
 

Prior Authorization Criteria for Antilipidemics: HMG-CoA Reductase Inhibitors (Statins), 
Niacin, Ezetimibe and Combinations  
 

Background  

The Antilipidemics-1 drug class includes several statins [lovastatin (Mevacor, Altoprev), simvastatin (Zocor), 
pravastatin (Pravachol), fluvastatin (Lescol, Lescol XL), atorvastatin (Lipitor), rosuvastatin (Crestor), and 
pitavastatin (Livalo)], niacin (Niaspan), ezetimibe (Zetia), and combinations of statins with ezetimibe (Vytorin. 
Liptruzet), niacin (Simcor, Advicor) or antihypertensives (Caduet). Currently, Advicor, Altoprev, Lescol XL, 
Liptruzet, Simcor, and Vytorin are designated as non-formulary agents Antilipidemics-1 class. Vytorin, Crestor, 
Caduet, Lescol, Lescol XL, Simcor, Advicor, Altoprev, Liptruzet and Livalo are subject to prior authorization. 

DoD’s preferred agents for patients who require therapy with one of the agents from the Antilipidemics-1 are the 
generics (atorvastatin, lovastatin, simvastatin, pravastatin, fluvastatin). 

In order to promote use of preferred agents for those patients who require drugs in the Antilipidemics-1 class, 
step therapy/prior authorization requirements apply to Vytorin, Crestor, Caduet, Lescol, Lescol XL, Simcor, 
Advicor, Altoprev, Liptruzet and Livalo. TRICARE coverage for these agents depends on whether you meet step 
therapy/prior authorization criteria. 

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. 
 

Vytorin, Crestor, Caduet, Lescol, Lescol XL, Simcor, Advicor, Altoprev, Liptruzet and Livalo will only be 
approved for first time users after they have tried one of the preferred agents (generic atorvastatin, simvastatin, 
pravastatin, fluvastatin, lovastatin) targeting similar LDL reduction (low - LDL lowering < 30%; moderate - LDL 
lowering between 30% to 50%; high - LDL lowering >50%). Beneficiaries who filled a prescription for one of the 
restricted drugs during the 180 days prior to the start of this prior authorization will not be affected by step 
therapy requirements and won’t have to switch medications. 
 

Prior Authorization Criteria for Antilipidemics 
 

All new users of Vytorin, Crestor, Caduet, Lescol, Lescol XL, Simcor, Advicor, Altoprev, Liptruzet and Livalo 
must meet one of the following criteria in order for Prior Authorization to be approved:  

1. For Livalo or Lescol XL:  

 The patient has tried a preferred statin with similar LDL reduction (moderate or low intensity) 
and was unable to tolerate it due to adverse effects 

 The patient is taking a drug that is metabolized by CYP3A4. 
2. For Vytorin:the patient requires a high intensity statin and has tried atorvastatin > 40 mg and was 

unable to tolerate due to adverse effects. 
3. For Vytorin of Liptruzet: The patient requires high-intensity therapy and is receiving ezetimibe and 

atorvastatin or simvastatin separately, and has swallowing difficulties (needs fixed dose combination). 
4. For Crestor 5 mg or 10 mg:  

 The patient is taking a concurrent drug that is metabolized by CYP3A4 and cannot take 



pravastatin. 

 The patient requires moderate LDL lowering (30% to 50% reduction) and has tried all 3 of the 
following drugs: atorvastatin > 10 mg, simvastatin > 20 mg, and pravastatin > 40 mg and could 
not tolerate treatment due to adverse effects. 

5. For Crestor 20 mg, 40 mg:  

 The patient requires a high intensity statin (LDL lowering >50%) and has tried atorvastatin 40 
mg or 80 mg and was unable to tolerate treatment due to adverse effects. 

 The patient requires a high intensity statin (LDL lowering >50%) and is on a concurrent drug 
metabolized by the CYP3A4 pathway. 

6. For Simcor or Advicor: the Patient requires a drug that lowers LDL and raises HDL and cannot take two 
separate tablets (needs fixed dose combination). 

7. For Altoprev: the patient requires treatment with lovastatin 60 mg and cannot take another statin with 
similar LDL lowering. 

 
Criteria approved through the DOD P&T Committee process 
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US Family Health Plan Prior Authorization Request Form for 
                                          atorvastatin-ezetimibe (Liptruzet) 

 
 
  

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. Does the patient require an LDL cholesterol decrease of 
more than 50% from the pre-treatment LDL level? 
(High intensity) 

  Yes 
Proceed to Question 2 

  No 
Coverage not approved 

2. Is the patient receiving ezetimibe (Zetia) and atorvastatin 
(Lipitor) as 2 separate pills? 

  Yes 
Proceed to Question 3 

  No 
Coverage not approved 

3. Does the patient have swallowing difficulties thereby 
requiring the use of the fixed-dose combination? 

  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  
 [ 16 April 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
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