
 

  
 

 
 

 

 
 

 
 

 
 

 

 
 
 

  
   

 

 
  

  

 

 

   
 

   
 

   
 

 
  

    
  

 
 

  
 

  
 

 
 
     

 
 

 
 
  

   
     

     
  

  

          
       
       
          

 

MEDICAL ASSISTANCE 
BULLETIN 

ISSUE DATE 

October 10, 2019 

EFFECTIVE DATE 

January 1, 2020 

NUMBER 

*See below 

SUBJECT 

Statewide Preferred Drug List (PDL) Implementation 
– Pharmacy Services 

BY 

Sally A. Kozak, Deputy Secretary 
Office of Medical Assistance Programs 

IMPORTANT REMINDER: All providers must revalidate the Medical Assistance (MA) enrollment of each service 
location every 5 years. Providers should log into PROMISe to check the revalidation dates of each service 
location and submit revalidation applications at least 60 days prior to the revalidation dates. Enrollment 
(revalidation) applications may be found at: 
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/S_001994. 

PURPOSE: 

The purpose of this bulletin is to inform providers about the implementation of a 
Statewide Preferred Drug List (PDL), effective January 1, 2020. 

SCOPE: 

This bulletin applies to all licensed pharmacies and prescribers enrolled in the Medical 
Assistance (MA) Program. 

BACKGROUND: 

The Department of Human Services (Department) will be implementing a Statewide 
PDL on January 1, 2020. The Statewide PDL and the guidelines to determine the medical 
necessity of drugs that require prior authorization will be utilized in the FFS delivery system 
and by MA managed care organizations (MCOs) in Physical Health HealthChoices and 
Community HealthChoices. 

*01-19-65 09-19-61 27-19-59 33-19-61 
02-19-59 11-19-58 30-19-57 
03-19-58 14-19-57 31-19-64 
08-19-67 24-19-59 32-19-57 

COMMENTS AND QUESTIONS REGARDING THIS BULLETIN SHOULD BE DIRECTED TO: 

The appropriate toll free number for your provider type 

Visit the Office of Medical Assistance Programs Web site at 
http://www.dhs.pa.gov/provider/healthcaremedicalassistance/index.htm 

http://www.dhs.pa.gov/provider/healthcaremedicalassistance/index.htm
http://www.dhs.pa.gov/provider/healthcaremedicalassistance/index.htm
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/S_001994
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/S_001994
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Currently each MCO is permitted to establish its own list of preferred and non-preferred 
drugs and corresponding guidelines to determine medical necessity, which may be different 
than those used in the FFS delivery system. Under the statewide PDL, the preferred or non-
preferred status of drugs included in the Statewide PDL will apply to both the FFS and 
managed care delivery systems. In addition, the FFS and managed care delivery systems will 
use the same prior authorization guidelines for drugs included in the Statewide PDL.  This will 
provide uniformity between the FFS delivery system and the managed care delivery system in 
terms of the preferred and non-preferred statuses of drugs in therapeutic classes included in 
the Statewide PDL and the prior authorization guidelines to determine medical necessity of 
these drugs. 

The MCOs may, but are not required to, require prior authorization of drugs that are 
subject to the quantity limits established in the FFS delivery system. In addition, the MCOs 
may designate drugs as preferred or non-preferred in drug classes that are not included in the 
Statewide PDL. 

DISCUSSION: 

The Department’s Pharmacy and Therapeutics (P&T) Committee developed 
recommendations for the Statewide PDL based on clinical effectiveness, safety, and 
outcomes, and if drugs within a class are clinically equivalent, cost was considered. The P&T 
Committee is comprised of physicians, pharmacists, Department medical directors, consumer 
advocates, and specialists as needed for drug class reviews. Each Physical Health 
HealthChoices MCO and Community HealthChoices MCO is represented by a voting member 
on the P&T Committee. 

The P&T Committee held meetings on May 15, 2019, and on June 21, 2019, to 
establish the Statewide PDL and recommended the following: 

•	 Therapeutic classes of drugs to be included in the Statewide PDL; 
•	 Preferred or non-preferred statuses for drugs in the therapeutic classes included in 

the Statewide PDL; and 
•	 New guidelines or revisions to some of the existing FFS guidelines to evaluate the 

medical necessity of prescriptions submitted for prior authorization. 

The Department adopted the recommendations made by the P & T Committee. 

The MCOs and the Department will: 

•	 Publish the Statewide PDL and information regarding how to request a prior 
authorization on their websites; 

•	 Notify MA beneficiaries and providers of any changes in coverage for drugs and 
products included in the Statewide PDL; and 

•	 Receive prior authorization requests and determine medical necessity using the 
Department-approved guidelines. 
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The MCOs will continue to be responsible for providing access to covered outpatient 
drug services. The MCOs will also continue to follow the current processes for appeals and 
grievances. 

PROCEDURE: 

The Statewide PDL is attached to this bulletin. The Statewide PDL is also available at 
www.papdl.com. Providers should refer to the Statewide PDL for the list of therapeutic classes 
included in the Statewide PDL and the preferred and non-preferred statuses of drugs included 
in each therapeutic class. 

The Department is issuing bulletins that announce the prior authorization requirements 
for therapeutic classes of drugs in the Statewide PDL. Although the scope of these bulletins is 
licensed pharmacies and prescribers in the FFS delivery system, the MCOs will use the same 
prior authorization guidelines for drugs included in the Statewide PDL as are used in the FFS 
delivery system. 

Requesting Prior Authorization for Beneficiaries in the FFS Delivery System 

The procedures and general requirements for prescribers to request prior authorization 
of non-preferred drugs in the Statewide PDL, preferred drugs in the Statewide PDL that require 
clinical prior authorization, and drugs not subject to the Statewide PDL that require clinical 
prior authorization for beneficiaries in the FFS delivery system effective January 1, 2020, are 
available at: 
http://www.dhs.pa.gov/provider/pharmacyservices/pharmacypriorauthorizationgeneralrequirem 
ents/index.htm. 

The Department will take into account the elements specified in the clinical review 
guidelines when reviewing a prior authorization request to determine medical necessity. The 
requirements for prior authorization and corresponding clinical review guidelines are published 
in separate MA Bulletins and are available at: 
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/inde 
x.htm. 

Requesting Prior Authorization for Beneficiaries in the Managed Care Delivery System 

Although the MCOs are required to adopt the guidelines to evaluate medical necessity 
of drugs included in the Statewide PDL that are used in the FFS delivery system, the 
procedures to request prior authorization for beneficiaries in Physical Health HealthChoices or 
Community HealthChoices MCOs may differ from those for beneficiaries in the FFS delivery 
system and are specific to each MCO.  Providers should contact the MCOs for MCO-specific 
information regarding the procedures to request prior authorization of non-preferred drugs 
included in the Statewide PDL and preferred drugs included in the Statewide PDL that require 
clinical prior authorization. 

http://www.papdl.com/
http://www.papdl.com/
http://www.dhs.pa.gov/provider/pharmacyservices/pharmacypriorauthorizationgeneralrequirements/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/pharmacypriorauthorizationgeneralrequirements/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/pharmacypriorauthorizationgeneralrequirements/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/pharmacypriorauthorizationgeneralrequirements/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm
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ATTACHMENT: 

Statewide Preferred Drug List (Effective January 1, 2020) 

OBSOLETE: 

The following bulletins, which are obsolete January 1, 2020, address drugs included in 
the FFS PDL that are included in a different therapeutic class in the Statewide PDL. The 
agents included in the Steroids, Topical High, Steroids, Topical Low, Steroids, Topical 
Medium, and Steroids, Topical Very High therapeutic classes in the FFS PDL are included in 
the Steroids, Topical therapeutic class in the Statewide PDL. The agents included in the 
Antivirals, Oral and Antivirals, Topical therapeutic classes in the FFS PDL are included in 
either the Antivirals, Herpes or Antivirals, Influenza therapeutic classes on the Statewide PDL 
based on the FDA-approved indications for the agents. 

MA Bulletin 01-09-54, 09-09-55, 27-09-46, 02-09-45, 11-09-45, 30-09-45, 03-09-45, 14-09-45, 
31-09-56, 08-09-54, 24-09-51, 32-09-45, titled, “Steroids, Topical High Handbook Pages 
Pharmacy Service Fall 2009 Preferred Drug List (PDL) Update,” issued November 2, 2009. 
MA Bulletin 01-09-51, 09-09-53, 27-09-44, 02-09-43, 11-09-43, 30-09-43, 03-09-43, 14-09-43, 
31-09-54, 08-09-52, 24-09-49, 32-09-43, titled, “Steroids, Topical Low Handbook Pages 
Pharmacy Services Fall 2009 Preferred Drug List (PDL) Update,” issued November 2, 2009. 
MA Bulletin 01-09-52, 09-09-54, 27-09-45, 02-09-44, 11-09-44, 30-09-44, 03-09-44, 14-09-44, 
31-09-55, 08-09-53, 24-09-50, 32-09-44, titled, “Steroids, Topical Medium Handbook Pages 
Pharmacy Services Fall 2009 Preferred Drug List (PDL) Update,” issued November 2, 2009. 
MA Bulletin 01-09-55, 09-09-56, 27-09-47, 02-09-46, 11-09-46, 30-09-46, 03-09-46, 14-09-46, 
31-09-57, 08-09-55, 24-09-52, 32-09-46, titled, “Steroids, Topical Very High Handbook Pages 
Pharmacy Services Fall 2009 Preferred Drug List (PDL) Update,” issued November 2, 2009. 
MA Bulletin 01-10-34, 09-10-36, 27-10-26, 02-10-25, 11-10-25, 30-10-25, 03-10-27, 14-10-26, 
31-10-37, 08-10-35, 24-10-28, 32-10-25, titled, “Antivirals, Oral Handbook Pages Pharmacy 
Services Fall 2010 Preferred Drug List (PDL) Update,” issued November 5, 2010. 
MA Bulletin 01-09-57, 09-09-58, 27-09-49, 02-09-48, 11-09-48, 30-09-48, 03-09-48, 14-09-48, 
31-09-59, 08-09-57, 24-09-54, 32-09-48, titled, “Antivirals, Topical Updated Handbook Pages 
Pharmacy Services Fall 2009 Preferred Drug List (PDL) Update,” issued November 2, 2009. 

The following bulletins, which are obsolete January 1, 2020, address the Emollients and 
Otic Anti-Infectives and Anesthetics therapeutic classes included in the FFS PDL that are not 
included in the Statewide PDL. The agents in these therapeutic classes will not require prior 
authorization in the Fee-for-Service delivery system as of January 1, 2020. 

MA Bulletin 01-12-08, 09-12-08, 27-12-08, 33-12-08, 02-12-08, 11-12-08, 30-12-08, 03-12-08,
 
14-12-08, 31-12-08, 08-12-08, 24-12-08, 32-12-08, titled, “Prior Authorization of Emollients –
 
Pharmacy Services,” issued January 30, 2012.
 
MA Bulletin 01-12-18, 08-12-18, 14-12-18, 30-12-18, 33-12-18, 02-12-18, 09-12-18, 24-12-18,
 
31-12-18, 03-12-18, 11-12-18, 27-12-18, 32-12-18, titled, “Prior Authorization of Otic Anti-

Infectives and Anesthetics Pharmacy Services” issued February 13, 2012.
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 

Fee-for-Service* (FFS) Pharmacy General Prior Authorization Requirements:
http://www.dhs.pa.gov/provider/pharmacyservices/pharmacypriorauthorizationgeneralrequirements/index.htm 

FFS† Pharmacy Prior Authorization Guidelines:
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm 

FFS* Pharmacy Prior Authorization Fax Forms:
http://www.dhs.pa.gov/provider/pharmacyservices/pharmacyservicesfaxforms/index.htm 

FFS* Pharmacy Quantity Limits/Daily Dose Limits:
http://www.dhs.pa.gov/provider/pharmacyservices/quantitylimitslist/index.htm 

*This information is specific to FFS. Please refer to each managed care organization’s (MCO) website for MCO prior authorization 
procedures, prior authorization fax request forms, and quantity limits. 

†Prior authorization guidelines for drugs and products included in the Statewide PDL apply to FFS and the Pennsylvania Medical 
Assistance MCOs. Prior authorization guidelines for drugs and products not included in the Statewide PDL are specific to FFS. Please 

refer to each MCO’s website for MCO-specific prior authorization requirements for drugs and products not included in the Statewide 
PDL. 

ACNE AGENTS, ORAL 
Preferred Agents Non Preferred Agents 

AmnesteemPA Absorica 
ClaravisPA 

IsotretinoinPA 

MyorisanPA 

ZenatanePA 

ACNE AGENTS, TOPICAL 
Preferred Agents Non Preferred Agents 

Adapalene 0.3% Gel Tube 
Adapalene-Benzoyl Peroxide 0.1%-2.5% Gel Pump (generic 
EpiDuo) 

Avita Cream 
Azelex CreamAR 

Benzoyl Peroxide 5% Gel (OTC) 
Benzoyl Peroxide 5% Lotion (OTC) 
Benzoyl Peroxide 5% Wash (OTC) 
Benzoyl Peroxide 5.3% Foam (OTC) 
Benzoyl Peroxide 9.8% Foam (Rx) 
Benzoyl Peroxide 10% Gel (OTC) 
Benzoyl Peroxide 10% Lotion (OTC) 
Benzoyl Peroxide 10% Wash (OTC) 
Clindamycin 1% Gel 
Clindamycin 1% Lotion 
Clindamycin 1% Pledget 
Clindamycin 1% Solution 
Clindamycin-Benzoyl Peroxide 1%-5% Gel Jar (generic BenzaClin) 
Clindamycin-Benzoyl Peroxide 1.2%-5% Gel (generic Duac, 
Neuac) 

Differin 0.1% CreamAR 

Differin 0.1% GelAR 

Acanya Gel 
Acanya Gel Pump 
Aczone Gel 
Aczone Gel Pump 
Adapalene 0.1% Cream 
Adapalene 0.1% Gel 
Adapalene 0.1% Solution 
Adapalene 0.3% Gel Pump 
Altreno Lotion 
Atralin Gel 
Avita Gel 
Benzaclin Gel 
Benzaclin Gel Pump 
Benzamycin Gel 
Benzoyl Peroxide 6% Cleanser (OTC) 
BP 10-1 Wash 
BP Cleansing Wash 
BPO Gel 
BPO Foaming Cloths 
Cleocin T Gel 
Cleocin T Lotion 
Cleocin T Pledget 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
January 1, 2020 Page 1 of 47 

http://www.dhs.pa.gov/provider/pharmacyservices/pharmacypriorauthorizationgeneralrequirements/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/pharmacyservicesfaxforms/index.htm
http://www.dhs.pa.gov/provider/pharmacyservices/quantitylimitslist/index.htm
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ACNE AGENTS, TOPICAL 

Preferred Agents Non Preferred Agents 
Differin 0.1% LotionAR 

Differin 0.3% Gel PumpAR 

Epiduo Gel PumpAR 

Ery Pads 
Erythromycin 2% Pledget 
Erythromycin 2% Solution 
Panoxyl 10% Acne Cleansing Bar (OTC) 
Panoxyl 10% Acne Foaming Wash (OTC) 
Retin-A CreamAR 

