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Policy: Oncology Care Value Preferred Specialty Management Annual Review Date:

11/21/2024

Impacted
Drugs: Bosulif
Braftovi
Ibrance 11/21/2024
Iclusig

Lupron Depot 7.5 mg, 22.5 mg, 30 mg, 45 mg
Mektovi

Orgovyx

Scemblix

Tasigna

Last Revised Date:

OVERVIEW
This Care Value policy involves the use of antineoplastic agents used in the treatment and management of oncologic
conditions. This policy does not include the requirement of a generic trial for multi-source brand (MSB) oncology agents.

PoLICY STATEMENT

This Preferred Specialty Management program has been developed to encourage the use of a Preferred Product prior to a
Non-Preferred Product. For all medications (Preferred and Non-Preferred), the patient is required to meet the respective
standard Prior Authorization Policy criteria and to try the Preferred Products prior to the approval of a Non-Preferred
Product. Requests for the Non-Preferred Product will be reviewed using the exception criteria (below). If the patient meets
the standard Prior Authorization Policy criteria for the Non-Preferred Product, but has not tried the Preferred Products, a
review will be offered for the Preferred Products using the respective standard Prior Authorization Policy criteria. All
approvals are provided for the duration noted below.

Automation: None.

Melanoma

BRAF Inhibitors:
Preferred Products Zelboraf, Tafinlar
Non-Preferred Product Braftovi

MEK Inhibitors:
Preferred Products Cotellic, Mekinist
Non-Preferred Product Mektovi
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Non-Small Cell Lung Cancer (NSCLC)

BRAF Inhibitors:

Preferred Product Tafinlar
Non-Preferred Product Braftovi

MEK Inhibitors:

Preferred Product Mekinist
Non-Preferred Product Mektovi

Prostate Cancer
Preferred Product

Eligard

Non-Preferred Product Orgovyx, Lupron Depot (7.5 mg, 22.5 mg, 30 mg, 45 mg only)

Breast Cancer
Preferred Products

Verzenio, Kisgali, Kisgali Femara Co-Pack

Non-Preferred Product Ibrance

Chronic Myeloid Leukemia (CML)

Preferred Products

generic imatinib, generic dasatinib

Non-Preferred Products Bosulif, Tasigna, Iclusig, Scemblix

RECOMMENDED EXCEPTION CRITERIA

Non-Preferred
Product

Exception Criteria

Braftovi 1.

Melanoma, BRAF V600 Mutation-Positive Disease: Approve for 1 year if the patient meets
ONE of the following (A or B):
A) Patient meets BOTH of the following:
i. Patient meets the standard Braftovi Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b):
a) Patient has tried one of Zelboraf or Tafinlar; OR
b) Patient is currently receiving Braftovi; OR
B) If the patient has met the standard Braftovi Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria above (Aii), offer to review for one of the
Preferred Products using either the standard Zelboraf Prior Authorization Policy (General
Oncology) criteria or the Tafinlar Prior Authorization Policy (General Oncology) criteria.
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Non-Preferred Exception Criteria
Product

