
 
 
 
 
 
 

 
Rapaflo (Silodosin) and Jalyn (Dutasteride/Tamsulosin) Step Therapy/Prior Authorization 

Criteria for  
Alpha Blockers for Benign Prostatic Hypertrophy 

 
Background 
 
Alpha blockers for benign prostatic hypertrophy (BPH) include two non-selective agents (doxazosin and terazosin) and 

three uroselective agents (Uroxatral, Flomax and Rapaflo). Doxazosin, terazosin, Uroxatral and generic tamsulosin 

(Flomax) are on the Uniform Formulary. Rapaflo is non-formulary. 
 
DoD’s preferred agents for patients who require an uroselective alpha blocker are generic tamsulosin or Uroxatral 

(alfuzosin), which are similar to Rapaflo in clinical effectiveness and more cost effective than Rapaflo for both DoD 

and for beneficiaries. 
 
In order to promote use of generic tamsulosin or Uroxatral for those patients who require an uroselective alpha 

blocker, step therapy/prior authorization requirements apply to Rapaflo. TRICARE coverage for Rapaflo depends 

on whether you meet step therapy/prior authorization criteria. 

 

Jalyn is a branded combination product containing tamsulosin and the 5-Alpha Reductase Inhibitor dutasteride.  It 

may be used for the same condition (benign prostatic hypertrophy) as tamsulosin and Uroxatral. Jalyn will be 

available for a $9 cost share for patients meeting the prior authorization criteria below. 
 

What is Step Therapy? 
 

Step therapy involves prescribing a safe, cost effective medication as the first step in treating a medical condition. 

The preferred medication is often a generic medication that offers the best overall value in terms of safety, 

effectiveness, and cost. Non-preferred drugs are only prescribed if the preferred medication is ineffective or poorly 

tolerated. 

 
 Rapaflo will only be approved for first time users after they have tried Uroxatral or generic tamsulosin. Beneficiaries 

who filled a prescription for either Uroxatral, Flomax or Rapaflo during the last 180 days will not be affected by step 

therapy requirements and won’t have to switch medications. 
 
 
 
Patients receiving Uroxatral or Tamsulosin 
 
You will be able to continue to receive Uroxatral at the formulary cost share. Generic tamsulosin, doxazosin and 

terazosin are also available at the generic cost share. 
 
Patients currently receiving Rapaflo or Jalyn 
 
If you have filled a prescription for Rapaflo or Jalyn through your TRICARE benefit during the previous 180 days, you 

will be able to continue to receive Rapaflo at a non-formulary (Tier 3) cost share or Jalyn at a formulary cost share. 
 
 
Patients starting treatment with Rapaflo  
 
You must have tried generic tamsulosin or Uroxatral in the previous 180 days in order for TRICARE to cover a 



prescription for Rapaflo, unless you meet prior authorization criteria. 
 
Cost shares for patients starting treatment with Flomax, Rapaflo, or Jalyn 
 

 Retail network 
pharmacy 

(up to a 30-day 
supply) 

Mail order pharmacy 
(up to a 90-day supply) 

Military Treatment 
Facility 

Generic tamsulosin, doxazosin or 
terazosin 

Generic cost share 
applies 

$0 $0 

Uroxatral Formulary cost 
share applies 

Formulary cost share 
applies 

$0 

Rapaflo, Jalyn Must try Uroxatral or Generic Tamsulosin
1 

1. Or meet prior authorization criteria (see below) 
 
 

 
 
 
Prior Authorization Criteria 
 
The following criteria were established by the DoD P&T Committee at their November 2007 meeting. The prior 

authorization form for these medications is available on the  TRICARE Pharmacy Prior Authorization page. The 

effective date is 16 Apr 2008 (updated Dec 2009 and May 2010 for Rapaflo). 
 

Step Therapy / Prior Authorization Criteria for Jalyn and Rapaflo  

 
TRICARE will NOT cover Jalyn or Rapaflo for new patients—defined as patients who have not filled at least one 

prescription for an uroselective alpha blocker (Uroxatral, Flomax or Rapaflo) in the previous 180 days at any DoD 

Pharmacy point of service— UNLESS the patient meets one of the following criteria: 
 

Rapaflo 
1. The patient has tried tamsulosin or Alfuzosin and had an inadequate response.  
2. The patient has tried tamsulosin or Alfuzosin and was unable to tolerate it due to adverse effects.  
3. Treatment with tamsulosin or Alfuzosin is contraindicated (e.g., hypersensitivity; moderate to severe hepatic 

insufficiency).  
4. The patient has swallowing difficulties and requires an alpha blocker that can be crushed (Rapaflo). 