Retin-A GelAR 

SSS 10%-5% Cream 
Sulfacetamide Sodium-Sulfur 8%-4% Suspension 
Sulfacetamide Sodium-Sulfur 9%-4.5% Wash 
Sulfacetamide Sodium-Sulfur 10%-5% Cleanser 
Tazorac CreamAR 

Tazorac GelAR 

Clindacin ETZ Kit 
Clindacin ETZ Pledget 
Clindacin P Pledget 
Clindacin Pac Kit 
Clindagel 
Clindamycin Foam 
Clindamycin 1% Daily Gel (generic Clindagel) 
Clindamycin-Benzoyl Peroxide 1%-5% Gel Pump (generic 
BenzaClin Gel Pump) 

Clindamycin-Benzoyl Peroxide 1.2%-2.5% Gel Pump (generic 
Acanya) 

Clindamycin-Tretinoin Gel 
Dapsone Gel 
Duac Gel 
Epiduo Forte Gel PumpAR 

Erygel 
Erythromycin Gel 
Erythromycin-Benzoyl Peroxide Gel 
Evoclin Foam 
Fabior Foam 
Klaron Lotion 
Neuac Gel 
Neuac Kit 
Onexton Gel Pump 
Retin-A Micro GelAR 

Retin-A Micro Gel PumpAR 

Sodium Sulfacetamide 10% Lotion 
Sodium Sulfacetamide 10% Wash 
SSS 10%-5% Foam 
Sulfacetamide Sodium 10% Suspension 
Sulfacetamide Sodium-Sulfur 9%-4% Wash 
Sulfacetamide Sodium-Sulfur 9.8%-4.8% Cleanser 
Sulfacetamide Sodium-Sulfur 10%-2% Cleanser 
Sulfacetamide Sodium-Sulfur 10%-2% Cream 
Sulfacetamide Sodium-Sulfur 10%-4% Medicated Pad 
Sulfacetamide Sodium-Sulfur 10%-5% Cream 
Sumadan Wash 
Sumadan KitQL 

Sumadin XLT Kit 
Sumaxin Cleansing Pad 
Sumaxin CP KitQL 

Sumaxin TS Suspension 
Sumaxin Wash 
Tazarotene CreamAR 

Tretinoin CreamAR 

Tretinoin GelAR 

Tretinoin Micro GelAR 

Tretinoin Micro Gel PumpAR 

ZianaAR 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
January 1, 2020 Page 2 of 47 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ALZHEIMER’S AGENTS 

Preferred Agents Non Preferred Agents 
Donepezil 5 mg, 10 mg TabletAR, PA, QL 

Galantamine TabletAR, PA, QL 

Memantine TabletAR, PA, QL 

Rivastigmine CapsuleAR, PA, QL 

AriceptAR, QL 

Donepezil 23 mg TabletAR, QL 

Donepezil ODTAR, QL 

Exelon PatchAR, QL 

Galantamine ER CapsuleAR, QL 

Galantamine SolutionAR QL 

Memantine ER CapsuleAR, QL 

Memantine SolutionAR, QL 

NamendaAR, QL 

Namenda XRAR, QL 

NamzaricAR, QL 

RazadyneAR, QL 

Razadyne ERAR, QL 

Rivastigmine PatchAR QL 

ANALGESICS, NON-OPIOID BARBITURATE COMBINATIONS 
Preferred Agents Non Preferred Agents 

Butalbital-Acetaminophen-Caffeine Tablet PA, QL 

Butalbital-Aspirin-Caffeine Capsule, Tablet PA, QL 
AllzitalQL 

BupapQL 

Butalbital-Acetaminophen TabletQL 

Butalbital-Acetaminophen-Caffeine CapsuleQL 

Esgic Capsule, TabletQL 

FioricetQL 

FiorinalQL 

Vanatol SolutionQL 

ZebutalQL 

ANALGESICS, OPIOID LONG ACTING 
Preferred Agents Non Preferred Agents 

Butrans PatchAR, QL 

Embeda ERAR, PA, QL 

Fentanyl Patch 12, 25, 50, 75, 100 mcg/hrAR, PA, QL 

Morphine ER TabletAR, PA, QL 

Arymo ERAR, QL 

Belbuca FilmAR, QL 

Buprenorphine PatchAR, QL 

DolophineAR, QL 

Duragesic PatchAR, QL 

Exalgo ERAR, QL 

Fentanyl Patch 37.5, 62.5, 87.5 mcg/hrAR, QL 

Hydromorphone ERAR, QL 

Hysingla ERAR, QL 

Kadian ERAR, QL 

MethadoneAR, QL 

Morphabond ERAR, QL 

Morphine ER CapsuleAR, QL 

MS ContinAR, QL 

Nucynta ERAR, QL 

Oxycodone ERAR, QL 

OxycontinAR, QL 

Oxymorphone ERAR, QL 

Tramadol ERAR, QL 

Xtampza ERAR, QL 

Zohydro ERAR, QL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
January 1, 2020 Page 3 of 47 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ANALGESICS, OPIOID SHORT ACTING 

Preferred Agents Non Preferred Agents 
Acetaminophen-CodeineAR, QL 

EndocetAR, QL 

Hydrocodone-Acetaminophen TabletAR, QL 

Hydrocodone-IbuprofenAR, QL 

Morphine IRAR, QL 

Oxycodone IR TabletAR, QL 

Oxycodone-Acetaminophen TabletAR, QL 

Tramadol IRAR, QL 

Acetaminophen-Caffeine-DihydrocodeineAR, QL 

AbstralAR, QL 

ActiqAR, QL 

ApadazAR, QL 

Benzyhydrocodone-AcetaminophenAR, QL 

Butalbital-Caffeine-Acetaminophen-CodeineAR, QL 

Butalbital-Caffeine-Aspirin-CodeineAR, QL 

Butorphanol Tartrate NasalAR, QL 

Carisoprodol-Aspirin-CodeineAR, QL 

CodeineAR, QL 

DemerolAR, QL 

DilaudidAR, QL 

DsuviaAR, QL 

Fentanyl CitrateAR, QL 

FentoraAR, QL 

Fiorinal with CodeineAR, QL 

Hydrocodone-Acetaminophen SolutionAR, QL 

HydromorphoneAR, QL 

IbudoneAR, QL 

LazandaAR, QL 

LevorphanolAR, QL 

LorcetAR, QL 

Lorcet HDAR, QL 

Lorcet PlusAR, QL 

LortabAR, QL 

MeperidineAR, QL 

Morphine SuppositoryAR, QL 

NalocetAR, QL 

NorcoAR, QL 

Nucynta IRAR, QL 

Opana IRAR, QL 

OxaydoAR, QL 

Oxycodone IR Capsule, Concentrate Solution, SolutionAR, QL 

Oxycodone-AspirinAR, QL 

Oxycodone-IbuprofenAR, QL 

Oxymorphone IRAR, QL 

Pentazocine-NaloxoneAR, QL 

PercocetAR, QL 

PrimlevAR, QL 

RoxicodoneAR, QL 

RoxybondAR, QL 

SubsysAR, QL 

Tramadol-AcetaminophenAR, QL 

Tylenol with CodeineAR, QL 

UltracetAR, QL 

UltramAR, QL 

VicodinAR, QL 

Vicodin ESAR, QL 

Vicodin HPAR, QL 

XylonAR, QL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
January 1, 2020 Page 4 of 47 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ANDROGENIC AGENTS 

Preferred Agents Non Preferred Agents 
Androgel 1% PacketPA, QL 

Depo-Testosterone InjectionPA, QL 

Testopel Implant PelletPA, QL 

Testosterone Cypionate InjectionPA, QL 

Testosterone 1% Gel Packet (generic Androgel 1% Packet)PA, QL 

Androderm PatchQL 

Androgel 1.62% Packet, PumpQL 

Anadrol-50QL 

AndroidQL 

AveedQL 

FortestaQL 

MethitestQL 

Methyltestosterone CapsuleQL 

OxandroloneQL 

StriantQL 

TestimQL 

Testosterone Enanthate InjectionQL 

Testosterone 1% Gel Pump (generic Androgel 1% Pump)QL 

Testosterone 1% Gel Tube (generic Testim 1%)QL 

Testosterone 1.62% Gel Packet, Pump (generic Androgel 
1.62%)QL 

Testosterone 10 mg Gel Pump (generic Fortesta)QL 

Testosterone Solution Pump (generic Axiron)QL 

Testred CapsuleQL 

Vogelxo GelQL 

Xyosted InjectionQL 

ANGIOTENSIN MODULATOR COMBINATIONS 
Preferred Agents Non Preferred Agents 

Amlodipine-BenazeprilQL 

Amlodipine-ValsartanQL 

Amlodipine-Valsartan HCTZQL 

Amlodipine-OlmesartanQL 

Amlodipine-Olmesartan-HCTZQL 

AzorQL 

ExforgeQL 

Exforge HCTQL 

LotrelQL 

TarkaQL 

Telmisartan-AmlodipineQL 

Trandolapril-VerapamilQL 

TribenzorQL 

TwynstaQL 

ANGIOTENSIN MODULATORS 
Preferred Agents Non Preferred Agents 

BenazeprilQL 

Benazepril-HydrochlorothiazideQL 

EnalaprilQL 

Enalapril-HydrochlorothiazideQL 

EntrestoQL 

FosinoprilQL 

Fosinopril-HydrochlorothiazideQL 

IrbesartanQL 

Irbesartan-HydrochlorothiazideQL 

LisinoprilQL 

Lisinopril-HydrochlorothiazideQL 

LosartanQL 

Losartan-HydrochlorothiazideQL 

AccuprilQL 

AccureticQL 

AliskirenQL 

AltaceQL 

AtacandQL 

Atacand HCTQL 

AvalideQL 

AvaproQL 

BenicarQL 

Benicar HCTQL 

CandesartanQL 

Candesartan-HydrochlorothiazideQL 

CaptoprilQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
ANGIOTENSIN MODULATORS 

Preferred Agents Non Preferred Agents 
OlmesartanQL 

Olmesartan-HydrochlorothiazideQL 

QuinaprilQL 

Quinapril-HydrochlorothiazideQL 

RamiprilQL 

TrandolaprilQL 

ValsartanQL 

Valsartan-Hydrochlorothiazide QL 

Captopril-HydrochlorothiazideQL 

CozaarQL 

DiovanQL 

Diovan HCTQL 

EdarbiQL 

EdarbyclorQL 

EpanedQL 

EprosartanQL 

HyzaarQL 

LotensinQL 

Lotensin HCTQL 

MicardisQL 

Micardis HCTQL 

MoexiprilQL 

Moexepril-Hydrochlorothiazide QL 

PerindoprilQL 

PrinivilQL 

QbrelisQL 

TekturnaQL 

Tekturna HCTQL 

TelmisartanQL 

Telmisartan-HydrochlorothiazideQL 

VasereticQL 

VasotecQL 

ZestoreticQL 

ZestrilQL 

ANTIANGINAL AGENTS 
Preferred Agents Non Preferred Agents 

Isosorbide Mononitrate 
Isosorbide Mononitrate ER 
Nitro-BID Ointment 
Nitroglycerin Patch 
Nitroglycerin SL Tablet 
Ranolazine ERPA, QL 

BiDil 
Dilatrate-SR 
GoNitro 
Isordil 
Isordil Titradose 
Isosorbide Dinitrate 
Minitran Patch 
Nitro-DUR Patch 
Nitroglycerin ER Capsule 
Nitroglycerin Spray 
Nitrolingual Spray 
NitroMist Spray 
Nitrostat SL Tablet 
RanexaQL 

ANTIBIOTICS, GI AND RELATED AGENTS 
Preferred Agents Non Preferred Agents 

Firvanq Solution 
Metronidazole Tablet 
Neomycin 
Vancomycin 

DificidQL 

Flagyl 
Metronidazole Capsule 
Paromomycin 
TindamaxQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
ANTIBIOTICS, GI AND RELATED AGENTS 

Preferred Agents Non Preferred Agents 
TinidazoleQL 

Vancocin 
XifaxanQL 

ZinplavaQL 

ANTIBIOTICS, INHALED 
Preferred Agents Non Preferred Agents 

Kitabis PakQL 

Tobramycin Solution (generic Tobi)QL 

ANTIBIOTICS, TOPICAL 

ArikayceQL 

BethkisQL 

CaystonQL 

Tobi SolutionQL 

Tobi PodhalerQL 

Tobramycin Pak (generic Kitabis)QL 

Preferred Agents 
Bacitracin 
Bacitracin-Polymyxin 
Gentamicin Sulfate 
Mupirocin Ointment 
Triple Antibiotic Ointment 
Triple Antibiotic Plus Ointment 

Non Preferred Agents 
Centany 
Centany AT Kit 
Cortisporin 
Mupirocin Cream 
Neo-Synalar Cream 

ANTICOAGULANTS 
Preferred Agents 

EliquisQL 

EnoxaparinQL 

PradaxaQL 

Warfarin 
XareltoQL 

Non Preferred Agents 
ArixtraQL 

Coumadin 
FondaparinuxQL 

FragminQL 

LovenoxQL 

SavaysaQL 

ANTICONVULSANTS 
Preferred Agents 

Carbamazepine Chewable Tablet, Suspension, TabletQL 

Carbamazepine ER CapsuleQL 

Carbamazepine ER TabletQL 

Clobazam Suspension, TabletQL 

Clonazepam TabletQL 

Diazepam Rectal Gel 
Dilantin CapsuleQL 

Divalproex Sodium DR Sprinkle, Tablet 
Divalproex Sodium ER Tablet 
Epitol TabletQL 

Equetro CapsuleQL 

Ethosuximide Capsule, SolutionQL 

Gabapentin Capsule, TabletQL 

Lamotrigine TabletQL 

Levetiracetam Solution, TabletQL 

Levetiracetam ER TabletQL 

Non Preferred Agents 
AptiomQL 

BanzelQL 

BriviactQL 

Carbatrol ER CapsuleQL 

CelontinQL 

Clonazepam ODTQL 

Depakene 
Depakote DR Sprinkle, Tablet 
Depakote ER Tablet 
Diastat, Diastat Acudial Rectal Gel 
Dilantin Infatab, SuspensionQL 

EpidiolexQL 

Felbamate 
Felbatol 
FycompaQL 

Gabapentin SolutionQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ANTICONVULSANTS 

Preferred Agents Non Preferred Agents 
Oxcarbazepine Suspension, TabletQL 

Phenobarbital Elixir, Solution, Tablet 
Phenytoin Capsule, Chewable Tablet, SuspensionQL 

Phenytoin ER Capsule (generic Phenytek)QL 

Pregabalin CapsuleQL 

Primidone TabletQL 

Topiramate ER SprinkleQL 

Topiramate IR Sprinkle, TabletQL 

Valproic Acid Capsule, SolutionQL 

Zonisamide CapsuleQL 

Gabitril 
KeppraQL 

Keppra XRQL 

KlonopinQL 

LamictalQL 

Lamictal ODTQL 

Lamictal XR 
Lamotrigine Chewable Tablet 
Lamotrigine ODT 
Lamotrigine Starter Kit 
Lamotrigine ER 
Lyrica Capsule, SolutionQL 

