
 

Prior Authorization Criteria for Pristiq (desvenlafaxine succinate) Khedezla,  and 
Desvenlafaxine Extended Release (desvenlafaxine ER) 

 

Background  

The depression/non-opioid pain syndrome agents include a variety drug agents, including the selective 
serotonin re-uptake inhibitors (SSRIs), selective serotonin/norepinephrine reuptake inhibitors (SNRIs), serotonin 
antagonist reuptake inhibitors (SARIs), norepinephrine/dopamine reuptake inhibitors (NDRIs), alpha-2 receptor 
antagonists (A2RAs), serotonin partial agonist/reuptake inhibitors (SPARIs), the gamma-aminobutyric acid 
(GABA) analogs; and the tricyclic antidepressants (TCAs). The DOD Pharmacy and Therapeutics Committee 
reviewed the depression/non-opioid pain syndrome agents at its November 2011 meeting and recommended 
that step-therapy (prior authorization) criteria apply to Cymbalta (duloxetine), Lyrica (pregabalin), Pristiq 
(desvenlafaxine), Khedezla (desvenlafaxine ER), desvenlafaxine extended release (ER) and Savella 
(milnacipran). 

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 mediation that offers the best overall value in terms of 
safety, effectiveness, and cost. Non-preferred drugs are only prescribed if the generic is ineffective or poorly 
tolerated. 
 

Cymbalta (duloxetine), Lyrica (pregabalin), Pristiq (desvenlafaxine), Khedezla (desvenlafaxine ER), 
desvenlafaxine extended release (ER)  and Savella (milnacipran) will only be approved for first time users after they 

have tried one of the preferred agents on the Department of Defense (DOD) Uniform Formulary.  Beneficiaries who filled a 
prescription for any of these medications during the last 180 days will not be affected by step therapy requirements and won’t 
have to switch medications. 

 

Prior Authorization Criteria for Pristiq (desvenlafaxine) Khedezla (desvenlafaxine extended release) and 
Desvenlafaxine ER  

 

All current and new users of Pristiq (desvenlafaxine), Khedezla and desvenlafaxine extended release (ER)  
must meet one of the following criteria in order for Prior Authorization to be approved:  

 

1. The patient requires therapy with an SNRI due to failure of another formulary depression agent, or has 
experienced adverse events from the other formulary antidepressant. 

 
2. The patient has a contraindication to venlafaxine or failed therapy with venlafaxine, which is not 

expected to occur with Pristiq (desvenlafaxine), Khedezla or desvenlafaxine extended release (ER). 
 

3. The patient has experienced adverse events with venlafaxine, which is not expected to occur with 
Pristiq (desvenlafaxine), Khedezla or desvenlafaxine extended release (ER). 
 

4. The patient has previously responded to Pristiq (desvenlafaxine), Khedezla or desvenlafaxine extended 
release (ER) and changing to a formulary depression agent would incur unacceptable risk. 

 
 

Criteria approved through the DOD P&T Committee Process 
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US Family Health Plan Prior Authorization Request Form for 
Desvenlafaxine succinate ER (Pristiq) and desvenlafaxine ER (Khedezla, Desvenlafaxine ER)  

  

 

 
                       

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. Is use of venlafaxine immediate-release or extended-

release contraindicated in this patient?   Yes 

Proceed to question 2 

   No 

SKIP to question  3 

2. Is use of any other formulary antidepressant not 
clinically appropriate?   Yes 

Sign and date below 

  No 

Proceed to question  3 

3. Has the patient previously responded to Khedezla, 
Pristiq or Desvenlafaxine ER and changing to a 
formulary medication would incur unacceptable risk (for 
example, the patient is currently stabilized on Khedezla, 
Pristiq or Desvenlafaxine ER and changing to a formulary 
medication would present a risk of destabilization)? 

  Yes 

Sign and date below 

  No 

Proceed to question 4 

4. Does the patient require therapy with an SNRI [serotonin-
norepinephrine reuptake inhibitor]  (for example, due to 
failure of SSRI therapy)? 

  Yes 

Proceed to question 5 

  No 
STOP 

Coverage not approved 

5. Has the patient tried and been unable to tolerate 
venlafaxine?   Yes 

Sign and date below 

  No 

Proceed to question 6 

 6. Is the patient being treated for depression? 
  Yes 

Proceed to question 7 

  No 

STOP 
Coverage not approved 

 7. Has the patient failed an adequate trial of venlafaxine? 
(An adequate trial is generally considered to be 4 to 8 weeks 
in duration because of the amount of time required to 
achieve maximal benefit with an SNRI medication.) 

  Yes 

Sign and date below 

  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  

 [06 August 2014] 

 

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 Family Health Plan pharmacy program (USFHP). 

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


	PAC_PRISTIQ_Khedezla_Desvenlafaxine 20140806
	PAF_DESVENLAFAXINE_ER_ST_20140806
	Step
	Please complete patient and physician information (please print):
	1
	Step
	Please complete the clinical assessment: 
	2
	1. Is use of venlafaxine immediate-release or extended-release contraindicated in this patient?
	2. Is use of any other formulary antidepressant not clinically appropriate?
	3. Has the patient previously responded to Khedezla, Pristiq or Desvenlafaxine ER and changing to a formulary medication would incur unacceptable risk (for example, the patient is currently stabilized on Khedezla, Pristiq or Desvenlafaxine ER and changing to a formulary medication would present a risk of destabilization)?
	4. Does the patient require therapy with an SNRI [serotonin-norepinephrine reuptake inhibitor]  (for example, due to failure of SSRI therapy)?
	5. Has the patient tried and been unable to tolerate venlafaxine?
	6. Is the patient being treated for depression?
	7. Has the patient failed an adequate trial of venlafaxine? (An adequate trial is generally considered to be 4 to 8 weeks in duration because of the amount of time required to achieve maximal benefit with an SNRI medication.)
	(
	(
	C
	S
	S
	I
	3
	[06 August 2014]


	Patient Name: 
	Patient Address 1: 
	Patient Address 2: 
	Sponsor ID: 
	DOB: 
	Physician Name: 
	Physician Address 1: 
	Physician Address 2: 
	Physician Phone Number: 
	Physician Fax Number: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Date: 


