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PRIOR AUTHORIZATION CRITERIA 
BRAND NAME  NEULASTA   
(generic)   (pegfilgrastim) 
                                                                                                                                             
Status:  CVS Caremark Criteria        MDC  
Type:  Initial Prior Authorization       Ref # 153-A 

 
FDA-APPROVED INDICATION1 

Neulasta is indicated to decrease the incidence of infection, as manifested by febrile neutropenia, in patients with non-
myeloid malignancies receiving myelosuppressive anti-cancer drugs associated with a clinically significant incidence of 
febrile neutropenia. 
 
Compendial Uses 
Mobilization of peripheral blood progenitor cells prior to autologous transplantation2 
 

CRITERIA FOR APPROVAL 
 

1  Is Neulasta being prescribed for the prophylaxis of chemotherapy-induced febrile 
neutropenia? 
[If no, skip to question 4.] 
 

Yes No 

2  Is the request for a patient with a non-myeloid cancer? 
[If no, no further questions.] 
 

Yes No 

3  Is the patient currently receiving or will the patient be receiving treatment with 
myelosuppressive anti-cancer therapy? 
[No further questions.] 
 

Yes No 

4  Is Neulasta being requested for mobilization of peripheral blood progenitor cells (PBPCs)? 
[If no, no further questions.] 
 

Yes No 

5  Is the mobilization of PBPCs being done prior to autologous stem cell transplantation? 
 

Yes No 

 

Guidelines for Approval 

Duration of Approval 6 Months 

Set 1: Prophylaxis of FN  Set 2: Mobilization of PBPC 

Yes to question(s) No to question(s) Yes to question(s) No to question(s) 

1 None 4 1 

2  5  

3    

 

Internal Use Only – Mapping Instructions 

 Yes No 

1  Go to 2 Go to 4 

2  Go to 3 Deny 

3  Approve, 6 months Deny 

4  Go to 5 Deny 

5  Approve, 6 months Deny 
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RATIONALE 

These criteria meet the Medicare Part D definition of a medically accepted indication. This definition includes uses which 

are approved by the FDA or supported by a citation included, or approved for inclusion, in one of the Medicare approved 

compendia. 
 
The intent of the criteria is to ensure that patients follow selection elements noted in labeling and/or practice guidelines in 
order to decrease the potential for inappropriate utilization.   
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