ketoacidosis or are pregnant
at $0 cost and have unexplained hypoglycemic episodes,
share hypoglyemic unawareness, postprandial
hyperglycemia or recurrent diabetic ketoacidosis
Abbott
Freestyle
Libre

MICHIGAN COLLABORATIVE FOR TYPE 2 DIABETES

(medBE)
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CONTINUOUS GLUCOSE MONITORS (CGM) COVERAGE: Commercial Plans (cont)

See an error in this document? Let us know: ccteam@mct2d.org

Commercial
Plans

HAP
Commercial
& MA plans

Priority
Traditional
&
Optimized

United

Coverage:
Pharm or DME?

Pharm

Preferred Brand(s)

Dexcom, Abbott Freestyle Libre
$0 copay if through Pharmacy
Advantage or patient’s pharmacy

Pharm

Preferred Brand(s)
Abbott Freestyle Libre, Dexcom

Pharm - For MCT2D members
only

For MCT2D members who are UHC in-

network providers: You can bypass
criteria, only T2D diagnosis is required
for patients with OptumRXx.

For MCT2D-members with any issues
with the pharmacy benefit bypass for
commercial patients, contact United
using this form:
https://michmed.org/zZRWGW

pmE @

For non MCT2D members (see
requirements to the right)

Preferred Brand(s)
Abbott Freestyle Libre, Dexcom

1 Requirement:
Diabetes Dx

1. Diabetes
diagnosis
required

1. Diabetes

diagnosis
required

1. Diabetes

diagnosis
required

Requirement:
2 .
Insulin Rx

2. Must be treated
with insulin OR
Treated with 3+
non-insulin
products AND has
uncontrolled
HgBAlc

2. Insulin Rx claim
in last 6 months

L) Claims
Autolookback

IF DME (hon-MCT2D
members):

2. 3x daily insulin
injections or
pump

AND

Frequent
adjustments to
treatment regimen
necessary based on
glucose testing
results

Requirements:
Other & Notes

Use PREFERRED VENDOR
Pharmacy Advantage (800)
456-2112, M-F, 8 am. to 6 p.m.
https://
www.pharmacyadvantagerx. com/
index.cfm

If DME: Assessed by a provider
every six months for adherence
to the prescribed CGM
regimen and treatment plan.

Documented compliance to
physician-directed
comprehensive diabetes
Mmanagement program.

See Medical Policy (updated
July 1, 2023) and InterQual
criteria (provider log-in
required) for more info.

MICHIGAN COLLABORATIVE FOR TYPE 2 DIABETES

(medBE)
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MCT2D Medication & CGM Coverage - Preferred Drugs

Medicare Advantage Plans

For complete coverage information, see the full Medication and CGM Coverage Guide https://

michmed.org/4QQ5g

MCT2D

MICHIGAN COLLABORATIVE
FOR TYPE 2 DIABETES

Medicare GLP-1 SGLT2-i CGM Coverage & Criteria
Advantage Plan RA
with formulary URL
Ozempic Farxiga
Aetna (MA) Rybelsus (Oral) Jardignce Most MA plans require DME. Device must have standalone
michmed.org/8NQrk Trulicity reader (not just smart phone app) to qualify for Medicare
Victoza DME.
Bydureon Bcise .
Preferred Brand(s): Abbott Freestyle Libre 2* OR Dexcom
BCBSM/BCN (MA) | BydureonBeise | Farxiga o6,
. zempic ardiance
michmed.org/DymRY Rybelsus SR For all Medicare plans, must document the following:
Trulicity | 72D bx or' michmed.org/dJ8z3
Victoza -
med 1. Diabetes diagnosis
HAP (MA) Mounjaro ) 2. The beneficiary (or the beneficiary's caregiver) has
Ozempic Farxiga received appropriate training in the use of the device as
Rybelsus (Oral) Jardiance evidenced by a prescription
Step Therapy (ST): Trulicity 3. The CGM is being prescribed in accordance with FDA
michmed.org/2VPGZ Victoza indications for use
4. The CGM is being prescribed to improve glycemic control
for a beneficiary who is insulin treated or has a history
Claims Hx: of problematic hypoglycemia. Definition as follows:
Metformin Rx (<120 . . .
days) If NON insulin treated, must also have a history of
hypoglycemia (defined as EITHER):
Humana (MA) Mounjaro Invokana
michmed.org/kQ894 Ozempic Jardiance Moderate (Level 2):
Rybelsus (Oral) a. At LEAST two documented events in EMR (glucose
Trulicity <54mg/dL or “Level 2") and
Victoza b. At LEAST two previous medication adjustments prior
to the most recent Level 2 event
or
Priority (MA) Bydurgon Bcise Farxiga
michmed.org/7NVGN Mounjaro Jardiance Severe (Level 3):
Trulicity a. At LEAST one documented event in EMR (glucose
<54mg/dL or “Level 3”) and
b. Documentation in EMR that patient required 3rd party
United (MA) Bydureon Bcise Farxiga assistance for treatment.
michmed.org/YKDR3 Mounjaro Jardiance ,
Trulicity *As of 8/28/23, Freestyle Libre 3 (smartphone only, no
reader) is not covered by the CMS Medicare policy.
United MA are currently the only MA plans that allow CGM
through Pharmacy benefit, while still being part of Medicare
Part B coverage
Bydureon Bcise Farxiga
Wellcare (MA) Mounjaro Jardiance
michmed.org/gRWDV Ozempic
Rybelsus (Oral)
Trulicity
Victoza
Page1of 4
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MCT2D Medication & CGM Coverage - Preferred Drugs

