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Pharmacology 

Aliskiren is a direct renin inhibitor, hydrochlorothiazide is a thiazide diuretic, valsartan is an 
angiotensin receptor blocker (ARB), and amlodipine is a calcium channel blocker. 

Medications 

Brand Names Generic Names Dosage 

Amturnide® 
aliskiren, amlodipine, and 
hydrochlorothiazide 

150/5/12.5 mg, 300/5/12.5 mg, 300/10/12.5 mg, 300/5/25 mg, 
300/10/25 mg 

Tekamlo® aliskiren and amlodipine 150/5 mg, 150/10 mg, 300/5 mg, 300/10 mg 

Tekturna® aliskiren 150 mg, 300 mg unscored tablets 

Tekturna HCT® aliskiren and hydrochlorothiazide 150/12.5 mg, 150 mg/25 mg, 300/12.5 mg, 300/25 mg 

Criteria for Approval 
1. Patient has a diagnosis of hypertension; AND 

2. Patient is ≥18 years old; AND 

3. Patient is not pregnant; AND 

4. Allergy, contraindication, or history of unacceptable/toxic side effects to all medications not 
requiring prior approval; OR 

5. Evidence of a seven-day trial or failure of ONE medication in EACH of the following classes of 
medications:  

a. ACE inhibitors and/or ACE combinations 

b. Angiotensin Receptor Antagonist and/or ARB combinations 

Length of Approval: One year. 



Page 2 | Direct Renin Inhibitor and Combination Criteria 

 
 

Criteria for Denial 
1. Prior authorization will be denied if the approval criteria are not met; OR 

2. No evidence of prior trials of ACE inhibitors and/or ACE combinations and Angiotensin 
Receptor Antagonist and/or ARB combinations; OR 

3. Pregnancy; OR 

4. Patient is ≤ 17 years old; OR 

5. Patient will be on concurrent therapy of ACE inhibitors or ARBs and a direct renin 
inhibitor/combination with renal impairment of GFR < 60 mL/min; OR 

6. Patient has a diagnosis of diabetes. 
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