
Line of Business (LOB) Legend:
WAH = Washington Apple Health IMC
BHSO = Behavioral Health Services Only
CS = Individual & Family (Cascade Select)
MA = Medicare Advantage
D-SNP = Medicare Special Needs Plan

Last Updated: 01/20/2026

CCC Name & Link Line of Business Last Updated Summary of Change

MM125 Physical, Occupational and Speech Therapy

WAH
CS

D-SNP
3/12/2025 Added AHE, removed Medicare. Updated citations.

MM127 Arthroscopic Debridement or Lavage of 
Osteoarthritic Knee

WAH
CS

D-SNP
6/24/2025 Updated citations. Removed contract citation for Medicare.

MM128 Orthoptic Therapy

WAH
CS

D-SNP 3/12/2025

Made exam criteria for initiation “or” rather than “and” so that not 
all findings have to be documented. Added explanation of new code 
92066   for vision therapy performed by technician.  Clarified source 
of last criteria edits in Nov 2022. Citations updated

MM129 Neuropsychological Testing

WAH
CS

BHSO
D-SNP

4/9/2025 Minor edits, updated billing guide link

MM130 Cardiac Stents

WAH
CS

D-SNP
6/24/2025

Updated citations. Added details of any specific needs related to risk, 
trauma, or cultural concerns, specifically to address health equity 
concerns.

MM131 Transplants and Transplant Work-ups, Donor 
Search, Donation

WAH
CS

D-SNP
10/17/2025 Minor edits. Updated citations.

MM132 Complementary and Alternative Care

WAH
CS

D-SNP
1/8/2025 Removed Medicare from policy. Updated citations.

MM134 Program of Assertive Community Treatment 
(PACT) Program Criteria

WAH
BHSO 1/9/2026 Review, minor grammar and formatting edits

MM135 Positive Airway Pressure Devices

WAH
CS

D-SNP
3/12/2025 Added AASM reference for BiPAP devices for children by weight. 

Added AHE and removed Medicare. Updated citations. 

MM136 Durable Medical Equipment

WAH
CS

D-SNP

10/23/2025

Changed title to Medical Equipment and Supplies in alignment with 
HCA Provider Billing Guide. Added limitation extension criteria for 
supplies. Separated insulin pumps from CGMs. Minor edits to criteria 
for mandibular advancement devices to align with the HCA provider 
Billing Guide. Updated citations and links. Edited Continuous Passive 
Motion to align with HCA Medical Equipment and Supplies Provider 
Billing guide with maximum rental for 21 days.

MM139 Skilled Nursing Facility, Comprehensive Outpatient 
Rehab Facility

WAH
CS

D-SNP
3/12/2025 SNF Leveling added. Added AHE. Removed Medicare. Updated 

citations. 

MM141 Reconstructive Plastic Surgery

WAH
CS

D-SNP
12/12/2025

Clarified plastic/reconstructive surgery following medically necessary 
mastectomy and lumpectomy. Corrected links. Minor edits and 
updates to criteria. 

MM143 Sterilization

WAH
CS

D-SNP
6/24/2025

Updated citations. Added details of any specific needs related to risk, 
trauma, or cultural concerns, specifically to address health equity 
concerns

Clinical Coverage Criteria (CCC)