MCT2D

If plan includes a pharmacy carveout, check the pharmacy carveout company’s coverage criteria. For complete TFORTYPEZ DIABETES
coverage information, see the full Medication and CGM Coverage Guide https://michmed.org/4QQ5g

MEDICAID Plans GLP-1RA SGLT2-i CGM Coverage & Criteria
with Formulary URL (Injectable)
Medicaid Byetta Farxiga (not HAP) Prefer_red Brand: Abbott Libre, Dexcom
Trulicity Invokana Benefit Type: DME
State Pl?jn al‘nd Victoza Jardiance Medicaid Criteria:
managed plans
(Aetna, HAP, 1.) The beneficiary is under the care of an endocrinologist, a
McLaren, Meridian, physician, or a non-physician practitioner (nurse practitioner,
Priority, United, physician assistant, or clinical nurse specialist) who is
Upper Peninsula) managing their type 2 diabetes.
2.) Has diabetes requiring the administering of insulin or
michmed.org/ pump. . , o
N2wn8 3.) The beneficiary or their caregiver is educated on the
—_— use of the device and is willing and able to use the CGMS.
Blue Cross Byetta Farxiga (not HAP) | Preferred Brand: Abbott Libre 14 Day, Abbott Libre 2,
C | Trulicity Invokana Abbott Libre 3, Dexcom G6, Dexcom G7
(B(C)g‘sz r?qgﬁaged Victoza Jardiance Benefit Type: Pharmacy
Medicaid) 1. Diagnosis of diabetes AND Either Criteria #1 or one of
. the criteria under #2:
michmed.org/xNX5W Claims Hx:
T2D Dx or med Criteria 1: Treatment with insulin (type 1 or type 2)

CGM Policy effective
8/1/22: OR
michmed.org/PJGPA

Criteria 2: Treatment of Type 2 diabetes with an
antihyperglycemic drug without insulin.

One of the following must be met:

a. Frequent hypoglycemia, hypoglycemia unawareness, or
concerns of nocturnal hypoglycemia

b. Gaining weight (more than 5 pounds of weight gain in the
last 12 months)

c. HbA1C = 7%

d. Need for medication changes or titration

e. Initiation of a lower carbohydrate diet

f. Patient is unable or reluctant to test their blood glucose
via traditional glucometer.

g. Patient is taking two or more medications to manage
their diabetes.

h. Patient works with a care team member to improve diet
and exercise choices.

With treatment of Type 2 Diabetes and no insulin

* Documentation of positive clinical response (i.e. improved
HbA1C or reduced frequency of severe hypoglycemia
episodes)

Page 2 of 4
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MCT2D Medication & CGM Coverage - Preferred Drugs

Commercial Plans

If plan includes a pharmacy carveout, check the pharmacy carveout company’s coverage criteria.

MCT2D

MICHIGAN COLLABORATIVE
—FOR TYPE 2 DIABETES—

For complete coverage information, see the full Medication and CGM Coverage Guide https://