MysolineQL 

NeurontinQL 

Onfi Suspension, TabletQL 

Oxtellar XRQL 

PeganoneQL 

PhenytekQL 

Qudexy XRQL 

SabrilQL 

Spritam Tablet for SuspensionQL 

SympazanQL 

Tegretol IR Suspension, TabletQL 

Tegretol XR TabletQL 

Tiagabine 
Topamax Sprinkle, TabletQL 

TrileptalQL 

Trokendi XRQL 

VigabatrinQL 

VimpatQL 

Zarontin Capsule, SyrupQL 

ANTIDEPRESSANTS, OTHER 
Preferred Agents Non Preferred Agents 

Amitriptyline Tablet 
Amoxapine Tablet 
Bupropion IRQL 

Bupropion SRQL 

Bupropion XLQL 

Desvelafaxine Succinate ER (generic Pristiq)QL 

Doxepin Capsule, Concentrate Solution 
Duloxetine 20 mg, 30 mg, 60 mg Capsule (generic Cymbalta)QL 

Imipramine Tablet 
Mirtazapine TabletQL 

Nortriptyline Capsule 
Phenelzine Tablet 
Trazodone Tablet 
Venlafaxine ER CapsuleQL 

Venlafaxine IR TabletQL 

Anafranil 
AplenzinQL 

Clomipramine 
Desipramine 
CymbaltaQL 

Desvenlafaxine ERQL 

Desvelafaxine Fumarate ERQL 

Duloxetine 40 mg Capsule (generic Irenka)QL 

Effexor XRQL 

Emsam PatchQL 

FetzimaQL 

Forfivo XLQL 

Imipramine Capsule 
Khedezla ERQL 

MaprotilineQL 

Marplan 
Mirtazapine ODTQL 

Nardil 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
ANTIDEPRESSANTS, OTHER 

Non Preferred Agents Preferred Agents 
Nefazodone 
Norpramin 
Nortriptyline Solution 
Pamelor 
Parnate 
Pristiq ERQL 

Protriptyline 
RemeronQL 

Remeron SoltabQL 

SpravatoQL 

Surmontil 
Tofranil 
Tranylcypromine Sulfate 
Trimipramine 
TrintellixQL 

Venlafaxine ER TabletQL 

ViibrydQL 

Wellbutrin SRQL 

Wellbutrin XLQL 

ANTIDEPRESSANTS, SSRIS 
Preferred Agents Non Preferred Agents 

Citalopram Solution, TabletQL 

Escitalopram TabletQL 

Fluoxetine IR Capsule, SolutionQL 

Fluvoxamine IR TabletQL 

Paroxetine IR TabletQL 

Sertraline TabletQL 

BrisdelleQL 

CelexaQL 

Escitalopram SolutionQL 

Fluoxetine DR CapsuleQL 

Fluoxetine IR TabletQL 

Fluvoxamine ER CapsuleQL 

LexaproQL 

Paroxetine ER TabletQL 

Paroxetine Mesylate CapsuleQL 

PaxilQL 

Paxil CRQL 

PexevaQL 

ProzacQL 

SarafemQL 

Sertraline Concentrate SolutionQL 

ZoloftQL 

ANTIEMETICS-ANTIVERTIGO AGENTS 
Preferred Agents Non Preferred Agents 

Aloxi InjectionQL 

Cinvanti VialQL 

DiclegisQL 

Dimenhydrinate Tablet (OTC) 
Emend Capsule, Dose PackQL 

Granisetron Injection 
Meclizine Chewable Tablet, Tablet (OTC & Rx) 
Metoclopramide Solution, Tablet 
Metoclopramide Syringe, Vial 
Ondansetron ODTQL 

Akynzeo Capsule, VialQL 

AnzemetQL 

AprepitantQL 

Bonjesta TabletQL 

CesametQL 

Dimenhydrinate Injection 
DronabinolQL 

Emend Powder for SuspensionQL 

Emend VialQL 

Granisetron TabletQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ANTIEMETICS-ANTIVERTIGO AGENTS 

Preferred Agents Non Preferred Agents 
Ondansetron Solution, TabletQL 

Ondansetron Syringe 
Ondansetron VialQL 

Palonosetron InjectionQL 

Phosphorated Carbohydrate Oral Solution 
Prochlorperazine Tablet 
Prochlorperazine Vial 
Promethazine Ampule, VialAR 

Promethazine SyrupAR 

Promethazine TabletAR, QL 

Transderm-ScopQL 

Trimethobenzamide CapsuleQL 

MarinolQL 

Metoclopramide ODT 
PhenerganAR 

Prochlorperazine Suppository 
Promethazine SuppositoryAR, QL 

Reglan 
Sancuso PatchQL 

Scopolamine PatchQL 

SustolQL 

SyndrosQL 

TiganQL 

VarubiQL 

ZofranQL 

Zofran ODTQL 

ZuplenzQL 

ANTIFUNGALS, ORAL 
Preferred Agents Non Preferred Agents 

Clotrimazole TrocheQL 

FluconazoleQL 

Griseofulvin Suspension 
Nystatin 
TerbinafineQL 

Ancobon 
CresembaQL 

DiflucanQL 

Flucytosine 
Griseofulvin Microsize Tablet 
Griseofulvin Ultramicrosize Tablet 
ItraconazoleQL 

Ketoconazole TabletQL 

NoxafilQL 

OnmelQL 

OravigQL 

SporanoxQL 

Tolsura 
Vfend 
Voriconazole 

ANTIFUNGALS, TOPICAL 
Preferred Agents Non Preferred Agents 

Alevazol (OTC) 
Butenafine Cream 
Ciclopirox Cream, Solution 
Clotrimazole Cream (OTC) 
Clotrimazole-Betamethasone Cream 
Desenex Powder 
Ketoconazole Shampoo 
Lamisil AF Defense Spray (OTC) 
Lamisil Spray (OTC) 
Miconazole (OTC) 
Nyamyc Powder 
Nystatin Cream, Ointment, Powder 
Nystop 
Terbinafine Topical (OTC) 
Tolnaftate (OTC) 

Bensal HP 
Ciclodan 
Ciclopirox Gel, Shampoo, Suspension 
Ciclopirox Treatment Kit 
Clotrimazole Solution 
Clotrimazole Cream (Rx) 
Clotrimazole-Betamethasone Lotion 
Econazole 
Ertaczo 
Exelderm 
Extina 
Fungoid, Fungoid Kit 
Hydrocortisone-Iodoquinol 
Iodoquinol-Hydrocortisone-Aloe 
Jublia 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ANTIFUNGALS, TOPICAL 

Preferred Agents Non Preferred Agents 
Zeasorb Powder Kerydin 

Ketoconazole Cream, Foam 
Lamisil AT Cream 
Loprox 
Lotrisone 
Luliconazole 
Luzu 
Mentax 
Micnonazole/Zinc/Petrolatum 
Naftifine 
Naftin 
Nizoral Shampoo 
Nystatin-Triamcinolone 
Oxiconazole 
Oxistat 
Penlac 
Vusion 

ANTIHEMOPHILIA AGENTS – FACTOR VIII 
Preferred Agents Non Preferred Agents 

AdvatePA Adynovate 
EloctatePA Afstyla 
Helixate FSPA Jivi 
Hemofil MPA Kovaltry 
KoatePA Obizur 
Kogenate FSPA 

Monoclate-PPA 

NovoeightPA 

NuwiqPA 

RecombinatePA 

XynthaPA 

Xyntha SolofusePA 

ANTIHEMOPHILIA AGENTS – FACTOR VIII/VWF 
Preferred Agents Non Preferred Agents 

AlphanatePA Vonvendi 
Humate-PPA 

WilatePA 

ANTIHEMOPHILIA AGENTS – FACTOR IX 
Preferred Agents Non Preferred Agents 

Alphanine SDPA Idelvion 
AlprolixPA Rebinyn 
BenefixPA 

IxinityPA 

MononinePA 

ProfilninePA 

RixubisPA 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ANTIHEMOPHILIA AGENTS – INHIBITORS 

Preferred Agents Non Preferred Agents 
HemlibraPA Feiba NF 

Novoseven 

ANTIHISTAMINES, MINIMALLY SEDATING 
Preferred Agents Non Preferred Agents 

Cetirizine Solution, TabletQL 

Fexofenadine Suspension, TabletQL 

Levocetirizine TabletQL 

Loratadine ODTQL 

Loratadine Solution, TabletQL 

Loratadine-D 24HRQL 

Cetirizine Chewable TabletQL 

Cetirizine-DQL 

Clarinex Syrup, TabletQL 

Clarinex-DQL 

DesloratadineQL 

Fexofenadine-DQL 

Levocetirizine SolutionQL 

Loratadine Capsule, Chewable TabletQL 

Loratadine-D 12HRQL 

Semprex DQL 

ANTIHYPERTENSIVES, SYMPATHOLYTIC 
Preferred Agents Non Preferred Agents 

Clonidine PatchQL Catapres-TTSQL 

Clonidine Tablet Catapres Tablet 
GuanfacineQL Methyldopa-HCTZ 
Methyldopa 

ANTIHYPERURICEMICS 
Preferred Agents Non Preferred Agents 

Allopurinol Tablet 
Colchicine Capsule, Tablet PA, QL 

Probenecid Tablet 
Probenecid-Colchicine Tablet 

ColcrysQL 

KrystexxaQL 

MitigareQL 

UloricQL 

Zyloprim 

ANTIMALARIALS 
Preferred Agents 

Atovaquone-ProguanilQL 

Chloroquine 
Coartem 
Hydroxychloroquine 
Krintafel 
Mefloquine 
Primaquine 

Non Preferred Agents 
MalaroneQL 

Plaquenil 
Qualaquin 
Quinine Capsule 

ANTIMIGRAINE AGENTS, OTHER 
Preferred Agents Non Preferred Agents 

EmgalityPA, QL AimovigQL 

AjovyQL 

CafergotQL 

DHE Injection 
Dihydroergotamine Mesylate Injection 
Dihydroergotamine Mesylate Nasal SprayQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ANTIMIGRAINE AGENTS, OTHER 

Preferred Agents 
ErgomarQL 

Migergot SuppositoryQL 

Migranal Nasal SprayQL 

Non Preferred Agents 

ANTIMIGRAINE AGENTS, TRIPTANS 
Preferred Agents 

NaratriptanQL 

RizatriptanQL 

Rizatriptan ODTQL 

Sumatriptan Nasal SprayQL 

Sumatriptan InjectionQL 

Sumatriptan TabletQL 

ZolmitriptanQL 

Zolmitriptan ODTQL 

Zomig Nasal SprayQL 

Non Preferred Agents 
AlmotriptanQL 

AmergeQL 

EletriptanQL 

FrovaQL 

FrovatriptanQL 

Imitrex Injection, Nasal Spray, TabletQL 

MaxaltQL 

Maxalt MLTQL 

Onzetra XsailQL 

RelpaxQL 

Sumatriptan-Naproxen TabletQL 

Sumavel DoseproQL 

TreximetQL 

ZembraceQL 

Zomig TabletQL 

Zomig ZMTQL 

ANTIPARASITICS, TOPICAL 
Preferred Agents Non Preferred Agents 

Natroba Topical Suspension 
Permethrin 1% Creme Rinse (OTC) (Lice Treatment 1% Creme 
Rinse) 

Permethrin 5% Cream 
Piperonyl Butoxide/Pyrethrins Kit, Liquid, Shampoo (OTC) (Lice 
Treatment Shampoo) 

Piperonyl Butoxide/Pyrethrins/Permethrin Kit (OTC) (Lice Solutions 
Kit) 

Sklice Lotion 

Crotan Lotion 
Elimite Cream 
Eurax Cream, Lotion 
Lindane Shampoo 
Malathion Lotion 
Ovide Lotion 
Spinosad Topical Suspension 
Vanalice Gel 

ANTIPARKINSON’S AGENTS 
Preferred Agents 

Amantadine Capsule, Solution, Tablet 
Benztropine TabletQL 

Bromocriptine Capsule, TabletQL 

Carbidopa-Levodopa IR TabletQL 

Carbidopa-Levodopa ER TabletQL 

Entacapone TabletQL 

Parlodel Capsule, TabletQL 

Pramipexole IR TabletQL 

Ropinirole IR TabletQL 

Selegilene Capsule, TabletQL 

Trihexyphenidyl Elixir, TabletQL 

Non Preferred Agents 
AzilectQL 

CarbidopaQL 

Carbidopa-Levodopa ODTQL 

Carbidopa-Levodopa-EntacaponeQL 

ComtanQL 

DuopaQL 

Gocovri ERQL 

InbrijaQL 

LodosynQL 

MirapexQL 

Mirapex ERQL 

Neupro PatchQL 

Osmolex ERQL 

Pramipexole ER TabletQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
ANTIPARKINSON’S AGENTS 

Non Preferred Agents Preferred Agents 
RasagilineQL 

RequipQL 

Requip XLQL 

Ropinirole ER TabletQL 

Rytary ERQL 

Sinemet CR TabletQL 

Sinemet IR TabletQL 

StalevoQL 

TasmarQL 

TolcaponeQL 

XadagoQL 

ZelaparQL 

ANTIPSORIATICS, ORAL 
Preferred Agents Non Preferred Agents 

SoriataneQL AcitretinQL 

Methoxsalen 
Oxsoralen-Ultra 

ANTIPSORIATICS, TOPICAL 
Preferred Agents Non Preferred Agents 

Calcipotriene Cream, Solution 
Calcitriol Ointment 
Tazorac Cream, GelAR 

Vectical Ointment 

Calcipotriene Ointment 
Calcipotriene-Betamethasone 
Calcitrene 
Dovonex Cream 
Enstilar Foam 
Sorilux 
Taclonex 
TazaroteneAR 

ANTIPSYCHOTICS 
Preferred Agents Non Preferred Agents 

Abilify MaintenaAR, QL 

Aripiprazole TabletAR, QL 

Aristada ERAR, QL 

Aristada InitioAR, QL 

Clozapine TabletAR, QL 

Fluphenazine TabletAR 

Fluphenazine Decanoate InjectionAR 

Haldol (Lactate) InjectionAR 

Haloperidol TabletAR 

Haloperidol Decanoate InjectionAR 

Haloperidol Lactate InjectionAR 

Haloperidol Lactate Oral Concentrate SolutionAR 

Invega SustennaAR, QL 

Invega TrinzaAR, QL 

LoxapineAR 

Olanzapine TabletAR, QL 

Perphenazine TabletAR 

Perseris ERAR, QL 

Quetiapine ER TabletAR, QL 

Abilify TabletAR, QL 

Abilify MyciteAR 

AdasuveAR, QL 

Amitriptyline-PerphenazineAR 

Aripiprazole ODTAR, QL 

Aripiprazole SolutionAR, QL 

ChlorpromazineAR 

Clozapine ODTAR, QL 

ClozarilAR, QL 

FanaptAR, QL 

FazacloAR, QL 

Fluphenazine Elixir, Oral Concentrate SolutionAR 

Fluphenazine HCl InjectionAR 

Geodon Capsule, InjectionAR, QL 

Haldol Decanoate InjectionAR 

Invega ER TabletAR, QL 

LatudaAR, QL 

MolindoneAR, QL 

NuplazidAR, QL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
January 1, 2020 Page 14 of 47 