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Physical_Occupational_and_Speech_Therapy_Clinical_Coverage_Criteria_-_MM125.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Arthroscopic_Debridement_or_Lavage_of_Osteoarthritic_Knee_Clinical_Coverage_Criteria_-_MM127.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Arthroscopic_Debridement_or_Lavage_of_Osteoarthritic_Knee_Clinical_Coverage_Criteria_-_MM127.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Orthoptic_Vision_Therapy_Clinical_Coverage_Criteria_-_MM128.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Neuropsychological_Testing_Clinical_Coverage_Criteria_-_MM129.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Cardiac_Stents_Clinical_Coverage_Criteria_-_MM130.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Transplants_and_Transplant_Work-ups_Clinical_Coverage_Criteria_-_MM131.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Transplants_and_Transplant_Work-ups_Clinical_Coverage_Criteria_-_MM131.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Complementary_and_Alternative_Care_Clinical_Coverage_Criteria_-_MM132.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Program_of_Assertive_Community_Treatment_PACT_Program_Criteria_Clinical_Coverge_Criteria_-_MM134.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Program_of_Assertive_Community_Treatment_PACT_Program_Criteria_Clinical_Coverge_Criteria_-_MM134.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Positive_Airway_Pressure_Devices_Clinical_Coverage_Criteria_-_MM135.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Medical_Equipment_and_Supplies_Clinical_Coverage_Criteria_-_MM136.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Skilled_Nursing_Facility__Comprehensive_Outpatient_Rehabilitation_Facility_Clinical_Coverage_Criteria_-_MM139.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Skilled_Nursing_Facility__Comprehensive_Outpatient_Rehabilitation_Facility_Clinical_Coverage_Criteria_-_MM139.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Reconstructive_Plastic_Surgery_Clinical_Coverage_Criteria_-_MM141.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Sterilization_Clinical_Coverage_Criteria_-_MM143.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

MM144 Home Oxygen

WAH
CS

D-SNP
10/17/2025 Updated links and citations.

MM145 Bariatric Surgery

WAH
CS

D-SNP
10/17/2025 Minor edits. Updated citations.

MM146 Tympanostomy Tubes

WAH
CS

D-SNP
9/10/2025 Updated links and citations.

MM147 Enteral Therapy Products for Enrollees with 
Inherited Metabolic Disorders

WAH
CS

D-SNP
12/12/2025

Added Medical Appropriateness criteria. Edited required 
documentation to clarify that recent records are required. Corrected 
ages for required nutritional assessment. Updated links, minor edits. 
Updated citations.

MM148 Extracorporeal Membrane Oxygenation Therapy

WAH
CS

D-SNP
9/10/2025 Updated links and citations.

MM149 Spinal Injections and Facet Neurotomy

WAH
CS

D-SNP
1/9/2026 Added RAZC Procedure, references, and equity considerations for 

spinal injections.

MM151 Nonpharmacologic Treatments for Treatment-
Resistant Depression

WAH
CS

BHSO
D-SNP

10/17/2025 Added link to LCD L37088 for rTMS

MM152 Intensity Modulated Radiation Therapy IMRT

WAH
CS

D-SNP
1/9/2026 Added equity considerations. Updated citations. 

MM153 Proton Beam Therapy

WAH
CS

D-SNP
6/24/2025

Updated citations. Added Details of any specific needs related to risk, 
trauma, or cultural concerns, specifically to address health equity 
concerns

MM154 Applied Behavioral Analysis
WAH
BHSO

CS
7/9/2025 Reviewed, minor grammatical edits only

MM155 Wraparound with Intensive Services Program 
(WISe) for AH-IMC and BHSO

WAH
BHSO

4/9/2025 Reviewed, no edits.

MM158 Prosthetics, Orthotics, and Therapeutic Diabetic 
Shoes

WAH
CS

D-SNP
1/9/2026 Added equity considerations and updated citations.

MM159 Medically Intensive Children's Program (MICP)
WAH

4/9/2025
Updated the Indications/Criteria section to include specific criteria 
for Initial Assessments. Added Appendix A as a Supplemental 
Attestation of Non-Delegation of PDN Services.

MM162 Medical Appropriateness for Service or Medication

WAH
CS

BHSO
MA

D-SNP

11/25/2025
Minor edits to ED leveling policy to clarify that lower E&M coding will 
not be substituted for provider claim.

MM163 Hospice Care, Pediatric Concurrent Care, and 
Pediatric Palliative Care

WAH
CS

D-SNP
10/17/2025 Updated links and citations.

MM164 Clinical Trials for Treatments and Devices

WAH
CS

D-SNP
12/12/2025 Minor edits. Citations updated.

MM165 Genetic Testing

WAH
CS

D-SNP
11/14/2025

Added NCD 90.2 as the primary coverage criteria for NGS. Added 
Foundation CDX as one of the diagnostic genetic tests under 
oncology NGS. Added Oncoplex (UW genetic testing panel) to 
additional oncology tests passing the TA.