2. Non-Small Cell Lung Cancer, BRAF V600E Mutation-Positive Disease: Approve for 1 year
if the patient meets ONE of the following (A or B):
A) Patient meets BOTH of the following:
i. Patient meets the standard Braftovi Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b):
a) Patient has tried Tafinlar; OR
b) Patient is currently receiving Braftovi; OR
B) If the patient has met the standard Braftovi Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria above (Aii), offer to review for the Preferred
Product using the standard Tafinlar Prior Authorization Policy (General Oncology) criteria.
3. Other Conditions: Approve for 1 year if the patient meets the standard Braftovi Prior
Authorization Policy (General Oncology) criteria.
Mektovi 1. Melanoma, BRAF V600 Mutation-Positive Disease: Approve for 1 year if the patient meets
ONE of the following (A or B):
A) Patient meets BOTH of the following:
i. Patient meets the standard Mektovi Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b):
a) Patient has tried one of Cotellic or Mekinist; OR
b) Patient is currently receiving Mektovi; OR
B) If the patient has met the standard Mektovi Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria above (Aii), offer to review for one of the
Preferred Products using either the standard Cotellic Prior Authorization Policy (General
Oncology) criteria or the Mekinist Prior Authorization Policy (General Oncology) criteria.
2. Non-Small Cell Lung Cancer, BRAF V600E Mutation-Positive Disease: Approve for 1 year
if the patient meets ONE of the following (A or B):
A) Patient meets BOTH of the following:
i. Patient meets the standard Mektovi Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b):
a) Patient has tried Mekinist; OR
b) Patient is currently receiving Mektovi; OR
B) If the patient has met the standard Mektovi Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria above (Aii), offer to review for the Preferred
Product using the standard Mekinist Prior Authorization Policy (General Oncology) criteria.
3. Other Conditions: Approve for 1 year if the patient meets the standard Mektovi Prior
Authorization Policy (General Oncology) criteria.
Lupron Depot | 1. Prostate Cancer, Advanced: Approve for 1 year if the patient meets ONE of the following (A
(7.5mg, 22.5 or B):
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mg, 30 mg, 45 A) Patient meets BOTH of the following:

mg only) i. Patient meets the standard Lupron Depot Prior Authorization Policy (Gonadotropin-

Releasing Hormone Agonists- Injectable Long-Acting Products) criteria; AND
ii. Patient meets ONE of the following (a or b):

a) Patient has tried Eligard; OR

b) Patient is currently receiving Lupron Depot 7.5 mg, 22.5 mg, 30 mg or 45 mg; OR

B) If the patient has met the standard Lupron Depot Prior Authorization Policy (Gonadotropin-

Releasing Hormone Agonists- Injectable Long-Acting Products) criteria, but has not met the
exception criteria above (Aii), offer to review for the Preferred Product using the standard
Eligard Prior Authorization Policy (General Oncology) criteria.

2. Other Conditions: Approve for 1 year if the patient meets the standard Lupron Depot Prior
Authorization Policy (Gonadotropin-Releasing Hormone Agonists- Injectable Long-Acting
Products) criteria.

Orgovyx 1. Prostate Cancer, Advanced: Approve for 1 year if the patient meets ONE of the following (A
or B):

A) Patient meets BOTH of the following:
i. Patient meets the standard Orgovyx Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b):
a) Patient has tried Eligard; OR
b) Patient is currently receiving Orgovyx; OR
B) If the patient has met the standard Orgovyx Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria above (Aii), offer to review for the Preferred
Product using the standard Eligard Prior Authorization Policy (General Oncology) criteria.

2. Other Conditions: Approve for 1 year if the patient meets the standard Orgovyx Prior
Authorization Policy (General Oncology) criteria.

Ibrance 1. Breast Cancer. Approve for 1 year if the patient meets the following (A or B):

A) Patient meets both of the following (i and ii):
i. Patient meets the standard Ibrance Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b):
a) Patient has been taking Ibrance and is continuing therapy; OR
b) Patient has tried one of Kisgali, Kisqali Femara Co-Pack, or Verzenio; OR
B) If the patient has met the standard Ibrance Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria (Aii), offer to review for one of the Preferred
Products using either the standard Kisgali and Kisgali Femara Co-Pack Prior Authorization
Policy (General Oncology) criteria or the Verzenio Prior Authorization Policy (General
Oncology) criteria.