 
  

 

       
    

    
   

 
 -  

  
 

 
  

  

 

 

 

 

 
 

 

 
 

 
 

 

 
 
 

 
 

  
  

 

 
 

 -  
  

 
 

 
 

 
 

 -  
 

  
 
 

 
 

 

 
 
 

 
 

 -  
 

 
 

 
 

 
 

 
 

 -  
 

 
 

 
 

 

  
    
  

 
  
 

Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
ANTIPSYCHOTICS 

Preferred Agents Non Preferred Agents 
Quetiapine IR TabletAR, QL 

Risperdal ConstaAR, QL 

Risperidone Solution, TabletAR, QL 

Trifluoperazine TabletAR 

Ziprasidone CapsuleAR, QL 

Zyprexa RelprevvAR, QL 

Olanzapine InjectionAR, QL 

Olanzapine ODTAR, QL 

Olanzapine-FluoxetineAR, QL 

Paliperidone ERAR, QL 

PimozideAR 

RexultiAR, QL 

Risperdal Solution, TabletAR, QL 

Risperidone ODTAR, QL 

SaphrisAR, QL 

SeroquelQL 

Seroquel XRAR, QL 

SymbyaxAR, QL 

ThioridazineAR 

ThiothixeneAR 

VersaclozAR 

VraylarAR, QL 

ZyprexaAR, QL 

Zyprexa ZydisAR, QL 

ANTIVIRALS, CMV 
Preferred Agents Non Preferred Agents 

PrevymisPA, QL Valcyte Tablet 
Valcyte Solution Valganciclovir Solution 
Valganciclovir Tablet 

ANTIVIRALS, HERPES 
Preferred Agents Non Preferred Agents 

Abreva CreamQL 

Acyclovir Capsule, Suspension, TabletQL 

FamciclovirQL 

ValacyclovirQL 

Acyclovir Cream, OintmentQL 

DenavirQL 

SitavigQL 

ValtrexQL 

XereseQL 

ZoviraxQL 

ANTIVIRALS, INFLUENZA 
Preferred Agents Non Preferred Agents 

OseltamivirQL Flumadine 
RelenzaQL Rapivab 

Rimantadine 
TamifluQL 

XofluzaQL 

ANXIOLYTICS 
Preferred Agents Non Preferred Agents 

Alprazolam TabletAR, QL 

BuspironeQL 

ChlordiazepoxideAR, QL 

ClorazepateAR, QL 

Diazepam Tablet, SolutionAR, QL 

Diazepam Vial 

Alprazolam ERQL 

Alprazolam Intensol SolutionQL 

Alprazolam ODTAR, QL 

Ativan TabletAR, QL 

Diazepam Intensol SolutionAR, QL 

Diazepam Syringe 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
ANXIOLYTICS 

Preferred Agents Non Preferred Agents 
Hydroxyzine Hydrochloride Solution, Tablet 
Hydroxyzine Pamoate Capsule 
Lorazepam TabletAR, QL 

Lorazepam Intensol SolutionAR, QL 

MeprobamateQL 

OxazepamAR, QL 

Tranxene T-TabAR, QL 

Vistaril Capsule 
Xanax TabletAR, QL 

Xanax XRAR, QL 

BETA-BLOCKERS 
Preferred Agents Non Preferred Agents 

Acebutolol 
Atenolol 
Atenolol-Chlorthalidone 
Bisoprolol 
Bisoprolol-Hydrochlorothiazide 
Carvedilol IR TabletQL 

HemangeolPA 

Labetalol 
Metoprolol Tartrate 
Metoprolol Succinate ER 
Pindolol 
Propranolol 
Propranolol-Hydrochlorothiazide 
Propranolol ER 
Sotalol 
Sotalol AF 

Betapace 
Betapace AF 
Betaxolol 
BystolicQL 

Carvedilol ER CapsuleQL 

CoregQL 

Coreg CRQL 

Corgard 
Corzide 
Inderal LA 
Inderal XLQL 

Innopran XLQL 

Kapspargo SprinkleQL 

Lopressor 
Metoprolol-Hydrolchlorothiazide 
Nadolol 
Nadolol-Bendroflumethiazide 
Sotylize 
Tenoretic 
Tenormin 
Timolol 
Toprol XL 
Ziac 

BILE SALTS 
Preferred Agents Non Preferred Agents 

CholbamPA ActigallQL 

UrsodiolQL ChenodalQL 

OcalivaQL 

UrsoQL 

Urso ForteQL 

BLADDER RELAXANT PREPARATIONS 
Preferred Agents Non Preferred Agents 

OxybutyninQL 

Oxybutynin ERQL 

Oxytrol for Women (OTC)QL 

SolifenacinQL 

TolterodineQL 

Tolterodine ERQL 

TrospiumQL 

Darifenacin ERQL 

DetrolQL 

Detrol LAQL 

Ditropan XLQL 

EnablexQL 

Flavoxate 
GelniqueQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
BLADDER RELAXANT PREPARATIONS 

Preferred Agents Non Preferred Agents 
MyrbetriqQL 

OxytrolQL 

ToviazQL 

Trospium ERQL 

VesicareQL 

BLOOD GLUCOSE METERS AND TEST STRIPS 
Preferred Products Non Preferred Manufacturers 

Ascensia Glucometers 
• ContourQL 

• Contour NextQL 

• Contour Next EZQL 

• Contour Next OneQL 

Ascensia Test Strips 
• ContourQL 

• Contour Next QL 

Lifescan Glucometers 
• OneTouch Ultra 2QL 

• OneTouch UltraMiniQL 

• OneTouch VerioQL 

• One Touch Verio FlexQL 

• OneTouch Verio IQQL 

Lifescan Test Strips 
• OneTouch Ultra BlueQL 

• OneTouch VerioQL 

AbbottQL 

Able DiagnosticsQL 

AconQL 

AgamatrixQL 

American Screening 
ArkrayQL 

BayerQL 

Bionime USAQL 

Biosense MedicalQL 

CambridgeQL 

CardiocomQL 

Citizen HealthQL 

DarioQL 

Entra HealthQL 

Fifty50QL 

ForaCareQL 

Future DiagnosticsQL 

GL DiabetesQL 

Genesis HealthQL 

Home Aide DiagnosticsQL 

Infopia USAQL 

I-SensQL 

LeaderQL 

Liberty MedicalQL 

Links MedicalQL 

MedlineQL 

MeijerQL 

MHC MedicalQL 

MPA-DiabeticQL 

Nipro Diagnostics/TrividiaQL 

NovaQL 

Oak Tree InternQL 

Omnis HeatlhQL 

One PharmaceuticalQL 

PerrigoQL 

Pharma TechQL 

ProdigyQL 

Progressive HealthQL 

PSS World MedicalQL 

RocheQL 

Sacks MedicalQL 

SD BiosensorQL 

Shasta TechnologyQL 

Simple DiagnosticsQL 

SolartekQL 

SunmarkQL 

TargetQL 

TelcareQL 

TopcoQL 

Unistrip TechnologyQL 

US DiagnosticsQL 

Value ProvidersQL 

Vertex DiagnosticsQL 

VIP InternationalQL 

Xpress MedicalQL 

BONE DENSITY REGULATORS 
Preferred Agents Non Preferred Agents 

Alendronate TabletQL 

Ibandronate TabletQL 
ActonelQL 

Alendronate SolutionQL 

Pamidronate 
Zoledronic AcidQL 

AtelviaQL 

BinostoQL 

BonivaQL 

Calcitonin Salmon NasalQL 

Etidronate Disodium 
EvistaQL 

ForteoQL 

FosamaxQL 

Fosamax Plus DQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
January 1, 2020 Page 17 of 47 



 
  

 

       
    

    
   

 
 -  

  
  

 

 
 

 
 

 

 

 

 
 

 -  
 

 
 

 

 
 

 -  
  

 
 

 
  

 

 
 

 

 
 

 
 
 

 

 

 
 

 -  
  

  
 

  
 

 
  

 
 

 
 

 
  

 

 
 

 

 
 
 

 

 

Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
BONE DENSITY REGULATORS 

Non Preferred Agents Preferred Agents 
Ibandronate InjectionQL 

Miacalcin InjectionQL 

ProliaQL 

RaloxifeneQL 

ReclastQL 

RisedronateQL 

Risedronate DR TabletQL 

TymlosQL 

XgevaQL 

ZometaQL 

BOTULINUM TOXINS 
Preferred Agents Non Preferred Agents 

BotoxPA, QL MyoblocQL 

DysportPA, QL XeominQL 

BPH (BENIGN PROSTATIC HYPERPLASIA) TREATMENTS 
Preferred Agents Non Preferred Agents 

Alfuzosin ERQL 

DoxazosinQL 

DutasterideQL 

FinasterideQL 

TamsulosinQL 

TerazosinQL 

AvodartQL 

CarduraQL 

Cardura XLQL 

CialisQL 

Dutasteride-TamsulosinQL 

JalynQL 

ProscarQL 

RapafloQL 

SilodosinQL 

TadalafilQL 

BRONCHODILATORS, BETA AGONIST 
Preferred Agents Non Preferred Agents 

Albuterol HFAQL 

Albuterol Nebulizer Concentrate Solution, Vial 
Albuterol Syrup 
Serevent DiskusPA, QL 

Albuterol Tablet 
Albuterol ER Tablet 
Arcapta NeohalerQL 

Brovana VialQL 

Levalbuterol HFAQL 

Levalbuterol Nebulizer Concentrate Solution, VialQL 

Metaproterenol Syrup, Tablet 
Perforomist VialQL 

Proair HFAQL 

Proair RespiclickQL 

Proventil HFAQL 

Striverdi RespimatQL 

Terbutaline Tablet 
Ventolin HFAQL 

Xopenex HFAQL 

Xopenex Nebulizer Concentrate Solution, VialQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
CALCIUM CHANNEL BLOCKERS 

Preferred Agents 
AmlodipineQL 

Cartia XT CapsuleQL 

Dilt-XR CapsuleQL 

Diltiazem IR TabletQL 

Diltiazem 24HR ER (CD) Capsule (generic Cardizem CD 
Capsule)QL 

Diltiazem 24HR ER Capsule (generic Tiazac ER Capsule)QL 

Ditliazem 24HR ER (XR) Capsule (generic Dilacor XR Capsule)QL 

Felodipine ERQL 

Nifedipine CapsuleQL 

Nifedipine ER TabletQL 

Nimodipine 
Taztia XT CapsuleQL 

Verapamil ER/SR Capsule (generic Verelan Capsule)QL 

Verapamil ER PM Capsule (generic Verelan PM Capsule)QL 

Verapamil ER Tablet (generic Calan SR/Isoptin SR Tablet)QL 

Verapamil Tablet 

Non Preferred Agents 
Adalat CCQL 

CalanQL 

Calan SRQL 

Cardizem TabletQL 

Cardizem CD CapsuleQL 

Cardizem LA TabletQL 

Diltiazem 12HR ER Capsule (generic Cardizem SR Capsule)QL 

Diltiazem 24HR ER (LA) Tablet (generic Cardizem LA Tablet)QL 

Isradipine CapsuleQL 

Matzim LA TabletQL 

NicardipineQL 

Nisoldipine ERQL 

NorvascQL 

Nymalize Solution 
Procardia Capsule 
Procardia XLQL 

Sular ERQL 

Tiazac ERQL 

Verelan CapsuleQL 

Verelan PM CapsuleQL 

CEPHALOSPORINS 
Preferred Agents 

Cefadroxil Capsule 
Cefdinir Capsule, Suspension 
Cefpodoxime Tablet 
Cefprozil Suspension, Tablet 
Cefuroxime Tablet 
Cephalexin 250 mg, 500 mg Capsule 
Cephalexin Suspension 

Non Preferred Agents 
Cefaclor Capsule, Suspension 
Cefaclor ER 
Cefadroxil Suspension, Tablet 
Cefixime Suspension 
Cefpodoxime Suspension 
Cephalexin 750 mg Capsule 
Cephalexin Tablet 
Keflex 
Suprax Capsule, Chewable Tablet, Suspension 

COLONY STIMULATING FACTORS 
Preferred Agents 

GranixPA 

NeupogenPA 

Udenyca (biosimiliar for Neulasta)PA, QL 

CONTRACEPTIVES, ORAL - MONOPHASIC 
Preferred Agents 

Non Preferred Agents 
FulphilaQL 

Leukine 
Neulasta OnproQL 

Neulasta SyringeQL 

Nivestym 
Zarxio 

Non Preferred Agents 
Altavera Levonorgestrel-Ethinyl Estradiol-28 0.1 Balcoltra 
Alyacen-28 1-35 mg-20 mg (generic Alesse, Levlite) Drospirenone-Ethinyl Estradiol-Levomefolate 3­
Apri Levonorgestrel-Ethinyl Estradiol-28 0.15 0.03-0.451 mg (generic Safyral) 
Aubra mg-30 mcg (generic Nordette, Levlen) Ethynodiol-Ethinyl Estradiol 
Aubra EQ Levora Jasmiel 
Aviane Lillow Kelnor-28 1-50 
Balziva Low-Ogestrel Loestrin-21 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
CONTRACEPTIVES, ORAL - MONOPHASIC 

Preferred Agents Non Preferred Agents 
Blisovi Fe-28 1-20 
Blisovi Fe-28 1.5-30 
Briellyn 
Chateal 
Chateal EQ 
Cryselle 
Cyclafem-28 1-35 
Cyred 
Cyred EQ 
Dasetta-28 1-35 
Desogestrel-Ethinyl Estradiol-28 0.15­
30 (generic Desogen) 

Drospirenone-Ethinyl Estradiol 
Elinest 
Emoquette 
Enskyce 
Estarylla 
Falmina 
Femynor 
Gianvi 
Isibloom 
Juleber 
Junel-21 1-20 
Junel-21 1.5-30 
Junel Fe-28 1-20 
Junel Fe-28 1.5-30 
Kelnor-28 1-35 
Kurvelo 
Larin-21 1-20 
Larin-21 1.5.30 
Larin Fe-28 1-20 
Larin Fe-28 1.5-30 
Larissia 
Lessina 

Lutera 
Marlissa 
Microgestin-21 1-20 
Microgestin-21 1.5.30 
Microgestin Fe-28 1-20 
Mili 
Mono-Linyah 
MonoNessa 
Necon-28 0.5-35 
Necon-28 1-35 
Necon-28 1-50 
Norethindrone-Ethinyl Estradiol-21 1-20 
(generic Loestrin-21 1-20) 

Norethindrone-Ethinyl Estradiol Fe-28 1­
20 (generic Loestrin Fe-28 1-20) 

Norgestimate-Ethinyl Estradiol-28 
(generic Ortho-Cyclen) 

Ocella 
Orsythia 
Philith 
Pirmella-28 1-35 
Portia 
Previfem 
Reclipsen 
Sprintec 
Sronyx 
Tarina Fe 1-20 
Tarina Fe 1-20 EQ 
Vienva 
Vyfemla 
Vylibra 
Wera 
Zarah 
Zovia 1-35 