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Home_Oxygen_Clinical_Coverage_Criteria_-_MM144.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Bariatric_Surgery_Clinical_Coverage_Criteria_-_MM145.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Tympanostomy_Tubes_Clinical_Coverage_Criteria_-_MM146.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Enteral_Therapy_Products_for_Enrollees_with_Inherited_Metabolic_Disorders_and_for_Nutritional_Support_Clinical_Coverage_Criteria_-_MM147.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Enteral_Therapy_Products_for_Enrollees_with_Inherited_Metabolic_Disorders_and_for_Nutritional_Support_Clinical_Coverage_Criteria_-_MM147.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Extracorporeal_Membrane_Oxygenation_Therapy_Clinical_Coverage_Criteria_-_MM148.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Spinal_Injections_and_Facet_Neurotomy_Clinical_Coverage_Criteria_-_MM149.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Nonpharmacologic_Treatments_for_Treatment-Resistant_Depression_Clinical_Coverage_Criteria_-_MM151.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Nonpharmacologic_Treatments_for_Treatment-Resistant_Depression_Clinical_Coverage_Criteria_-_MM151.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Intensity_Modulated_Radiation_Therapy_IMRT_Clinical_Coverage_Criteria_-_MM152.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Proton_Beam_Therapy_Clinical_Coverage_Criteria_-_MM153.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Applied_Behavioral_Analysis_Clinical_Coverage_Criteria_-_MM154.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Wraparound_with_Intensive_Services_Program_(WISe)_for_AH-IMC_and_BHSO_Clinical_Coverage_Criteria_-_MM155.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Wraparound_with_Intensive_Services_Program_(WISe)_for_AH-IMC_and_BHSO_Clinical_Coverage_Criteria_-_MM155.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Prosthetics,_Orthotics,_and_Therapeutic_Diabetic_Shoes_Clinical_Coverage_Criteria_-_MM158.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Prosthetics,_Orthotics,_and_Therapeutic_Diabetic_Shoes_Clinical_Coverage_Criteria_-_MM158.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Medically_Intensive_Childrens_Program_(MICP)_Clinical_Coverage_Criteria_-_MM159.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Medical_Appropriateness_for_Service_or_Medication_Clinical_Coverage_Criteria_-_MM162.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hospice_Care_Pediatric_Concurrent_Care_and_Pediatric_Palliative_Care_Clinical_Coverage_Criteria_-_MM163.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hospice_Care_Pediatric_Concurrent_Care_and_Pediatric_Palliative_Care_Clinical_Coverage_Criteria_-_MM163.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Clinical_Trials_for_Treatments_and_Devices_Clinical_Coverage_Criteria_-_MM164.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Genetic_Testing_Policy_Clinical_Coverage_Criteria_-_MM165.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

MM166 Gender Affirming Care

WAH
CS

D-SNP
5/14/2025 Added criteria for hair removal sessions and the need for evidence-

based treatment aligned with standards of care

MM167 Speech Generating Devices (Augmentative 
Communication Devices)

WAH
CS

D-SNP
3/12/2025

Added AHE, Removed Medicare, Updated citations, Clarified that the 
records must show a medical condition resulting in a severe 
permanent speech disorder. 

MM168 Hearing Assist Devices
WAH

CS
D-SNP

11/25/2025 Added hearing assist device criteria for Cascade Select Members in 
case these are covered starting 1/1/2026.

MM169 Bathroom and Toilet DME and Supplies
WAH

CS
D-SNP

1/9/2026 Added equity considerations. Updated citations.

MM170 Drug Testing in Substance Use Disorder Treatment 
and Pain Management 

WAH
CS

BHSO
D-SNP

3/12/2025

Added AHE. Removed Medicare. Updated citations and links to LCD 
for Washington, effective on 4/17/25. Added health equity. Removed 
LCD references for Individual & Family. Added redirection to LCD for 
Medicare

MM171 Inpatient Rehabilitation
WAH

CS
D-SNP

9/10/2025 Added definition of Medically Appropriate. Updated links and 
citations. 

MM172 Home Health Skilled Services
WAH

CS
D-SNP

3/12/2025 Removal of limitation for HH SN services. Added AHE, Removed 
Medicare. Updated citations.