2. Other Conditions. Approve for 1 year if the patient meets the standard Ibrance Prior

Authorization Policy (General Oncology) criteria.
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Bosulif 1. Philadelphia chromosome-positive Chronic Myeloid Leukemia (Ph+ CML). Approve for 1
year if the patient meets the following (A or B):
A) Patient meets both of the following (i and ii):
i. Patient meets the standard Bosulif Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b):
a) Patient has tried BOTH generic imatinib AND generic dasatinib; OR
b) Patient is currently receiving Bosulif; OR
B) If the patient has met the standard Bosluif Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria (Aii), offer to review for one of the Preferred
Products using either the standard Imatinib Prior Authorization Policy (General Oncology)
criteria or the Dasatinib Prior Authorization Policy (General Oncology) criteria.
2. Other Conditions. Approve for 1 year if the patient meets the standard Bosulif Prior
Authorization Policy (General Oncology) criteria.
Iclusig 1. Philadelphia chromosome-positive Chronic Myeloid Leukemia (Ph+ CML). Approve for 1
year if the patient meets the following (A or B):
A) Patient meets both of the following (i and ii):
i. Patient meets the standard Iclusig Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b or ¢):
a) Patient has tried BOTH generic imatinib AND generic dasatinib; OR
b) Patient is currently receiving Iclusig; OR
¢) Patient has Ph+ CML with T3151 mutation; OR
B) If the patient has met the standard Iclusig Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria (Aii), offer to review for one of the Preferred
Products using either the standard Imatinib Prior Authorization Policy (General Oncology)
criteria or the Dasatinib Prior Authorization Policy (General Oncology) criteria.
2. Other Conditions. Approve for 1 year if the patient meets the standard Iclusig Prior
Authorization Policy (General Oncology) criteria.
Scemblix 1. Philadelphia chromosome-positive Chronic Myeloid Leukemia (Ph+ CML). Approve for 1
year if the patient meets the following (A or B):
A) Patient meets both of the following (i and ii):
i. Patient meets the standard Scemblix Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b or ¢):
a) Patient has tried BOTH generic imatinib AND generic dasatinib; OR
b) Patient is currently receiving Scemblix; OR
¢) Patient has Ph+ CML with T3151 mutation; OR
B) If the patient has met the standard Scemblix Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria (Aii), offer to review for one of the Preferred
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Products using either the standard Imatinib Prior Authorization Policy (General Oncology)
criteria or the Dasatinib Prior Authorization Policy (General Oncology) criteria.
2. Other Conditions. Approve for 1 year if the patient meets the standard Scemblix Prior
Authorization Policy (General Oncology) criteria.

Tasigna 1. Philadelphia chromosome-positive Chronic Myeloid Leukemia (Ph+ CML). Approve for 1

year if the patient meets the following (A or B):
A) Patient meets both of the following (i and ii):
i. Patient meets the standard Tasigna Prior Authorization Policy (General Oncology)
criteria; AND
ii. Patient meets ONE of the following (a or b):
a) Patient has tried BOTH generic imatinib AND generic dasatinib; OR
b) Patient is currently receiving Tasigna; OR
B) If the patient has met the standard Tasigna Prior Authorization Policy (General Oncology)
criteria, but has not met the exception criteria (Aii), offer to review for one of the Preferred
Products using either the standard Imatinib Prior Authorization Policy (General Oncology)
criteria or the Dasatinib Prior Authorization Policy (General Oncology) criteria.
2. Other Conditions. Approve for 1 year if the patient meets the standard Tasigna Prior
Authorization Policy (General Oncology) criteria.

Initial Approval/ Extended Approval.
A) Initial Approval: 1 year
B) Extended Approval: 1 year

REFERENCES

NogprwNE

10.
11.
12.
13.
14.

Cotellic™ tablets [prescribing information]. South San Francisco, CA: Genentech/Roche; May 2023.

Mekinist® tablets [prescribing information]. East Hanover, NJ: Novartis; August 2023.

Tafinlar® capsules [prescribing information]. East Hanover, NJ: Novartis; August 2023.

Zelboraf® tablets [prescribing information]. South San Francisco, CA: Genentech; May 2020.

Mektovi® tablets [prescribing information]. Boulder, CO: Array BioPharma; October 2023.

Braftovi™ capsules [prescribing information]. Boulder, CO: Array BioPharma; October 2023.

The NCCN Melanoma Clinical Practice Guidelines in Oncology (version 2.2023 — March 10, 2023). © 2023 National Comprehensive Cancer
Network. Available at: http://www.nccn.org. Accessed on October 6, 2023.

The NCCN Non-Small Cell Lung Cancer Clinical Practice Guidelines in Oncology (version 7.2024 — June 26, 2024). © 2024 National
Comprehensive Cancer Network. Available at: http://www.nccn.org/. Accessed on August 9, 2024.