Loestrin Fe-28 
Norethindrone-Ethinyl Estradiol Fe 0.4-0.035 (21)­
75 (generic Wymzya Fe Chewable) 

Norinyl-28 1-35 
Nortrel-28 0.5-35 
Nortrel-28 1-35 
Ogestrel 
Ortho-Cyclen 
Ortho-Novum-28 1-35 
Safyral 
Syeda 
Taytulla 
Tydemy 
Wymzya Fe Chewable 
Yasmin 

CONTRACEPTIVES, ORAL – BIPHASIC 
Preferred Agents Non Preferred Agents 

Azurette Mircette 
Bekyree 
Desogestrel-Ethinyl Estradiol 21-2-5 (generic Mircette) 
Kariva 
Pimtrea 
Viorele 

CONTRACEPTIVES, ORAL – TRIPHASIC 
Preferred Agents Non Preferred Agents 

Alyacen-28 7-7-7 
Aranelle 
Caziant 
Cyclafem-28 7-7-7 
Dasetta-28 7-7-7 
Enpresse 

Cyclessa 
Estrostep Fe-28 
Nortrel-28 7-7-7 
Ortho-Novum-28 7-7-7 
Ortho Tri-Cyclen 
Ortho Tri-Cyclen Lo 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
CONTRACEPTIVES, ORAL – TRIPHASIC 

Preferred Agents Non Preferred Agents 
Leena Tilia Fe 
Levonest Tri-Estarylla 
Levonorgestrel-Ethinyl Estradiol (generic TriPhasil, Tri-Levlen) Tri-Legest Fe 
Myzilra 
Norgestimate-Ethinyl Estradiol Lo-28 (generic Ortho Tri-Cyclen Lo) 
Norgestimate-Ethinyl Estradiol-28 (generic Ortho Tri-Cyclen) 
Pirmella-28 7-7-7 
Tri-Femynor 
Tri-Linyah 
Tri-Lo-Estarylla 
Tri-Lo-Marzia 
Tri-Lo-Sprintec 
Tri-Mili 
Tri-Previfem 
Tri-Sprintec 
Trivora 
Tri-Vylibra 
Tri-Vylibra Lo 
Velivet 

CONTRACEPTIVES, ORAL – FOUR-PHASIC 
Preferred Agents Non Preferred Agents 

Natazia 

CONTRACEPTIVES, ORAL – 28-DAY EXTENDED CYCLE 
Preferred Agents Non Preferred Agents 

Drospirenone-Ethinyl Estradiol 3-0.02 mg 
Gianvi 
Nikki 

Beyaz 
Blisovi 24 Fe 
Drospirenone-Ethinyl Estradiol-Levomefolate 3-0.02-0.451 mg 
(generic Beyaz) 

Generess Fe Chewable 
Hailey 24 Fe 
Junel 24 Fe 
Kaitlib Fe Chewable 
Larin 24 Fe 
Layolis Fe Chewable 
Lo Loestrin Fe-28 
Loryna 
Melodetta 24 Fe Chewable 
Mibelas 24 Fe Chewable 
Microgestin 24 Fe 1-20 
Minastrin 24 Fe Chewable 
Noethindrone-Ethinyl Estradiol-Fe 1-0.02(24) (generic Loestrin 24 
Fe) 

Noethindrone-Ethinyl Estradiol-Fe 1-0.02(24)-75 (generic 
Minastrin 24 Fe) 

Noethindrone-Ethinyl Estradiol-Fe 0.8-0.025(24) Chewable 
(generic Generess Fe Chewable) 

Yaz 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
CONTRACEPTIVES, ORAL – 28-DAY CONTINUOUS CYCLE 

Preferred Agents Non Preferred Agents 
Amethyst-28 
Levonorgestrel-Ethinyl Estradiol-28 0.09-0.02 mg 

CONTRACEPTIVES, ORAL – 3-MONTH EXTENDED CYCLE 
Preferred Agents Non Preferred Agents 

Camrese (3-month) 
Introvale (3-month) 
Jolessa (3-month) 
Levonorgestrel-Ethinyl Estradiol 0.15-0.03 mg (3-month) (generic 

Amethia (3-month) 
Amethia Lo (3-month) 
Ashlyna (3-month) 
Camrese Lo (3-month) 

Seasonale-91) 
Setlakin (3-month) 

Daysee (3-month) 
Fayosim (3-month) 
Levonorgestrel-Ethinyl Estradiol + EE 0.10-0.02 mg + 0.01 mg (3­
month) (generic LoSeasonique-91) 

Levonorgestrel-Ethinyl Estradiol + EE 0.15-0.03 mg + 0.01 mg (3­
month) (generic Seasonique-91) 

Levonorgestrel 0.15 mg-Ethinyl Estradiol 20-25-30 (3-month) 
(generic Quartette-91) 

Loseasonique (3-month) 
Quartette (3-month) 
Rivelsa (3-month) 
Seasonique (3-month) 

CONTRACEPTIVES, ORAL – PROGESTIN-ONLY 
Preferred Agents Non Preferred Agents 

Camila Micronor 
Deblitane 
Errin 
Heather 
Incassia 
Jencycla 
Jolivette 
Lyza 
Nora-Be 
Norethindrone-28 0.35 
Norlyda 
Sharobel 
Tulana 

CONTRACEPTIVES, OTHER 
Preferred Agents Non Preferred Agents 

Depo-SubQ Provera 104 InjectionQL
 Depo-Provera Injection Syringe, VialQL
 

KyleenaQL 

LilettaQL 

Medroxyprogesterone Acetate Injection Syringe, VialQL 

MirenaQL 

NexplanonQL 

NuvaringQL 

Paragard T 380-AQL 

SkylaQL 

Xulane PatchQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
COPD AGENTS 

Preferred Agents Non Preferred Agents 
Anoro ElliptaQL 

Atrovent HFAQL 

Bevespi AerosphereQL 

Combivent RespimatQL 

Ipratropium Nebulizer Vial 
Ipratropium-Albuterol Nebulizer VialQL 

Spiriva Handihaler, RespimatPA, QL 

Daliresp TabletQL 

Incruse ElliptaQL 

Lonhala MagnairQL 

Seebri NeohalerQL 

Stiolto RespimatQL 

Trelegy ElliptaQL 

Tudorza PressairQL 

Utibron NeohalerQL 

Yupelri Nebulizer VialQL 

CYTOKINE AND CAM ANTAGONISTS 
Preferred Agents Non Preferred Agents 

CosentyxPA, QL 

Enbrel PA, QL 

HumiraPA, QL 

ActemraQL 

ArcalystQL 

CimziaQL 

EntyvioQL 

IlarisQL 

IlumyaQL 

Inflectra 
KevzaraQL 

Kineret 
OlumiantQL 

OrenciaQL 

OtezlaQL 

Remicade 
Renflexis 
SiliqQL 

SimponiQL 

Simponi Aria 
SkyriziQL 

StelaraQL 

TaltzQL 

TremfyaQL 

Xeljanz, Xeljanz XRQL 

ENZYME REPLACEMENTS, GAUCHER DISEASE 
Preferred Agents Non Preferred Agents 

ElelysoPA CerdelgaQL 

ZavescaPA, QL Cerezyme 
MiglustatQL 

Vpriv 

EPINEPHRINE, SELF-INJECTED 
Preferred Agents Non Preferred Agents 

Epinephrine Auto-Injector (labeler 49502 only) Adrenaclick
 
Epinephrine Auto-Injector (all labelers except 49502)
 
EpiPen, EpiPen Jr.
 
Symjepi
 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
ERYTHROPOIESIS STIMULATING PROTEINS 

Preferred Agents Non Preferred Agents 
AranespPA Procrit 
EpogenPA 

MirceraPA 

RetacritPA 

ESTROGENS 
Preferred Agents Non Preferred Agents 

Alora PatchQL 

Angeliq TabletQL 

Climara Pro PatchQL 

CombipatchQL 

Elestrin Gel 
Estradiol Tablet 
Estradiol Patch (Once-Weekly)QL 

Estradiol Patch (Twice-Weekly)QL 

Premarin Tablet 
Premphase TabletQL 

Prempro TabletQL 

Activella TabletQL 

Amabelz TabletQL 

Climara PatchQL 

Divigel Packet 
Duavee TabletQL 

Estrace Tablet 
Estradiol-Norethindrone Tablet (generic Activella Tablet)QL 

Estrogen-Methyltestosterone Tablet 
Evamist Spray 
Femhrt TabletQL 

Fyavolv TabletQL 

Jinteli TabletQL 

Lopreeza TabletQL 

Menest Tablet 
Menostar PatchQL 

Mimvey, Mimvey Lo TabletQL 

Minivelle PatchQL 

Norethindrone-Ethinyl Estradiol Tablet (generic Femhrt Tablet)QL 

Prefest TabletQL 

Premarin Injection 
Vivelle-Dot PatchQL 

FLUOROQUINOLONES, ORAL 
Preferred Agents Non Preferred Agents 

Cipro Suspension 
Ciprofloxacin IR Tablet 
Levofloxacin Tablet 

Avelox 
Baxdela 
Cipro Tablet 
Ciprofloxacin ER 
Ciprofloxacin Suspension 
Levaquin 
Levofloxacin Solution 
Moxifloxacin Tablet 
Ofloxacin Tablet 

GI MOTILITY, CHRONIC 
Preferred Agents Non Preferred Agents 

Amitiza CapsuleQL, PA AlosetronQL 

Linzess 145mg, 290mg CapsuleQL, PA Linzess 72mg CapsuleQL 

LotronexQL 

MotegrityQL 

MovantikQL 

RelistorQL 

SymproicQL 

TrulanceQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
GI MOTILITY, CHRONIC 

Preferred Agents Non Preferred Agents 
ViberziQL 

GLUCOCORTICOIDS, INHALED 
Preferred Agents Non Preferred Agents 

Single-Ingredient Glucocorticoids 

Asmanex TwisthalerQL 

Budesonide 0.25 mg/2 ml, 0.5 mg/2 ml RespuleQL 

Flovent DiskusQL 

Flovent HFAQL 

Pulmicort FlexhalerQL 

Single-Ingredient Glucocorticoids 

AlvescoQL 

Armonair RespiclickQL 

Arnuity ElliptaQL 

Asmanex HFAQL 

Budesonide 1 mg/ml RespuleQL 

Pulmicort RespuleQL 

Qvar RedihalerQL 

Glucocorticoid + LABA Combinations 

Advair HFAQL 

DuleraQL 

Fluticasone-SalmeterolQL 

SymbicortQL 

Glucocorticoid + LABA Combinations 

Advair DiskusQL 

Airduo RespiclickQL 

Breo ElliptaQL 

Wixela InhubQL 

GLUCOCORTICOIDS, ORAL 
Preferred Agents Non Preferred Agents 

Budesonide EC CapsuleQL 

Budesonide ER TabletQL 

Dexamethasone Elixir, Intensol, Solution, Tablet 
Fludrocortisone 
Hydrocortisone Tablet 
Methylprednisolone Dose Pack, Tablet 
Prednisolone Sodium Phosphate Solution 
Prednisolone Solution 
Prednisone Dose Pack, Solution, Tablet 

Cortef 
Cortisone 
Decadron 
Dexamethasone Dose Pack 
DexPak 
EmflazaQL 

Entocort ECQL 

Medrol 
Millipred 
Prednisolone Sodium Phosphate ODT 
Prednisone Intensol 
Rayos DR 
Taperdex 
UcerisQL 

GROWTH HORMONES 
Preferred Agents Non Preferred Agents 

NorditropinPA Genotropin 
OmnitropePA Humatrope 

Nutropin AQ 
Saizen 
SerostimQL 

Zomacton 
Zorbtive 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 

H. PYLORI TREATMENTS 
Preferred Agents Non Preferred Agents 

Lansoprazole-Amoxicillin-ClarthromycinQL 

Omeclamox-Pak 
Pylera 

HEPATITIS B AGENTS 
Preferred Agents Non Preferred Agents 

Adefovir Dipivoxil TabletQL 

Baraclude SolutionQL 

EntecavirQL 

Epivir HBV SolutionQL 

Hepsera TabletQL 

Lamivudine HBVQL 

Tenofovir Disoproxil Fumarate 300 mg TabletQL 

Viread PowderQL 

Viread Tablet (all strengths except 300 mg)QL 

Baraclude TabletQL 

Epivir HBV TabletQL 

VemlidyQL 

Viread 300 mg TabletQL 

HEPATITIS C AGENTS 
Preferred Agents Non Preferred Agents 

MavyretPA, QL 

Ribavirin CapsuleQL 

Sofosbuvir-VelpatasvirPA, QL 

ZepatierPA, QL 

DaklinzaQL 

EpclusaQL 

HarvoniQL 

Ledipasvir-Sofosbuvir QL 

Moderiba Dose Pack 
Moderiba Tablet 
PegasysQL 

Peg-Intron 
Rebetol 
Ribasphere Ribapak 
Ribasphere Tablet 
Ribavirin Tablet 
SovaldiQL 

ViekiraQL 

VoseviQL 

HEREDITARY ANGIOEDEMA TREATMENTS 
Preferred Agents Non Preferred Agents 

BerinertPA 

Cinryze PA, QL 

FirazyrPA, QL 

HaegardaPA, QL 

Kalbitor PA, QL 

Ruconest PA, QL 

TakhzyroPA, QL 

HISTAMINE 2 RECEPTOR BLOCKERS 
Preferred Agents Non Preferred Agents 

Famotidine Injection Acid Reducer Complete Tablet Chew (Famotidine-Calcium 
Famotidine TabletQL Carbonate-Magnesium Hydroxide Chewable) 
Ranitidine InjectionQL Cimetidine 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
HISTAMINE 2 RECEPTOR BLOCKERS 

Preferred Agents Non Preferred Agents 
Ranitidine Syrup Famotidine Suspension 
Ranitidine TabletQL Nizatidine 

