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MEDICAID PHARMACY BENEFIT

FORMULARY EXCEPTION REQUEST CRITERIA

Xifaxan® (rifaximin)

Indication-Specific Criteria

200 mg Tablets

Traveler's Diarrhea

Patient is >12 years of age; AND
Diagnosis of traveler’s diarrhea; AND
Attestation stating inadequate response to azithromycin or a fluoroquinolone; OR

Attestation stating intolerance or contraindication to both azithromycin and a fluoroquinolone

550 mg Tablets

Hepatic Encephalopathy (Acute treatment or Prevention of Recurrence)

Patient is >18 years of age; OR
Patient is <18 years of age; AND
o Prescribed by (or in consultation with) a pediatric hepatology specialist: AND

o Pediatric hepatology specialist must provide a statement of medical necessity including
rational for use outside the FDA approved age; AND

Diagnosis of overt hepatic encephalopathy or history of same; AND
Attestation stating member has tried and failed monotherapy with lactulose; OR

Attestation stating patient has an intolerance or contraindication to lactulose.

Irritable Bowel Syndrome with Diarrhea (IBS-D)

Patient is >18 years of age; AND
Diagnosis of IBS-D; AND

Clinical documentation of inadequate response after a two-weeks trial of at least two agents in
different classes of the following: loperamide, antispasmodics, tricyclic antidepressants, bile
acid sequestrants therapies; OR
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e Clinical documentation of contraindication (per FDA compendia) or intolerance to all
therapies: loperamide, antispasmodics, tricyclic antidepressants, and bile acid sequestrants

Small Bowel Bacterial Overgrowth Syndrome (SBBO)
o Diagnosis of SBBO; AND

o Attestation stating trial and failure with at least one alternative antibiotic: metronidazole,
fluoroquinolone, or amoxicillin-clavulanate; OR

o Attestation stating intolerance or contraindication to all three alternative antibiotics:
metronidazole, fluoroquinolone, and amoxicillin-clavulanate

Crohn’s Disease (Mild to Moderate)
o Diagnosis of Crohn’s disease; AND

o Attestation stating failure to at least one agent in two different classes of standard Chron’s
therapies: aminosalicylates, corticosteroids, immunomodulators, or biologics; OR

e Attestation stating intolerance or contraindication to at least one agent in two different classes:
aminosalicylates, corticosteroids, immunomodulators, or biologics

Chronic Antibiotic-Dependent Ileal Pouchitis (Post-Colectomy for IBD)
o Diagnosis of Ileal Pouchitis; AND

o Attestation stating trial and failure, intolerance, or contraindication to both a fluoroquinolone
and metronidazole

Duration of Approval
e Travelers’ diarrhea: 1 month

e All other indications: 1 year
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