 

Jalyn   
1.    The patient has tried tamsulosin or Alfuzosin and had an inadequate response AND requires therapy with both 

an alpha-1 blocker (A1B) and a 5-alpha reductase inhibitor (5-ARI).  
2.    The patient has tried tamsulosin or Alfuzosin and was unable to tolerate it due to adverse effects AND requires 

therapy with both an alpha-1 blocker (A1B) and a 5-alpha reductase inhibitor (5-ARI).   
3.    Treatment with tamsulosin or Alfuzosin is contraindicated (e.g., hypersensitivity; moderate to severe hepatic 

insufficiency) AND requires therapy with both an alpha-1 blocker (A1B) and a 5-alpha reductase inhibitor (5-
ARI).   

4.    The patient requires therapy with both an alpha-1 blocker (A1B) and a 5-alpha reductase inhibitor (5-ARI) AND 
requires a fixed-dose combination due to, for example, swallowing difficulties.  

 

 
Criteria approved through the Uniform Formulary decision-making process (13 Feb 2008, 21 Oct 2009, 13 May 2010, 11 
May 2011). 

 
 

 www.tricare.mil is the official Web site of 
the TRICARE Management Activity,  

a component of the  Military Health System 

Skyline 5, Suite 810, 5111 Leesburg Pike, 

Falls Church, VA 22041-3206 
 

http://www.tricare.mil/mybenefit/ProfileFilter.do;jsessionid=LLlLy5h5Q7LK1gTYYtGLRcn9RPmQxyB1hfrk5tChQ0B6NTVVrHxD!320811245?&puri=%2Fhome%2FPrescriptions%2FMedications%2FPriorAuthorization%2FMedsIdentPTComm
http://www.tricare.mil/
http://www.health.mil/
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US Family Health Plan BPH Alpha Blocker Prior 
                                        Authorization Request Form Rapaflo (silodosin) 

 

 

    

                                                                                            
 
 

 
To be completed and signed by the prescriber. To be used only for prescriptions which are to be filled through the Department of 
Defense (DoD) US Famioly Health Plan pharmacy program (USFHP)
PLEASE NOTE:  
• Prior authorization for Rapaflo is NOT required for patients who have received a prescription for either of the preferred 

agents tamsulosin (generic for Flomax) or alfuzosin (generic for Uroxatral) based on prescriptions filled during the last 6 
months.    

• NO prior authorization is required for tamsulosin (generic for Flomax) or alfuzosin (generic for Uroxatral) which are 
available at the formulary cost share. Rapaflo (silodosin) is non-formulary and carries a non-formulary cost share. 

Step 
1 

Please complete patient and physician information (Please print): 

Patient Name:  Physician Name:  

Address:  Address:  

    

Sponsor ID #  Phone #:  

Date of Birth  Secure Fax #:  

     

Step 

2 

Please complete the clinical assessment: 

1. Has the patient received a trial of tamsulosin 
(Flomax) or alfuzosin (Uroxatral) and had an 
inadequate response?   

  Yes 
Please sign and date  

  No 
Proceed to Question 2 

2. Has the patient received a trial of tamsulosin 
(Flomax) or alfuzosin (Uroxatral) but was 
unable to tolerate it due to adverse effects?  

  Yes 
Please sign and date 

  No 
Proceed to Question 3 

3. Is treatment with both tamsulosin (Flomax) and 
alfuzosin (Uroxatral) contraindicated for this 
patient (e.g., due to hypersensitivity)?  

  Yes 
Please sign and date  

  No 
Proceed to Question 4 

4. Does the patient require a drug that can be 
crushed or sprinkled on food? 
  

 Yes 
Please sign and date 

 No 
Coverage not approved 

Step 
3 

I certify the above is true to the best of my knowledge.  
Please sign and date: 

 
Prescriber Signature  Date  

 Latest revision: 5 October 2011 

Prior authorization criteria and a copy of this form are available at: http://usfamilyhealth.org/for-providers/downloadable-forms.  

This prior authorization has no expiration date.  
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• The provider may call: 1-877-880-7007 
or the completed form may be faxed to:1-617-562-5296

 

•  The patient may attach the completed form to the prescription and mail 
    it to: ATTN: Pharmacy, 77 Warren St, Brighton, MA 02135
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