PepcidQL 

Ranitidine CapsuleQL 

ZantacQL 

HIV/AIDS ANTIRETROVIRALS – INSTIs 
Preferred Agents Non Preferred Agents 

Isentress Chewable Tablet, TabletQL Isentress HDQL 

Isentress Powder PackQL 

TivicayQL 

HIV/AIDS ANTIRETROVIRALS – MISCELLANEOUS 

FuzeonQL 

SelzentryQL 

TrogarzoQL 

TybostQL 

Preferred Agents Non Preferred Agents 

HIV/AIDS ANTIRETROVIRALS – NNRTIs 
Preferred Agents Non Preferred Agents 

EdurantQL 

EfavirenzQL 

Nevirapine TabletQL 

IntelenceQL 

Nevirapine ERQL 

Nevirapine SuspensionQL 

PifeltroQL 

RescriptorQL 

SustivaQL 

ViramuneQL 

Viramune XRQL 

HIV/AIDS ANTIRETROVIRALS – NRTIs 
Preferred Agents Non Preferred Agents 

Abacavir Tablet, SolutionQL 

Abacavir-LamivudineQL 

CimduoQL 

DescovyQL 

Didanosine DRQL 

EmtrivaQL 

LamivudineQL 

Lamivudine-ZidovudineQL 

Stavudine CapsuleQL 

Tenofovir Disoproxil Fumarate 300 mg TabletQL 

TruvadaQL 

Videx SolutionQL 

Viread PowderQL 

Viread Tablet (all strengths except 300 mg)QL 

ZidovudineQL 

Abacavir-Lamivudine-ZidovudineQL 

CombivirQL 

EpivirQL 

EpzicomQL 

RetrovirQL 

TrizivirQL 

Videx ECQL 

Viread 300 mg TabletQL 

ZeritQL 

ZiagenQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
HIV/AIDS – PIs 

Preferred Agents Non Preferred Agents 
AtazanavirQL 

EvotazQL 

KaletraQL 

Norvir Powder, SolutionQL 

PrezcobixQL 

PrezistaQL 

Reyataz Powder PacketQL 

Ritonavir TabletQL 

AptivusQL 

CrixivanQL 

FosamprenavirQL 

InviraseQL 

LexivaQL 

Lopinavir-RitonavirQL 

Norvir TabletQL 

Reyataz CapsuleQL 

ViraceptQL 

HIV/AIDS – SINGLE TABLET REGIMENS 
Preferred Agents Non Preferred Agents 

AtriplaQL StribildQL 

BiktarvyQL SymtuzaQL 

CompleraQL 

DelstrigoQL 

DovatoQL 

GenvoyaQL 

JulucaQL 

OdefseyQL 

SymfiQL 

Symfi LoQL 

TriumeqQL 

HYPOGLYCEMICS, ALPHA-GLUCOSIDASE INHIBITORS 

AcarboseQL GlysetQL 

MiglitolQL 

PrecoseQL 

Preferred Agents Non Preferred Agents 

HYPOGLYCEMICS, INCRETIN MIMETICS/ENHANCERS 
Preferred Agents Non Preferred Agents 

Incretin Enhancers Incretin Enhancers 

JanumetPA, QL 

Janumet XRPA, QL 

JanuviaPA, QL 

JentaduetoPA, QL 

TradjentaPA, QL 

AlogliptinQL 

Alogliptin-MetforminQL 

Alogliptin-PioglitazoneQL 

GlyxambiQL 

Jentadueto XRQL 

KazanoQL 

Kombiglyze XRQL 

NesinaQL 

OnglyzaQL 

OseniQL 

QternQL 

SteglujanQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
HYPOGLYCEMICS, INCRETIN MIMETICS/ENHANCERS 

Preferred Agents Non Preferred Agents 

Incretin Mimetics Incretin Mimetics 

Bydureon PenPA, QL AdlyxinQL 

ByettaPA, QL Bydureon BCiseQL 

TrulicityPA, QL OzempicQL 

VictozaPA, QL Symlin PenQL 

HYPOGLYCEMICS, INSULIN AND RELATED AGENTS 
Preferred Agents Non Preferred Agents 

Rapid-Acting Rapid-Acting 

Apidra Solostar Admelog Solostar 
Apidra Vial Admelog Vial 
Insulin Lispro Pen Fiasp Flextouch 
Insulin Lispro Vial Fiasp Vial 
NovoLog Cartridge Humalog Cartridge 
NovoLog Flexpen Humalog Junior Kwikpen 
NovoLog Vial Humalog Kwikpen U-100 

Humalog Kwikpen U-200 
Humalog Vial 

Short-Acting Short-Acting 
Humulin R Kwikpen U-500 Humulin R Vial U-100 
Humulin R Vial U-500 Novolin R Vial 

Intermediate-Acting Intermediate-Acting 
Humulin N Kwikpen 
Humulin N Vial 
Novolin N Vial 

Long-Acting (basal) Long-Acting (basal) 

Lantus Solostar Basaglar Kwikpen 
Lantus Vial Toujeo Max Solostar 
Levemir Flextouch Toujeo Solostar 
Levemir Vial Tresiba FlexTouch U-100 

Tresiba FlexTouch U-200 
Tresiba Vial 

Insulin Mixes Insulin Mixes 

Humalog Mix 50-50 Kwikpen Novolin 70-30 Flexpen 
Humalog Mix 50-50 Vial Novolin 70-30 Vial 
Humalog Mix 75-25 Kwikpen 
Humalog Mix 75-25 Vial 
Humulin 70-30 Kwikpen 
Humulin 70-30 Vial 
NovoLog Mix 70-30 Flexpen 
NovoLog Mix 70-30 Vial 

Alternate Formulations Alternate Formulations 
Afrezza Powder 
SoliquaQL 

XultophyQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
HYPOGLYCEMICS, MEGLITINIDES 

Preferred Agents Non Preferred Agents 
NateglinideQL PrandinQL 

RepaglinideQL Repaglinide-MetforminQL 

StarlixQL 

HYPOGLYCEMICS, METFORMINS 
Preferred Agents Non Preferred Agents 

Glipizide-MetforminQL 

Glyburide-MetforminQL 

Metformin IR TabletQL 

Metformin ER 500 mg, 750 mg Tablet (generic Glucophage XR 
Tablet)QL 

Fortamet ERQL 

Glucophage IR TabletQL 

Glucophage XR Tablet (500 mg, 750 mg)QL 

Glumetza ERQL 

Metformin ER Tablet (generic Fortamet ER)QL 

Metformin ER Tablet (generic Glumetza ER)QL 

Riomet SolutionQL 

HYPOGLYCEMICS, SGLT2 INHIBITORS 
Preferred Agents Non Preferred Agents 

FarxigaPA, QL Invokamet XRQL 

InvokametPA, QL SeglurometQL 

InvokanaPA, QL SteglatroQL 

JardiancePA, QL Synjardy XRQL 

SynjardyPA, QL Xigduo XRQL 

HYPOGLYCEMICS, SULFONYLUREAS 
Preferred Agents Non Preferred Agents 

GlimepirideQL 

GlipizideQL 

Glipizide ER/XLQL 

GlyburideQL 

Glyburide MicronizedQL 

AmarylQL 

ChlorpropamideQL 

GlucotrolQL 

Glucotrol XLQL 

Glynase PrestabQL 

TolazamideQL 

TolbutamideQL 

HYPOGLYCEMICS, TZDS 
Preferred Agents Non Preferred Agents 

PioglitazonePA, QL Actoplus MetQL 

Actoplus Met XRQL 

ActosQL 

AvandiaQL 

DuetactQL 

Pioglitazone-GlimepirideQL 

Pioglitazone-MetforminQL 

IDIOPATHIC PULMONARY FIBROSIS AGENTS 
Preferred Agents Non Preferred Agents 

EsbrietPA, QL 

OfevPA, QL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
IMMUNOMODULATORS, ATOPIC DERMATITIS 

Preferred Agents Non Preferred Agents 
Elidel DupixentQL 

Pimecrolimus (labeler 68682 only) Eucrisa 
Protopic Pimecrolimus (all labelers except 68682) 

Tacrolimus 

IMMUNOMODULATORS, TOPICAL 
Preferred Agents Non Preferred Agents 

Imiquimod Cream 5% Packet Aldara 
Imiquimod Cream 3.75% Pump 
Zyclara 

IMMUNOSUPPRESSIVES, ORAL 
Preferred Agents Non Preferred Agents 

Azathioprine 
CellCept Suspension 
Cyclosporine Capsule 
Cyclosporine (Modified) Softgel, Solution 
Gengraf Capsule 
Mycophenolate Mofetil Capsule, Tablet 
Mycophenolic Acid DR 
Rapamune Solution 
Sandimmune 
Sirolimus Tablet 
Tacrolimus Capsule 

Astagraf XL 
Azasan 
CellCept Capsule, Tablet 
Envarsus XR 
Gengraf Solution 
Imuran 
Mycophenolate Mofetil Suspension 
Myfortic DR 
Neoral Capsule 
Neoral Solution 
Prograf 
Rapamune Tablet 
Sirolimus Solution 
Zortress 

INTRA-ARTICULAR HYALURONATES 
Preferred Agents Non Preferred Agents 

DurolanePA, QL Genvisc 850QL 

EuflexxaPA, QL MonoviscQL 

Gel-OnePA, QL OrthoviscQL 

Gelsyn-3PA, QL Supartz FXQL 

HyalganPA, QL SynviscQL 

HymovisPA, QL Synvisc-OneQL 

TriviscPA, QL 

Visco-3PA, QL 

INTRANASAL RHINITIS AGENTS 
Preferred Agents Non Preferred Agents 

Azelastine 0.1% (137 mcg) (generic Astelin)QL 

Cromolyn Sodium (OTC) 
Fluticasone Propionate (Rx)QL 

IpratropiumQL 

Astepro 0.15%QL 

Azelastine 0.15% (205.5 mcg) (generic Astepro)QL 

Beconase AQQL 

Budesonide (OTC)QL 

DymistaQL 

Flonase Allergy Relief (OTC)QL 

Flonase Sensimist (OTC)QL 

FlunisolideQL 

Fluticasone Propionate (OTC)QL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
INTRANASAL RHINITIS AGENTS 

Non Preferred Agents Preferred Agents 
MometasoneQL 

NasonexQL 

OlopatadineQL 

OmnarisQL 

PatanaseQL 

QnaslQL 

Sinuva 
TriamcinoloneQL 

XhanceQL 

ZetonnaQL 

IRON CHELATING AGENTS 
Preferred Agents Non Preferred Agents 

Deferasirox TabletPA Ferriprox 
Exjade TabletPA Jadenu 

IRON, ORAL 
Preferred Agents Non Preferred Agents 

Active Fe 
AuryxiaQL 

Corvita 150 
Corvite 150 
Corvite FE 
Feriva 21-7 
Ferraplus 90 
Ferrous Fumarate Tablet 
Fusion Plus 
Fusion Sprinkles Powder Packet 
Iferex 150 Forte 
Integra Plus 
Nufera 
Purevit Dualfe Plus 
Tandem Plus 
Taron Forte 
TL-HEM 150 
Tricon 
Trigels-F Forte 

Ferate Tablet 
Ferrous Gluconate Tablet 
Ferrous Sulfate Drops 
Ferrous Sulfate EC Tablet 
Ferrous Sulfate Elixir 
Ferrous Sulfate Tablet 
Folivane-F 
Hemocyte-F 
Hemocyte Plus 
Iferex 150 
Iron 45 mg Tablet (Ferrous Sulfate, Dried ER Tablet) 

IRON, PARENTERAL 
Preferred Agents Non Preferred Agents 

Ferrlecit FerahemeQL 

INFeD Injectafer 
Sodium Ferric Gluconate Complex in Sucrose 
VenoferQL 

LEUKOTRIENE MODIFIERS 
Preferred Agents Non Preferred Agents 

Montelukast Chewable TabletQL 

Montelukast TabletQL 
AccolateQL 

Montelukast GranuleQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
LEUKOTRIENE MODIFIERS 

Preferred Agents Non Preferred Agents 
SingulairQL 

ZafirlukastQL 

Zileuton ERQL 

ZyfloQL 

Zyflo CRQL 

LIPOTROPICS, OTHER 
Preferred Agents Non Preferred Agents 

Cholestyramine, Cholestyramine Lite 
Colestipol TabletQL 

Ezetimibe TabletQL 

Fenofibrate 54 mg, 160 mg Tablet (generic Lofibra Tablet)QL 

Fenofibrate Micronized 43 mg, 130 mg Capsule (generic Antara)QL 

Fenofibrate Micronized 67 mg, 134 mg, 200 mg Capsule (generic 
Lofibra Capsule)QL 

Fenofibrate Nanocrystalized 48 mg, 145 mg Tablet (generic 
Tricor)QL 

Fenofibric Acid (Choline) DR 45 mg, 135 mg Capsule (generic 
Trilipix)QL 

GemfibrozilQL 

Omega-3 Ethyl EstersQL 

Prevalite 

AntaraQL 

ColesevelamQL 

ColestidQL 

Colestipol Granule 
Fenofibrate 50 mg, 150 mg Capsule (generic Lipofen)QL 

Fenofibrate 40 mg, 120 mg Tablet (generic Fenoglide)QL 

Fenofibric Acid 35 mg, 105 mg Tablet (generic Fibricor)QL 

FenoglideQL 

FibricorQL 

JuxtapidQL 

LipofenQL 

LopidQL 

LovazaQL 

Niacin (OTC) 
Niacin ER Tablet (generic Niaspan) 
Niacin SA Capsule 
Niacor 
Niaspan 
PraluentQL 

Questran, Questran Light 
RepathaQL 

TricorQL 

TriglideQL 

TrilipixQL 

VascepaQL 

WelcholQL 

ZetiaQL 

LIPOTROPICS, STATINS 
Preferred Agents Non Preferred Agents 

AtorvastatinQL 

LovastatinQL 

PravastatinQL 

RosuvastatinQL 

SimvastatinQL 

Altoprev ERQL 

Atorvastatin-AmlodipineQL 

CaduetQL 

CrestorQL 

Ezetimibe-SimvastatinQL 

FluvastatinQL 

Fluvastatin ERQL 

Lescol XLQL 

LipitorQL 

LivaloQL 

PravacholQL 

VytorinQL 

ZocorQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
LIPOTROPICS, STATINS 

Preferred Agents Non Preferred Agents 
ZypitamagQL 

LOCAL ANESTHETICS, TOPICAL 
Preferred Agents Non Preferred Agents 

Glydo Jelly Syringe Lidocaine-Prilocaine Kit 
Lidocaine Cream, Jelly, Ointment Lidotral 
Lidocaine Viscous SolutionAR 

Lidocaine-Prilocaine Cream 
Synera Patch 

MACROLIDES 
Preferred Agents Non Preferred Agents 

Azithromycin 
Clarithromycin Suspension, Tablet 
E.E.S. 200 Suspension 
EryPed Suspension 

Clarithromycin ER Tablet 
E.E.S. 400 Filmtab 
Ery-Tab DR 
Erythrocin Filmtab 
Erythromycin Base DR Capsule 
Erythromycin Base Filmtab 
Erythromycin Ethylsuccinate Suspension, Tablet 
Zithromax 

MACULAR DEGENERATION AGENTS 
Preferred Agents Non Preferred Agents 

EyleaPA, QL 

LucentisPA, QL 

MacugenPA, QL 

VisudynePA 

METHOTREXATES 
Preferred Agents Non Preferred Agents 

Methotrexate Tablet OtrexupQL 

Methotrexate Injection Vial, PF Vial RasuvoQL 

Trexall 
Xatmep 

MONOCLONAL ANTIBODIES (MABs) – ANTI-IL, ANTI-IGE 
Preferred Agents Non Preferred Agents 

FasenraPA, QL Cinqair 
NucalaPA, QL DupixentQL 

Xolair Vial PA, QL Xolair SyringeQL 

MULTIPLE SCLEROSIS AGENTS 
Preferred Agents Non Preferred Agents 

Aubagio TabletPA, QL 

AvonexQL 

BetaseronQL 

Dalfampridine ER TabletPA, QL 

Gilenya CapsulePA, QL 

Ampyra ERQL 

CopaxoneQL 

ExtaviaQL 

GlatopaQL 

LemtradaQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
MULTIPLE SCLEROSIS AGENTS 