MM176 Psychological Testing

WAH
CS

BHSO
D-SNP

4/9/2025 Reviewed, minor grammatical edits

MM177 Eating Disorders, Inpatient Behavioral Health Level 
of Care

WAH
CS

BHSO
D-SNP

8/13/2025 Updated required documentation to include evidence criteria are 
met for a DSM eating disorder diagnosis, other minor edit

MM178 Eating Disorders, Partial Hospital Behavioral Health 
Level of Care

WAH
CS

BHSO
D-SNP

8/13/2025 Updated required documentation to include evidence of DSM eating 
disorder diagnosis, other minor edits

MM179 Eating Disorders, Residential Behavioral Health 
Level of Care

WAH
CS

BHSO
D-SNP

8/13/2025 Updated required documentation to include evidence of eating 
disorder DSM diagnosis, other minor edits

MM180 Electroconvulsive Therapy (ECT)

WAH
CS

BHSO
D-SNP

4/9/2025 Reviewed, no changes

MM181 Repetitive Transcranial Magnetic Stimulation 
(rTMS)

WAH
CS

BHSO
D-SNP

4/9/2025 Updated link to HCA MH Billing Guide

MM182 Peripheral Nerve Blocks, Diagnostic Injections, 
Ablations and Electrostimulation 

WAH
CS

D-SNP
1/9/2026 Added equity considerations. Updated links and citations. 

MM183 Cervical Or Lumbar Spinal Fusion For Patients With 
Degenerative Disc Disease

WAH
CS

D-SNP
12/12/2025 Removed reference to LCD. Minor edits. Citations updated.

MM184 Pharmacogenetic Testing

WAH
CS

BHSO
D-SNP

9/10/2025 Updated links and citations.

MM185 Sacroiliac Joint Fusion
WAH

CS
D-SNP

5/14/2025 Removed Medicare. Updated citations.

MM186 Hip Surgery for Femoroacetabular Impingement 
(FAI) Syndrome

WAH
CS

D-SNP
10/17/2025 Added ETR criteria for AH members. Updated citations and links. 

MM188 Out of Area Medical or Behavioral Health Services 
for AH-IMC Members

WAH
BHSO

CS
1/9/2026 Added equity considerations. Updated citations. 

