The November 18, 2005 P&T Recommendations for the Cephalosporins and Related Antibiotics are:
· The Committee recommends that prescriber choice be allowed within this drug class. Amoxicillin/clavulanate, Augmentin XR®, Cedax®, cefaclor, cefadroxil, cefpodoxime, cefuroxime, Cefzil®, cephalexin, Lorabid®, Omnicef®, Panixine®, Raniclor®, Spectracef® and Suprax ® be designated as preferred agents.

· The Committee recommends that providers be encouraged to choose cost effective agents based on indication and effectiveness.

The November 18, 2005 P&T Recommendations for the Oral Fluroquinolones are:
· The Committee recommends that prescriber choice be allowed within this drug class. Avelox®, Cipro®(suspension), Cipro® XR, Ciprofloxacin, Factive®, Levaquin®, Maxaquin®, Noroxin®, ofloxacin, and Tequin® be designated as preferred agents.
· The Committee recommends that providers be encouraged to choose cost effective agents based on indication and effectiveness.
The November 18, 2005 P&T Recommendations for the Macrolides/Ketolides are:
· The Committee recommends that Biaxin® XL, clarithromycin, erythromycin and Zithromax® be designated as first line agents and given preferred status.

· The Committee recommends that Ketek® be designated as a second line agent and subject to prior authorization. 
The November 18, 2005 P&T Recommendations for the Antivirals are:
· The Committee recommends that prescriber choice be allowed within this drug class. Acyclovir, amantadine, Famvir, ® ganciclovir, Relenza®, rimantadine, Tamiflu®, Valcyte®, and Valtrex® be designated as preferred agents.
· The Committee recommends that providers be encouraged to choose cost effective agents based on indication and effectiveness.
· The Committee recommends that utilization patterns be re-reviewed following the influenza season to determine if changes should be made.

The November 18, 2005 P&T Recommendations for the Oral Antifungals are:
· The Committee recommends no agents in this class be designated as preferred agents. All agents will be available for use.
· The Committee recommends that griseofulvin suspension, Grifulvin® V tablets, Gris-Peg®, itraconazole and Lamisil® be subject to therapeutic prior authorization criteria.

The November 18, 2005 P&T Recommendations for the Topical Antifungals are:
· The Committee recommends no changes to the current Penlac® prior authorization criteria.

· The Committee recommends that ciclopirox, Clotrimazole-Betamethasone, econazole, Ertaczo®, Exelderm®, ketoconazole, Loprox®, Mentax®, Naftin®, nystatin, nystatin/triamicinolone®, and Oxistat® be designated as Preferred and that prescriber choice of agent be allowed.

· The Committee encourages all prescribers to make cost effective selections within this class. Over the counter products should be used first whenever possible.

The November 18, 2005 P&T Recommendations for the Atopic Dermatitis Agents are:
· The Committee recommends that both Elidel® and Protopic® be designated as preferred agents.