Preferred Agents Non Preferred Agents 
GlatiramerQL MavencladQL 

RebifQL MayzentQL 

Rebif RebidoseQL OcrevusQL 

Tecfidera DR CapsulePA, QL PlegridyQL 

TysabriPA, QL 

NEUROPATHIC PAIN 
Preferred Agents Non Preferred Agents 

Capsaicin Topical 
Duloxetine DR 20 mg, 30 mg, 60 mg Capsule (generic Cymbalta)QL 

Gabapentin Capsule, Solution, TabletQL 

Lidocaine 5% Patch (generic Lidoderm Patch)QL 

Pregabalin CapsuleQL 

Savella TabletQL 

NSAIDs 
Preferred Agents Non Preferred Agents 

Cymbalta DRQL 

Duloxetine DR 40 mg Capsule (generic Irenka)QL 

Gralise ERQL 

Horizant ERQL 

Lidoderm PatchQL 

Lyrica CRQL 

Lyrica Capsule, SolutionQL 

NeurontinQL 

Qutenza PatchQL 

Ztlido PatchQL 

CelecoxibQL 

Diclofenac GelQL 

Diclofenac 1.5% (Topical) SolutionQL 

Diclofenac Sodium DR/EC 25 mg, 50 mg, 75 mg Tablet (generic 
Voltaren EC Tablet)QL 

Flurbiprofen TabletQL 

IbuprofenQL 

Indomethacin ERQL 

Indomethacin IRQL 

KetorolacPA, QL 

Meloxicam TabletQL 

NabumetoneQL 

Naproxen 250 mg, 375 mg, 500 mg Tablet (Rx) (generic Naprosyn 
Tablet)QL 

Naproxen DR 375 mg, 500 mg Tablet (generic Naprosyn EC 
Tablet)QL 

Naproxen Sodium 220 mg Capsule (OTC) (generic Aleve Liquid Gel 
Cap)QL 

Naproxen Sodium 220 mg Tablet (OTC) (generic Aleve 
Caplet/Tablet)QL 

PiroxicamQL 

SulindacQL 

ArthrotecQL 

CambiaQL 

CelebrexQL 

DayproQL 

Diclofenac Epolamine PatchQL 

Diclofenac Potassium TabletQL 

Diclofenac Sodium ER 24HR 100 mg Tablet (generic Voltaren-
XR Tablet)QL 

Diclofenac-MisoprostolQL 

DiflunisalQL 

DuexisQL 

EC-Naproxen 375 mg, 500 mg TabletQL 

Etodolac, Etodolac SRQL 

FeldeneQL 

FenoprofenQL 

Flector PatchQL 

Indocin SuppositoryQL 

Indocin SuspensionQL 

Ketoprofen IRQL 

Ketoprofen ERQL 

MeclofenamateQL 

Mefenamic AcidQL 

MobicQL 

NalfonQL 

Naprelan CR TabletQL 

Naproxen Sodium CR Tablet, ER Tablet (generic Naprelan CR 
Tablet)QL 

Naproxen Sodium 275 mg Tablet (generic Anaprox Tablet)QL 

Naproxen Sodium DS 550 mg Tablet (generic Anaprox DS 
Tablet)QL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
NSAIDs 

Preferred Agents Non Preferred Agents 
Naproxen SuspensionQL 

OxaprozinQL 

Pennsaid PumpQL 

SprixQL 

TivorbexQL 

TolmetinQL 

VimovoQL 

VivlodexQL 

Voltaren GelQL 

ZipsorQL 

ZorvolexQL 

ONCOLOGY AGENTS, BREAST CANCER 
Preferred Agents Non Preferred Agents 

Anastrozole TabletQL 

Exemestane TabletQL 

Letrozole TabletPA, QL 

Tamoxifen TabletQL 

ArimidexQL 

AromasinQL 

FarestonQL 

FemaraQL 

Soltamox SolutionQL 

ToremifeneQL 

ONCOLOGY AGENTS, ORAL 
Preferred Agents Non Preferred Agents 

Abiraterone Acetate Tablet PA, QL LynparzaPA, QL BraftoviQL 

AfinitorPA, QL MekinistPA, QL CasodexQL 

Afinitor DisperzPA NerlynxPA, QL GleevecQL 

AlecensaPA, QL NexavarPA, QL MektoviQL 

AlunbrigPA, QL NinlaroPA, QL Temodar 
BicalutamidePA, QL OdomzoPA, QL Xeloda 
BosulifPA, QL RubracaPA, QL YonsaQL 

CabometyxPA, QL RydaptPA, QL ZytigaQL 

CalquencePA, QL SprycelPA, QL 

CapecitabinePA StivargaPA, QL 

CaprelsaPA, QL SutentPA, QL 

CometriqPA, QL TafinlarPA, QL 

CopiktraPA, QL TagrissoPA, QL 

CotellicPA, QL TalzennaPA, QL 

DaurismoPA, QL TarcevaPA, QL 

ErivedgePA, QL TasignaPA, QL 

ErleadaPA, QL TemozolomidePA 

FarydakPA, QL TibsovoPA, QL 

GilotrifPA, QL TykerbPA, QL 

IbrancePA, QL VenclextaPA, QL 

IclusigPA, QL VerzenioPA, QL 

IDHIFAPA, QL VitrakviPA, QL 

ImatinibPA, QL VizimproPA, QL 

ImbruvicaPA, QL VotrientPA, QL 

InlytaPA, QL XalkoriPA, QL 

IressaPA, QL Xospata PA, QL 

JakafiPA, QL XtandiPA, QL 

KisqaliPA, QL ZejulaPA, QL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
ONCOLOGY AGENTS, ORAL 

Preferred Agents Non Preferred Agents 
Kisqali FemaraPA, QL ZelborafPA, QL 

LenvimaPA, QL ZolinzaPA, QL 

LonsurfPA, QL ZydeligPA, QL 

LobrenaPA, QL ZykadiaPA, QL 

OPHTHALMICS, ALLERGIC CONJUNCTIVITIS 
Preferred Agents Non Preferred Agents 

Alaway 
Azelastine Drop 
Cromolyn Sodium Drop 
Ketotifen (OTC) 
Naphcon-A 
Olopatadine Drop 
Zaditor (OTC) 

Alocril 
Alomide 
Alrex 
Bepreve 
Epinastine 
Lastacaft 
Pataday 
Patanol 
Pazeo 

OPHTHALMICS, ANTIBIOTICS 
Preferred Agents Non Preferred Agents 

AK-Poly-Bac Ointment 
Bacitracin-Polymyxin Ophthalmic Ointment 
Ciprofloxacin Ophthalmic Drop 
Erythromycin Ointment 
Gentak Ophthalmic Ointment 
Gentamicin Drop 
Moxeza 
Ofloxacin Ophthalmic Drop 
Polymyxin B-Trimethoprim Drop 
Tobramycin Drop 

AzaSite 
Bacitracin Ophthalmic Ointment 
Besivance 
Bleph-10 
Ciloxan 
Gatifloxacin 
Levofloxacin Ophthalmic Drop 
Moxifloxacin Ophthalmic Drop 
Natacyn 
Neomycin-Bacitracin-Polymyxin Ophthalmic Ointment 
Neo-Polycin Ointment 
Neomycin-Polymyxin-Gramicidin Drop 
Ocuflox 
Polycin Ointment 
Polytrim 
Sulfacetamide Drop, Ointment 
Tobrex Drop, Ointment 
Vigamox 
Zymaxid 

OPHTHALMICS, ANTIBIOTIC-STEROID COMBINATIONS 
Preferred Agents Non Preferred Agents 

Neomycin-Bacitracin-Polymyxin-HC Ointment 
Neomycin-Polymyxin-Dexamethasone Drop, Ointment 
Pred-G Drop, Ointment 
Sulfacetamide-Prednisolone Drop 
TobraDex Drop, Ointment 
Zylet Drop 

Blephamide Drop, Ointment 
Maxitrol Drop, Ointment 
Neomycin-Polymyxin-HC Drop 
Neo-Polycin HC Ointment 
TobraDex ST Drop 
Tobramycin-Dexamethasone Drop 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
OPHTHALMICS, ANTI-INFLAMMATORIES 

Preferred Agents Non Preferred Agents 
Acuvail 
Dexamethasone Sodium Phosphate Ophthalmic Drop 
Durezol 
Flarex 
Fluorometholone 
Flurbiprofen Drop 
FML Forte 
FML S.O.P. 
Ilevro 
Ketorolac Drop 
Ketorolac LS Drop 
Lotemax Drop, Ointment 
Maxidex 
Nevanac 
Pred Mild 
Prednisolone Acetate Ophthalmic Drop 
Prednisolone Sodium Phosphate Ophthalmic Drop 

Acular 
Acular LS 
Bromfenac 
Bromsite 
Dexycu 
Diclofenac Ophthalmic Drop 
FML Liquifilm 
Iluvien 
Inveltys 
Lotemax 
Lotemax SM 
Loteprednol Drop 
Omnipred 
Ozurdex 
Pred Forte 
Prolensa 
Retisert 
TriesenceQL 

Yutiq 

OPHTHALMICS, GLAUCOMA 
Preferred Agents Non Preferred Agents 

Brimonidine 0.2% 
Carteolol 
Dorzolamide 
Dorzolamide-Timolol Drop (generic Cosopt) 
Latanoprost 0.005% 
Levobunolol 
Simbrinza 
Timolol Drop (generic Timoptic) 

Alphagan P 0.1% 
Alphagan P 0.15% 
Apraclonidine 
Azopt 
Betaxolol 
Betoptic S 0.25% 
Bimatoprost 0.03% 
Brimonidine 0.15% 
Combigan 
Cosopt 
Cosopt PF 
Dorzolamide-Timolol Droperette (generic Cosopt PF) 
Iopidine 
Isopto Carpine 
Istalol 
Lumigan 0.01% 
Phospholine Iodide 
Pilocarpine 
Rhopressa 
Rocklatan 
Timolol Drop Once-Daily (generic Istalol) 
Timolol Gel-Solution 
Timoptic 
Timoptic Ocudose 
Timoptic-XE GFS 
Travatan Z 
Trusopt 
Vyzulta 
Xalatan 
Xelpros 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
OPHTHALMICS, GLAUCOMA 

Preferred Agents Non Preferred Agents 
Zioptan 

OPHTHALMICS, IMMUNOMODULATORS 
Preferred Agents Non Preferred Agents 

Restasis DroperetteQL CequaQL 

Restasis MultidoseQL 

XiidraQL 

OPIOID DEPENDENCE TREATMENTS 
Preferred Agents Non Preferred Agents 

Buprenorphine SL TabletPA, QL 

Buprenorphine-Naloxone SL FilmQL 

Buprenorphine-Naloxone SL TabletQL 

Clonidine Tablet 
Naltrexone Tablet 
SublocadePA, QL 

VivitrolQL 

Bunavail FilmQL 

Catapres Tablet 
LucemyraQL 

ProbuphineQL 

Suboxone SL FilmQL 

Zubsolv SL TabletQL 

OPIOID OVERDOSE AGENTS 
Preferred Agents Non Preferred Agents 

Naloxone Syringe, Vial 
Narcan Nasal Spray 

OTIC ANTIBIOTICS 
Preferred Agents Non Preferred Agents 

Cipro HC Ciprofloxacin Otic Drop 
Ciprodex Otiprio 
Coly-Mycin S Otovel 
Neomycin-Polymyxin-HC Otic Drop 
Ofloxacin Otic Drop 

PANCREATIC ENZYMES 
Preferred Agents Non Preferred Agents 

Creon Pancreaze 
Zenpep Pertzye 

Viokace 

PENICILLINS
 
Preferred Agents Non Preferred Agents 

Amoxicillin 
Amoxicillin-Clavulanate 200-28.5 mg/5 ml Suspension 
Amoxicillin-Clavulanate 400-57 mg/5 ml Suspension 
Amoxicillin-Clavulanate 600-42.9 mg/5 ml Suspension 
Amoxicillin-Clavulanate Tablet 
Ampicillin Trihydrate 
Dicloxacillin 
Penicillin 

Amoxicillin-Clavulanate Chewable Tablet 
Amoxicillin-Clavulanate 250-62.5 mg/5 ml Suspension 
Amoxicillin-Clavulanate ER Tablet 
Augmentin 
Augmentin XR 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
PHOSPHATE BINDERS 

Preferred Agents Non Preferred Agents 
Calcium Acetate CapsuleQL 

Calphron TabletQL 

Phoslyra SolutionQL 

Sevelamer Carbonate TabletQL 

AuryxiaQL 

Calcium Acetate TabletQL 

FosrenolQL 

Lanthanum Carbonate ChewableQL 

RenagelQL 

RenvelaQL 

Sevelamer Carbonate Powder PacketQL 

Sevelamer HCl TabletQL 

VelphoroQL 

PITUITARY SUPPRESSIVE AGENTS, LHRH 
Preferred Agents Non Preferred Agents 

EligardPA, QL Supprelin LAQL 

Leuprolide AcetatePA TrelstarQL 

Lupaneta PackPA, QL VantasQL 

Lupron DepotPA, QL 

Lupron Depot-PedPA, QL 

OrilissaPA, QL 

SynarelPA, QL 

TriptodurPA, QL 

ZoladexPA, QL 

PLATELET AGGREGATION INHIBITORS 
Preferred Agents Non Preferred Agents 

AggrenoxQL 

BrilintaQL 

ClopidogrelQL 

DipyridamoleQL 

PrasugrelQL 

Aspirin-Dipyridamole ERQL 

EffientQL 

PlavixQL 

YospralaQL 

ZontivityQL 

POTASSIUM REMOVING AGENTS 
Preferred Agents Non Preferred Agents 

LokelmaPA, QL 

VeltassaPA, QL 

PRENATAL VITAMINS 
Preferred Agents Non Preferred Agents 

Complete Natal DHA 
Niva-Plus Tablet 
O-Cal FA Tablet 
Preplus Tablet 
Trinatal RX 1 Tablet 
Triveen-Duo DHA Combo Pack 
Vol-Plus Tablet 

C-Nate DHA 
Completenate Tablet Chewable 
Elite-OB Caplet 
Folivane-OB Capsule 
OB Complete One Softgel 
OB Complete Petite Softgel 
OB Complete Premier Tablet 
OB Complete Prenatal 
OB Complete with DHA Softgel 
PNV 29-1 Tablet 
Pretab 
Provida DHA Capsule 
Provida OB Capsule 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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PRENATAL VITAMINS 

Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 

Non Preferred Agents Preferred Agents 
Taron-C DHA Capsule 
Taron-Prex Prenatal DHA Capsule 
Thrivite 19 
Thrivite Rx 
Virt-Advance 
Virt-C DHA 
Virt-Nate 
Virt-Nate DHA 
Virt-PN 
Virt-PN DHA Softgel 
Virt-PN Plus Softgel 
Virtprex Capsule 
Virt-Select Capsule 
Vitafol Gummies 
VP-PNV-DHA 
Zatean-PN DHA Capsule 
Zatean-PN Plus Softgel 