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Gender_Affirming_Care_Clinical_Coverage_Criteria_-_MM166.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Speech_Generating_Devices_Augmentative_Communication_Devices_Clinical_Coverage_Criteria_-_MM167.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Speech_Generating_Devices_Augmentative_Communication_Devices_Clinical_Coverage_Criteria_-_MM167.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hearing_Assist_Devices_Clinical_Coverage_Criteria_-_MM168.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Bathroom_and_Toilet_DME_and_Supplies_Clinical_Coverage_Criteria_-_MM169.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Drug_Testing_in_Substance_Use_Disorder_Treatment_and_Pain_Management_Clinical_Coverage_Criteria_-_MM170.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Drug_Testing_in_Substance_Use_Disorder_Treatment_and_Pain_Management_Clinical_Coverage_Criteria_-_MM170.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Inpatient_Rehabilitation_Clinical_Coverage_Criteria_-_MM171.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Home_Health_Skilled_Services_Clinical_Coverage_Criteria_-_MM172.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Psychological_Testing_Clinical_Coverage_Criteria_-_MM176.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Eating_Disorders_Inpatient_Behavioral_Health_Level_of_Care_Clinical_Coverage_Criteria_-_MM177.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Eating_Disorders_Inpatient_Behavioral_Health_Level_of_Care_Clinical_Coverage_Criteria_-_MM177.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Eating_Disorders_Partial_Hospital_Behavioral_Health_Level_of_Care_Clinical_Coverage_Criteria_-_MM178.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Eating_Disorders_Partial_Hospital_Behavioral_Health_Level_of_Care_Clinical_Coverage_Criteria_-_MM178.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Eating_Disorders_Residential_Behavioral_Health_Level_of_Care_Clinical_Coverage_Criteria_-_MM179.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Eating_Disorders_Residential_Behavioral_Health_Level_of_Care_Clinical_Coverage_Criteria_-_MM179.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Electroconvulsive_Therapy_ECT_Clinical_Coverage_Criteria_-_MM180.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Repetitive_Transcranial_Magnetic_Stimulation_rTMS_Clinical_Coverage_Criteria_-_MM181.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Repetitive_Transcranial_Magnetic_Stimulation_rTMS_Clinical_Coverage_Criteria_-_MM181.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Peripheral_Nerve_Blocks_Diagnostic_Injections_Ablations_and_Electrostimulation_Clinical_Coverage_Criteria_-_MM182.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Peripheral_Nerve_Blocks_Diagnostic_Injections_Ablations_and_Electrostimulation_Clinical_Coverage_Criteria_-_MM182.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Cervical_Or_Lumbar_Spinal_Fusion_For_Patients_With_Degenerative_Disc_Disease_Clinical_Coverage_Criteria_-_MM183.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Cervical_Or_Lumbar_Spinal_Fusion_For_Patients_With_Degenerative_Disc_Disease_Clinical_Coverage_Criteria_-_MM183.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Pharmacogenetic_Testing_Clinical_Coverage_Criteria_-_MM184.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Sacroiliac_Joint_Fusion_Clinical_Coverage_Criteria_-_MM185.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hip_Surgery_for_Femoroacetabular_Impingement_(FAI)_Syndrome_Clinical_Coverage_Criteria_-_MM186.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hip_Surgery_for_Femoroacetabular_Impingement_(FAI)_Syndrome_Clinical_Coverage_Criteria_-_MM186.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Out-_of-_Area_Medical_or_Behavioral_Health_Services_for_AH-IMC_Members_Clinical_Coverage_Criteria_-_MM188.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Out-_of-_Area_Medical_or_Behavioral_Health_Services_for_AH-IMC_Members_Clinical_Coverage_Criteria_-_MM188.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

MM189 Out of Network Policy for Cascade Select CS 10/17/2025 Minor edits.

MM190 Knee and Hip Arthroplasty for Osteoarthritis
WAH

CS
D-SNP

12/12/2025 Clarified definition of Kellgren-Lawrence grade IV in the criteria. 
Corrected links. Updated citations.

MM192 Spinal Cord Stimulation for Treatment of Chronic 
Pain

WAH
CS

D-SNP
10/17/2025 Updated citations.

MM193 New Journeys Coverage Criteria for AH-IMC and 
BHSO

WAH
BHSO

1/9/2026 Reviewed, no changes

MM194 Intensive Behavioral Health Treatment Facility
WAH
BHSO

10/17/2025 Removed completed LOCUS tool from continuation criteria, minor 
edits

MM195 Wheelchair
WAH

CS
D-SNP

9/10/2025 Corrected codes. Clarified that power standing function criteria 
include no substantially less costly option. 

MM196 Intensive Behavioral Supportive Supervision (IBSS)
WAH
BHSO

12/12/2025 Added HCA’s 2026 updates to criteria, including exhaustion of other 
services and minimum initial tier requirement

MM197 Mental Health Partial Hospitalization Programs 
(PHP)

WAH
CS

BHSO
D-SNP

10/17/2025 Updated service lines, added reference to LCD for Medicare 
members

MM198 Mental Health Intensive Outpatient Programs 
(IOP)

WAH
CS

BHSO
D-SNP

6/24/2025 Specified annual approval limit, minor copy edits

MM199 Out-of-Network Medical or Behavioral Health 
Services for Medicare Member

MA 3/12/2025 Added definitions. Ensured alignment with OP216, OP610, and 
UM436. 

MM200 Community Behavior Health Support (CBHS)
WAH
MA

6/24/2025 Revision to align with CBHS Services Guide, minor copy edits

MM207 Substance Use Disorder Intensive Outpatient 
Treatment Programs (SUD IOP)

WAH
BHSO
D-SNP

4/9/2025 New policy

MM209 Corneal Collagen Cross-Linking (CXL) using 
Riboflavin drop

WAH
CS 4/9/2025 New policy

MM211 Skin Substitutes
WAH

CS 1/9/2026
Requirement for price quote with the request. Maximum price of 
$125.38 per square centimeter and reference. Equity considerations. 
Citations updated.