michmed.org/4QQ5g

Commercial Plans | GLP-1RA SGLT2-i CGM Coverage & Criteria (Disclaimer: Pharmacy
with Formulary URL (Injectable) Carve-Outs may augment the benefit type and criteria)
Aetha Mounjaro Farxiga Preferred Brand: Dexcom
(Advanced Control) Ozempic Jardiance Benefit type: If using Pharmacy, only criteria is T2D diagnosis,
Rybelsus and it is optional
michmed.org/97Ay9 Trulicity If using DME, criteria: 1. Type 1 or type 2 diabetes diagnosis
Victoza 2. 3+ daily insulin injections or insulin pump therapy
CGM: 3. a.) experiencing improved glycemic control or decreased
michmed.org/3xAgb hypoglycemia episodes while using a CGM
b.) are being assessed every six months by the prescriber for
adherence to their CGM regimen and diabetes treatment plan.
BlueCross Mounjaro Farxiga Preferred Brand(s): Abbott Libre OR Dexcom
: Ozempic Jardiance Benefit type: Pharmacy
Blye§hleld Rybelsus (Oral) Criteria: T2D Diagnosis
Michigan Trulicity Benefit type: DME
) Victoza Criteria: 1. 3+ daily insulin injections or pump and not meeting
michmed.org/nmxVD glycemic targets
CGM: 2. Have recurrent, unexplained, severe hypoglycemia (generally
michmed.org/w8nMW blood glucose levels <50 mg/dL) or impaired awareness of
Claims Hx: hypoglycemia that puts the patient or others at risk
T2D Dx OR T2D Med
ExpressScripts E/Iyoduunrg(:g Bcise Farxiga Preferred Brand(s): Abbott Libre OR Dexcom
National oo Jardiance
zempic Steglatro
. Rybelsus (Oral) 9
michmed.org/Dyqg2x Trulicity
HAP I\OAounJa’ro Farxiga Preferred Brand(s): Abbott Libre OR Dexcom
zempic Jardiance Pharmacy ONLY: Contact Pharmacy Advantage at
Rybelsus (Oral) 800-456-2112.
michmed.org/qdVOP ;F/FULICIty 1. Diagnosis of Type 1 or 2 diabetes
Ictoza 2. Ability to use the system or access to a caregiver who has
such abilities, and ONE of the following:
. 3. Must be treated with insulin OR treated with 3+ non-insulin
Claims Hx:
Metformin Rx (<120
days)
michmed.org/2VPGZ
Priority (Traditional) Mounjaro Farxiga Preferred Brand(s): Abbott Libre OR Dexcom
?zel.m.i)lc Jardiance Benefit type: Pharmacy
' rulicity L . X . . -
michmed.org/yq299 Victoza Criteria: T2D Diagnosis AND insulin RX claim in last 6 months
CGM:
michmed.org/dJzPg Claims Hx:
T2D Dx
Priority (Optimized) | Mounjaro Farxiga
Trulicity Jardiance
michmed.org/BA4Kb o
CGM: PA criteria (PDF)
- michmed.org
michmed.org/dJzPq 'IW:85Q :
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MCT2D Medication & CGM Coverage - Preferred Drugs

Commercial Plans

If plan includes a pharmacy carveout, check the pharmacy carveout company’s coverage criteria.

veToB

MICHIGAN COLLABORATIVE
—FOR TYPE 2 DIABETES —

For complete coverage information, see the full Medication and CGM Coverage Guide https://michmed.org/4QQ5g

Commercial Plans
with Formulary URL

United

michmed.org/7NJrY

CGM:
michmed.org/nmxYW

GLP-1RA
(Injectable)

Bydureon BCise
Mounjaro
Ozempic
Rybelsus (Oral)
Trulicity

Victoza

Step therapy 3
month metformin
trial, C&Il or
suboptimal response

michmed.org/vJmge

SGLT2-i

Jardiance
Farxiga
Invokana
Steglatro

Jardiance: ST 3
month metformin
trial, C&l or
suboptimal
response

Others: Metformin
& Jardiance trial

CKD/HF/T2D

michmed.org/
Yk9Yb

CGM Coverage & Criteria (Disclaimer: Pharmacy
Carve-Outs may augment the benefit type and criteria)

Preferred Brand(s): Abbott Libre OR Dexcom
Benefit Type: Pharmacy

Criteria for Coverage:

For MCT2D Members ONLY:

1. Ordered by an MCT2D participating provider
2. Patient has T2D diagnosis

Benefit Type: DME, For Non-MCT2D Members:

1. Diagnosis of diabetes requiring insulin

2. Blood glucose testing at least 4x daily

3. Insulin injections at least 3 x daily OR pump

4. Frequent adjustments to treatment regimen necessary based
on glucose testing results

5. Documented compliance to physician-directed
comprehensive diabetes management program

6. Assessed by a provider every six months

Additional MCT2D Resources for Patients

Affording your Type 2 Diabetes Care: A Patient Toolkit on

Insurance Coverage and Cost

Includes the What to Ask Your Insurance Company worksheet,
guides to Patient Assistance Programs and Copay Coupons

https://michmed.org/8Rg4d

The Benefits of New Diabetes Meds: Starting an SGLT2i or

GLP-1RA

Patients most common questions answered.
https://michmed.org/YkZ5w

Getting started with a CGM: Patient Guide

Links and information on additional support for getting started

with an Abbott or Dexcom CGM
https://michmed.org/WA2W?2

For patients with:

youcamotiocsteyour o o cansech e
‘webfor your nsurance company's phone number.
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COVERAGE GUIDE APPENDIX
2023 FORMULARY, STEP THERAPY & PRIOR AUTHORIZATION,
AND DME POLICY LINKS & PROVIDER PHONE LINES