PROGESTATIONAL AGENTS 
Preferred Agents Non Preferred Agents 

Depo-Provera 400 mg/mLQL 

MakenaPA, QL 

Medroxyprogesterone TabletQL 

Norethindrone TabletQL 

Progesterone CapsuleQL 

Progesterone IM Injection 

AygestinQL 

Crinone Gel 
Hydroxyprogesterone CaproateQL 

PrometriumQL 

ProveraQL 

PROTON PUMP INHIBITORS 
Preferred Agents Non Preferred Agents 

Esomeprazole Magnesium DR CapsuleQL 

Lansoprazole DR CapsuleQL 

Nexium DR Granule Packet for SuspensionQL 

Omeprazole DR Capsule (Rx)QL 

Pantoprazole DR TabletQL 

Aciphex DR Sprinkle Capsule, TabletQL 

Dexilant DRQL 

Esomeprazole Strontium DR CapsuleQL 

Lansoprazole ODT DRQL 

Nexium DR CapsuleQL 

Omeprazole DR TabletQL 

Omeprazole Magnesium DR Capsule (OTC)QL 

Omeprazole-Sodium Bicarbonate Capsule, PacketQL 

Prevacid 24HR DR Capsule 
Prevacid DR CapsuleQL 

Prevacid SolutabQL 

Prilosec DR Granule for SuspensionQL 

Protonix DR TabletQL 

Protonix Granule for SuspensionQL 

Rabeprazole DRQL 

Zegerid Capsule, PacketQL 

PULMONARY ARTERIAL HYPERTENSION (PAH) AGENTS, ORAL AND INHALED 
Preferred Agents Non Preferred Agents 

AmbrisentanPA, QL AdcircaQL 

SildenafilPA, QL AdempasQL 

TadalafilPA, QL AlyqQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
PULMONARY ARTERIAL HYPERTENSION (PAH) AGENTS, ORAL AND INHALED 

Preferred Agents Non Preferred Agents 
Tracleer TabletPA, QL 

TyvasoPA, QL 

VentavisPA, QL 

BosentanQL 

LetairisQL 

OpsumitQL 

Orenitram ER 
RevatioQL 

Tracleer Tablet for SuspensionQL 

UptraviQL 

SEDATIVE HYPNOTICS 
Preferred Agents Non Preferred Agents 

EszopicloneQL 

Temazepam 15mg, 30mg CapsuleAR, QL 

ZaleplonQL 

Zolpidem IR TabletQL 

AmbienQL 

Ambien CRQL 

BelsomraQL 

Butisol SodiumQL 

EdluarQL 

EstazolamAR, QL 

FlurazepamAR, QL 

HalcionAR, QL 

HetliozQL 

IntermezzoQL 

LunestaQL 

Midazolam SyrupAR 

RestorilAR, QL 

RozeremQL 

Seconal SodiumQL 

SilenorQL 

Temazepam 7.5mg, 22.5mg CapsuleAR, QL 

TriazolamAR, QL 

Zolpidem ER TabletQL 

Zolpidem SL TabletQL 

ZolpimistQL 

SKELETAL MUSCLE RELAXANTS 
Preferred Agents Non Preferred Agents 

BaclofenQL 

Cyclobenzaprine TabletQL 

Dantrolene CapsuleQL 

MethocarbamolQL 

Tizanidine TabletQL 

Amrix ERQL 

CarisoprodolQL 

Carisoprodol-AspirinQL 

ChlorzoxazoneQL 

Cyclobenzaprine ER CapsuleQL 

DantriumQL 

FexmidQL 

LorzoneQL 

MetaxallQL 

MetaxaloneQL 

Orphenadrine ERQL 

RobaxinQL 

SkelaxinQL 

SomaQL 

Tizanidine CapsuleQL 

ZanaflexQL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
SMOKING CESSATION 

Preferred Agents Non Preferred Agents 
Bupropion SRQL 

ChantixQL 

Nicorelief GumQL 

Nicotine GumQL 

Nicotine Lozenge, Mini LozengeQL 

Nicotine PatchQL 

Nicoderm CQ PatchQL 

Nicorette GumQL 

Nicorette Lozenge, Mini LozengeQL 

Nicotine Transdermal System (Steps 1, 2, 3)QL 

Nicotrol Cartridge InhalerQL 

Nicotrol NSQL 

ZybanQL 

STEROIDS, TOPICAL – LOW POTENCY 
Preferred Agents Non Preferred Agents 

Hydrocortisone Cream, Ointment, Lotion 
Hydrocortisone (OTC) 
Hydrocortisone-Aloe Cream (OTC) 
Scalpicin (OTC) 

Alclometasone 
Capex Shampoo 
Derma-Smoothe-FS 
Desonate 
Desonide 
Desowen 
Fluocinolone Oil 
Micort-HC 
Texacort 

STEROIDS, TOPICAL – MEDIUM POTENCY 
Preferred Agents Non Preferred Agents 

Fluticasone Cream, Ointment 
Mometasone Cream, Ointment, Solution 

Betamethasone Valerate Foam 
Clocortolone 
Cloderm 
Cordran Tape 
Cutivate 
Dermatop 
Elocon 
Fluocinolone Cream, Ointment, Solution 
Flurandrenolide 
Fluticasone Lotion 
Hydrocortisone Butyrate 
Hydrocortisone Valerate 
Locoid 
Luxiq 
Pandel 
Prednicarbate 
Synalar 
Synalar TS 

STEROIDS, TOPICAL – HIGH POTENCY 
Preferred Agents Non Preferred Agents 

Betamethasone Dipropionate Cream, Lotion 
Betamethasone Dipropionate Augmented Cream 
Betamethasone Valerate Cream, Lotion, Ointment 
Triamcinolone Acetonide Cream, Lotion, Ointment 

Amcinonide 
Betamethasone Dipropionate Ointment 
Betamethasone Dipropionate Augmented Gel, Lotion, Ointment 
Desoximetasone 
Diflorasone 
Diprolene 
Fluocinonide 
Fluocinonide-E 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
STEROIDS, TOPICAL – HIGH POTENCY 

Preferred Agents Non Preferred Agents 
Halog 
Kenalog Spray 
Psorcon 
Sernivo Spray 
Topicort 
Triamcinolone Spray 
Trianex 
Vanos 

STEROIDS, TOPICAL – VERY HIGH POTENCY 
Preferred Agents Non Preferred Agents 

Clobetasol Cream, Solution, Ointment 
Clodan Shampoo 

Apexicon E 
Bryhali 
Clobetasol Foam, Gel, Lotion, Shampoo, Spray 
Clobetasol Emollient Cream, Foam 
Clobetasol Emulsion Foam 
Clobex 
Clodan Kit 
Halobetasol 
Lexette 
Olux 
Olux-E 
Temovate 
Ultravate 
Ultravate X 

STIMULANTS AND RELATED AGENTS 
Preferred Agents Non Preferred Agents 

Aptensio XR CapsuleAR, QL 

Armodafinil TabletAR, PA, QL 

Atomoxetine CapsuleAR, QL 

Dexmethyphenidate ER CapsuleQL 

Dexmethylphenidate IR TabletAR, QL 

Dextroamphetamine ER CapsuleAR, QL 

Dextroamphetamine IR TabletAR, QL 

Dextroamphetamine/Amphetamine ER Capsule (generic Adderall 
XR)AR, QL 

Dextroamphetamine/Amphetamine Tablet (generic Adderall)AR, QL 

Guanfacine ER TabletAR, QL 

Methylphenidate ER (CD) Capsule (generic Metadate CD)AR, QL 

Methylphenidate IR TabletAR, QL 

Methylphenidate ER Tablet (generic Ritalin SR Tablet)AR, QL 

Methylphenidate ER 24HR Tablet (generic Concerta)AR, QL (labeler 
10147 only) 

Modafinil TabletAR, PA, QL 

Quillichew ER Chewable TabletAR, QL 

Quillivant XR SuspensionAR, QL 

Adderall IR TabletAR, QL 

Adderall XR CapsuleAR, QL 

Adzenys ER SuspensionAR, QL 

Adzenys XR-ODTAR, QL 

Amphetamine Sulfate TabletAR, QL 

Clonidine ER TabletAR, QL 

Concerta TabletAR, QL 

Cotempla XR-ODTAR, QL 

Daytrana PatchAR, QL 

DesoxynAR, QL 

DexedrineAR, QL 

Dextroamphetamine SolutionAR, QL 

Dyanavel XR SuspensionAR, QL 

EvekeoAR, QL 

Focalin IR TabletAR, QL 

Focalin XR CapsuleAR, QL 

Intuniv ERAR, QL 

Methamphetamine TabletAR, QL 

MethylinAR, QL 

Methylphenidate Chewable Tablet, SolutionAR, QL 

Methylphenidate ER 24HR Tablet (generic Concerta)AR, QL (all 
labelers except 10147) 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services
Statewide Preferred Drug List (PDL)

Effective January 1, 2020 
STIMULANTS AND RELATED AGENTS 

Non Preferred Agents Preferred Agents 
Methylphenidate ER 24HR 72 mg Tablet (generic Relexxii ER 
Tablet)AR, QL 

Methylphenidate ER (LA) 24HR Capsule (generic Ritalin LA 
Capsule)AR, QL 

Mydayis ER CapsuleAR, QL 

NuvigilAR, QL 

Procentra SolutionAR, QL 

ProvigilAR, QL 

Relexxii ER 24HR TabletAR, QL 

RitalinAR, QL 

Ritalin LAAR, QL 

StratteraAR, QL 

Vyvanse Capsule, Chewable TabletAR, QL 

ZenzediAR, QL 

TETRACYCLINES 
Preferred Agents Non Preferred Agents 

Doxycycline Hyclate 50 mg, 100 mg Capsule 
Doxycycline Hyclate 20 mg, 100 mg Tablet 
Doxycycline Monohydrate 50 mg, 100mg Capsule 
Doxycycline Monohydrate Suspension 
Doxycycline Monohydrate 50 mg, 75 mg, 100 mg Tablet 
Minocycline Capsule 

Demeclocycline 
Doryx DR, MPC DRQL 

Doxycycline Hyclate 75 mg, 150 mg Tablet 
Doxycycline Hyclate DR TabletQL 

Doxycycline IR-DR 40 mg CapsuleQL 

Doxycycline Monohydrate 75 mg, 150 mg Capsule 
Doxycycline Monohydrate 150 mg Tablet 
Minocin Pelletized Capsule 
Minocycline ER TabletQL 

Minocycline Tablet 
Minolira ER Tablet 
Morgidox Capsule, KitQL 

OraceaQL 

Solodyn ERQL 

Tetracycline 
Vibramycin 
Ximino ERQL 

THALIDOMIDE AND DERIVATIVES 
Preferred Agents Non Preferred Agents 

RevlimidPA, QL PomalystQL 

ThalomidPA, QL 

THROMBOPOIETICS 
Preferred Agents Non Preferred Agents 

NplatePA Doptelet 
PromactaPA, QL MulpletaQL 

TavalisseQL 

THYROID HORMONES 
Preferred Agents Non Preferred Agents 

Armour Thyroid Levothyroxine Injection 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
THYROID HORMONES 

Preferred Agents Non Preferred Agents 
CytomelQL 

Levo-T 
Levothyroxine Tablet 
Levoxyl 
Liothyronine TabletQL 

NP Thyroid 
Thyroid Tablet 
Tirosint Capsule 

Liothyronine Injection 
Synthroid 
Tirosint-Sol Solution 
Triostat Injection 
Unithroid 

ULCERATIVE COLITIS AGENTS 
Preferred Agents Non Preferred Agents 

Apriso ER 24HR CapsuleQL 

Balsalazide CapsuleQL 

Delzicol DR CapsuleQL 

Mesalamine DR Capsule (generic Delzicol)QL 

Mesalamine EnemaQL 

Mesalamine Enema Kit 
Mesalamine SuppositoryQL 

Pentasa CapsuleQL 

Sulfasalazine TabletQL 

Sulfasalazine DR TabletQL 

Asacol HD DR TabletQL 

Azulfidine TabletQL 

Azulfidine EN-TabQL 

Canasa SuppositoryQL 

Colazal CapsuleQL 

Dipentum CapsuleQL 

Giazo TabletQL 

Lialda DR TabletQL 

Mesalamine DR 800 mg Tablet (generic Asacol HD)QL 

Mesalamine DR 1.2 gm Tablet (generic Lialda)QL 

Rowasa Enema Kit 
sfRowasa EnemaQL 

Uceris Rectal FoamQL 

UREA CYCLE DISORDER AGENTS 
Preferred Agents Non Preferred Agents 

Buphenyl RavictiQL 

Sodium Phenylbutyrate 

URINARY ANTI-INFECTIVES 
Preferred Agents Non Preferred Agents 

Methenamine HippurateQL 

Nitrofurantoin Capsule (generic Macrodantin Capsule)QL 

Nitrofurantoin Monohydrate-Macro Capsule (generic Macrobid 
Capsule)QL 

Furadantin SuspensionQL 

HiprexQL 

Macrobid CapsuleQL 

Macrodantin CapsuleQL 

Methenamine Mandelate 
MonurolQL 

Nitrofurantoin SuspensionQL 

UrelleQL 

Urimar-TQL 

Urin D.S.QL 

Urogesic-BlueQL 

VAGINAL ANTI-INFECTIVES 
Preferred Agents Non Preferred Agents 

Cleocin Ovules AVC Cream 
Clindamycin Vaginal Cream Cleocin Vaginal Cream 
Clindesse Cream Gynazole 1 
Clotrimazole 3 (2%) Vaginal Cream MetroGel Vaginal 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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Pennsylvania Department of Human Services

Statewide Preferred Drug List (PDL)


Effective January 1, 2020 
VAGINAL ANTI-INFECTIVES 

Preferred Agents Non Preferred Agents 
Clotrimazole 7 (1%) Vaginal Cream Miconazole 3 (200 mg) Suppository 
Metronidazole Tablet Nuvessa Gel 
Metronidazole Vaginal Gel Solosec 
Miconazole 1 (1200 mg-2%) Combination Pack Terconazole Cream, Suppository 
Miconazole 3 (200 mg-2%) Combionation Pack Vandazole Gel 
Miconazole 3 (4%) Vaginal Cream 
Miconazole 7 (2%) Vaginal Cream 
Miconazole 7 (100 mg) Suppository 
Tioconazole-1 (6.5%) Ointment 

VITAMIN D ANALOGS 
Preferred Agents Non Preferred Agents 

Calcitriol Ampule, Capsule 
Doxercalciferol Injection 
Hectorol Injection 
Paricalcitol Injection 

Calcitriol Solution 
Doxercalciferol Capsule 
Paricalcitol Capsule 
Rayaldee ERQL 

Rocaltrol 
Zemplar 

VMAT2 INHIBITORS 
Preferred Agents Non Preferred Agents 

AustedoPA, QL XenazineQL 

IngrezzaPA, QL 

TetrabenazinePA, QL 

AR = age restriction, clinical prior authorization required PA = clinical prior authorization required 
Non-preferred agents require prior authorization QL = quantity limit applies to FFS claims 
IR = immediate-release formulation ER = extended-release formulation 
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