MM213: Long Term Acute Care Hospital LTACH for Apple 
Health and Cascade Select

WAH
CS 12/12/2025 New policy

PM103 Ipilimumab (Yervoy) WAH 10/17/2025

Annual review. (1) Hepatocellular Carcinoma – removed requirement 
for trial of TKI and Child-Pugh classification; (2) Separated indications 
for small bowel adenocarcinoma, ampullary adenocarcinoma, and 
gastric cancer [previously “Small Bowel Adenocarcinoma , 
Microsatellite Instability-High (MSI-H) or Mismatch Repair Deficient 
(dMMR), Ampullary Adenocarcinoma, MSI-H or dMMR, or Gastric 
Cancer, MSI-H or dMMR.”] (3) Merkel Cell Carcinoma – added 
regional disease indication and use with Opdivo unless previously 
progressed on PD-L1 therapy; (4) Added Gestational Trophoblastic 
Neoplasia indication.

PM104 Pemetrexed (Alimta® and Pemfexy®)

WAH
CS
MA

D-SNP

1/9/2026
Annual review. Removed urothelial carcinoma criteria as it is no 
longer a covered indication. Added vaginal cancer as a covered 
indication.

PM105 Brentuximab vedotin (Adcetris) 

WAH
CS
MA

7/9/2025

Annual review. Classified T-cell Lymphoma by indication/treatment 
to reflect NCCN Guidelines (Anaplastic large cell lymphoma (ALCL), 
CD30+ T-cell lymphoma, CD30+ Cutaneous T-Cell Lymphoma (except 
CD30+ lymphomatoid papulosis), and CD30+ lymphomatoid 
papulosis).

PM108 Pertuzumab (Perjeta)

WAH
CS
MA

D-SNP

7/9/2025 Annual Review. Updated Colon/Rectal cancer criteria to require wild-
type RAS and BRAF

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Out_of_Network_Policy_for_Cascade_Select_Clinical_Coverage_Criteria_-_MM189.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Knee_and_Hip_Arthroplasty_for_Osteoarthritis_Clinical_Coverage_Criteria_-_MM190.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Spinal_Cord_Stimulation_for_Treatment_of_Chronic_Pain_Clinical_Coverage_Criteria_-_MM192.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Spinal_Cord_Stimulation_for_Treatment_of_Chronic_Pain_Clinical_Coverage_Criteria_-_MM192.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/New_Journeys_Coverage_Criteria_for_AH-IMC_and_BHSO_-_MM193.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/New_Journeys_Coverage_Criteria_for_AH-IMC_and_BHSO_-_MM193.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Intensive_Behavioral_Health_Treatment_Facility_Clinical_Care_Criteria_-_MM194.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Wheelchair_Clinical_Coverage_Criteria_-_MM195.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Intensive_Behavioral_Supportive_Supervision_IBSS_Clinical_Coverage_Criteria_-_MM196.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Mental_Health_Partial_Hospitalization_Programs_PHP_Clinical_Coverage_Criteria_-_MM197.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Mental_Health_Partial_Hospitalization_Programs_PHP_Clinical_Coverage_Criteria_-_MM197.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Mental_Health_Intensive_Outpatient_Programs_IOP_Clinical_Coverage_Criteria_-_MM198.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Mental_Health_Intensive_Outpatient_Programs_IOP_Clinical_Coverage_Criteria_-_MM198.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Out_of_Network_Medical_or_Behavioral_Health_Services_for_Medicare_Members_Clinical_Coverage_Criteria_-_MM199.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Out_of_Network_Medical_or_Behavioral_Health_Services_for_Medicare_Members_Clinical_Coverage_Criteria_-_MM199.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Community_Behavior_Health_Support_CBHS_Clinical_Coverage_Criteria_-_MM200.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Substance_Use_Disorder_Intensive_Outpatient_Treatment_Programs_SUD_IOP_Clinical_Coverage_Criteria_MM207.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Substance_Use_Disorder_Intensive_Outpatient_Treatment_Programs_SUD_IOP_Clinical_Coverage_Criteria_MM207.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Corneal_Cross_Linking_CXL_using_Riboflavin__drop_Clinical_Coverage_Criteria_-_MM209.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Corneal_Cross_Linking_CXL_using_Riboflavin__drop_Clinical_Coverage_Criteria_-_MM209.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Skin_Substitutes_Clinical_Coverage_Criteria_-_MM211.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Long_Term_Acute_Care_Hospital_LTACH_for_Apple_Health_and_Cascade_Select_Clinical_Coverage_Criteria_-_MM213.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Long_Term_Acute_Care_Hospital_LTACH_for_Apple_Health_and_Cascade_Select_Clinical_Coverage_Criteria_-_MM213.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Ipilimumab_Yervoy_Clinical_Coverage_Criteria_-_PM103.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Pemetrexed_Alimta_and_Pemfexy_Clinical_Coverage_Criteria_-_PM104.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Brentuximab_vedotin_Adcetris_Clinical_Coverage_Criteria_-_PM105.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Pertuzumab_Perjeta_Clinical_Coverage_Criteria_-_PM108.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM109 Palivizumab (Synagis)