Orgovyx [prescribing information]. Marlborough, MA: Sumitomo Pharma America, Inc.; August 2023.

Eligard [prescribing information]. Fort Collins, CO: Tolmar Pharmaceuticals, Inc.; April 2019.

Ibrance® capsules and tablets [prescribing information]. New York, NY: Pfizer; December 2022.

Kisgali® tablets [prescribing information]. East Hanover, NJ: Novartis; October 2022.

Kisgali® Femara® Co-Pack tablets [prescribing information]. East Hanover, NJ: Novartis; October 2022.

Verzenio® tablets [prescribing information]. Indianapolis, IN: Eli Lilly; March 2023.

This document is subject to the disclaimer found at https://www.medmutual.com/For-Providers/Policies-and-Standards/CorporateMedicalDisclaimer.aspx and is subject
to change. https://www.medmutual.com/For-Providers/Policies-and-Standards/Prescription-Drug-Resources.aspx

© 2024 Medical Mutual of Ohio Page 6 of 7


https://www.medmutual.com/For-Providers/Policies-and-Standards/CorporateMedicalDisclaimer.aspx
https://www.medmutual.com/For-Providers/Policies-and-Standards/Prescription-Drug-Resources.aspx
http://www.nccn.org/
http://www.nccn.org/

15.

16.

17.

18.

19.

20.
21.
22.
23.
24.

@ MEDICAL MUTUAL

The NCCN Breast Cancer Clinical Practice Guidelines in Oncology (version 1.2024 — January 25, 2024). © 2024 National Comprehensive Cancer
Network. Available at: http://www.nccn.org. Accessed on February 19, 2024.

The NCCN Drugs and Biologics Compendium. © 2024 National Comprehensive Cancer Network. Available at: http://www.nccn.org. Search
term: ribociclib. Accessed on February 19, 2024.

Finn RS, Rugo HS, Dieras V, et al. Overall survival (OS) with first-line palbociclib plus letrozole (PAL+LET) versus placebo plus letrozole
(PBO+LET) in women with estrogen receptor—positive/human epidermal growth factor receptor 2—negative advanced breast cancer (ER+/HER2—
ABC): analyses from PALOMA-2 [abstract LBA1003]. Presented at: American Society of Clinical Oncology (ASCO) 2022 Annual Meeting;
Chicago, IL; June 3-7, 2022.

Hortobagyi GN, Stemmer SM, Burris HA, et al. Overall survival with ribociclib plus letrozole in advanced breast cancer. N Eng J Med.
2022;386:942-950.

Lu Y, Im S, Colleoni M, et al. Updated overall survival of ribociclib plus endocrine therapy versus endocrine therapy alone in pre-and
perimenopausal patients with HR+/HER2- advanced breast cancer in MONALEESA-7: a phase 11l randomized clinical trial. Clin Cancer Res.
2022;28(5):851-859.

Iclusig [prescribing information]. Lexington, MA: Takeda Pharmaceuticals America, Inc.; March 2024.

Scemblix [prescribing information]. East Hanover, NJ: Novartis; August 2024.

Tasigna [prescribing information]. East Hanover, NJ: Novartis; February 2024.

Bosulif [prescribing information]. New York, NY: Pfizer Labs; September 2023.

Sprycel [prescribing information]. Princeton, NJ: Bristol-Myers Squibb; July 2024.

This document is subject to the disclaimer found at https://www.medmutual.com/For-Providers/Policies-and-Standards/CorporateMedicalDisclaimer.aspx and is subject
to change. https://www.medmutual.com/For-Providers/Policies-and-Standards/Prescription-Drug-Resources.aspx

© 2024 Medical Mutual of Ohio Page 7 of 7


https://www.medmutual.com/For-Providers/Policies-and-Standards/CorporateMedicalDisclaimer.aspx
https://www.medmutual.com/For-Providers/Policies-and-Standards/Prescription-Drug-Resources.aspx
http://www.nccn.org/
http://www.nccn.org/