PAYOR 2023 FORMULARY URL ST/PA GUIDELINES URL cGM DME POLICY URL  PROVIDER PHONE
Medicare See MA plans See MA plans michmed.org/dJ8z3 800-633-4227
. . See Medicare/CMS
MA: Aetna michmed.org/8NQrk michmed.org/KgrMw policy listed above 800-624-0756
. See Medicare/CMS
. i h . VYZ . . - -
MA: BCBSM michmed.org/DymRY michmed.org/yq policy listed above 800-344-8525
MA: HAP michmed.org/WAZgQ michmed.org/vJV3A See Medicare/CMS 800-292-2550

policy listed above

MA: Humana

michmed.org/kQ894

michmed.org/kQkYr

See Medicare/CMS
policy listed above

800-523-0023

See Medicare/CMS

MA: Priority michmed.org/7NVGN michmed.org/MMxnk policy listed above 800-942-4765
. See Medicare/CMS
. H hmed. kDR3 . . -7M-
MA: United | michmed.org/y n/a policy listed above 800-711-4555
. . See Medicare/CMS
MA: Wellcare, michmed.org/gRWDV michmed.org/8NRev policy listed above 855-538-0454
michmed.org/KarMw )
Aetna michmed.org/97Ay9 Wegovy: michmed.org/3xAgb PA 800-414-2386
michmed.org/QRQMm
BCBSM michmed.org/nmxVvVD michmed.org/zRQZB michmed.org/w8nMW 800-344-8525
E::rpetzs michmed.org/Dyq2x michmed.org/3xAey n/a 888-327-9791
. PA: michmed.org/vJV3A
HAP michmed org/qdVoP ST: michmed.org/2VPGZ n/a 888-427-6464
I:r:cc;i::':%al michmed.org/yq299 michmed.org/im85Q michmed.org/dJzPq 800-942-4765
Priority michmed.org/BA4Kb ichmed.org/im85 ichmed.org/dJzP 800-942-4765
Opimized . michmed.org/[m85Q michmed.org zPq - -
SGLT2i:
michmed.org/Yk9Yb
United michmed.org/7NJrY gql]sr:nseAd oraghdmae michmed.org/nmxYW 800-711-4555
Medicaid michmed.org/N2wn8 michmed.org/2VP9% michmed.org/Dyeme 800-292-2550
2:‘;5;::: michmed.org/xNX5W michmed.org/xNX5W michmed.org/PJGPA See region specific #
MclLaren michmed.org/QRr9A n/a n/a 888-327-0671
Molina michmed.org/vJ4rz n/a michmed.org/gRWVY 855-326-5059

&
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COVERAGE GUIDE APPENDIX
Definitions and Disclaimers

Deductible

Predetermined amount that must be
paid annually before insurance pays for
anything.

Copayment
Set amount paid for a prescription.

Co-insurance

Amount you pay after your deductible
is met. Your insurance pays their
portion. Co-insurance only applies to
prescriptions and services covered
under your health plan.

Medication tier

Levels of insurance medication
coverage: You play a smaller amount
for a lower tier and a higher amount for
a higher tier.

Out-of-pocket max

Annual limit on what you pay before
insurance covers 100% of covered
services. Deductibles, copayment, and
co-insurance all apply toward your out-
of-pocket maximum.

Prior authorization

Request made by your health care
provider to your insurance company for
coverage of a medication.

Quantity limit

Limitation on the amount of
medication (# of pills, pens, etc)
covered for a period of time.

Step therapy

Medication you must have tried prior to
approval of a non-preferred
medication, typically prior to trying a
more expensive medication.

Pharmacy Carve-Out

Some insurance plans allows for pharmacy
carve-outs, where prescription drug
coverage is provided by a pharmacy
benefits manager (PBM) and may not
reflect the same coverage as the medical

policy's medication formulary.

Do | have a pharmacy carve-out?

Check your insurance ID card. For example,
if you have Priority Health, look for
‘Optimized RX: Yes” on the back of the card

If you're a provider
V fichigan. call 800 942 4765 for Eligibility/Benefits/Prior Authorization

" | claims to: Prionty Health

OB 2, Grand Rapids, M1 49501-0232

DI Payer 38217

For electronic claims submission instructions, visit priorityhealth.com/claims
NOTICE Possession of this card or obtaining prior authorization does not
guarantee coverage or payment for the service or procedure reviewed Please
call the number on this card to verify eligibility.

FF This plan is sponsored by Priority Health
Benefits are not insured by Cigna or affiliates

of Michigan, call 833.300.3628 for Eligibility/Benefits/Prior Authorization, |

Optimized Rx: Yes

Rx BIN: 003858

Rx PCN: A4

Rx Group #: PHCMRCL

)

Cigna Open Access Ci gna

AWAY FROM HOME CARE
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