WAH
CS
MA

D-SNP

10/17/2025

Early update. Added background that nirsevimab and clesrovimab 
and first-line recommended immunization products for RSV. Updated 
criteria to confirm that the member has not received nirsevimab nor 
clesrovimab prior to Synagis. Updated criteria to require 
confirmation that the member is not contraindicated to both 
nirsevimab and clesrovimab or to require confirmation that there is 
an availability issue with both nirsevimab and clesrovimab.

PM110 Nanoparticle albumin bound paclitaxel (Abraxane)

WAH
CS
MA

D-SNP

4/9/2025

Annual Review.  For Breast Cancer. Changed criteria for failure or 
contraindication to paclitaxel or docetaxel to apply to all cases. 
Removed requirement for recurrent or metastatic breast cancer.  For 
Non-Small Cell Lung Cancer (NSCLC). Added criteria that member is 
not a candidate for curative surgery or radiation therapy. Modified 
sub-criteria for “NSCLC tumor is negative or unknown for targetable 
mutations” to provide two treatment pathways: 1) first-line with 
Abraxane + platinum-containing chemotherapy + immune checkpoint 
inhibitor; 2) subsequent therapy with Abraxane as single agent.

PM112 Ramucirumab (Cyramza)

WAH
CS
MA

D-SNP

9/10/2025
Annual Review. For “Colon and Rectal Cancer”, bevacizumab was 
removed as a requirement for first-line therapy and changed to 
FOLFOX, CAPEOX, FOLFIRI, and FOLFIRINOX.

PM114 Epoprostenol (Flolan, Veletri), generics

WAH
CS
MA

D-SNP

7/9/2025 Annual Review. No changes

PM115 Cetuximab (Erbitux)

WAH
CS
MA

D-SNP

10/17/2025

Annual Review. (1) Appendiceal adenocarcinoma indication was 
consolidated into Colon and Rectal cancer; (2) Colon and Rectal 
Cancer – Added criteria for pMMR/MSS or dMMR/MSI-H [w 
progression on checkpoint immunotherapy], separated first 
/subsequent-line use into individual categories, moved 
Erbitux/Braftovi/FOLFOX to first-line therapy for BRAF V600E 
mutation positive disease; (3) NSCLC – Erbitux can be used following 
trial of osimertinib with lazertinib or amivantamab-vmjw with 
lazertinib; (4) Squamous Cell Skin Cancer – separated treatment 
pathways dependent on indication [locally-advanced cutaneous 
squamous cell cancer; Satellitosis/in-transit metastasis (S-ITM); 
resected high-risk regional disease of the head and neck; 
unresectable/inoperable/incompletely resected regional disease; 
regional recurrence/distant metastatic disease] with associated 
recommendations for RT/surgery/chemotherapy; (5) Updated 
guidelines section in background to reflect changes in NCCN 
recommendations.

PM116 Ado-trastuzumab emtansine (Kadcyla)

WAH
CS
MA

D-SNP

1/9/2026 Annual Review. No changes.

PM117 Pembrolizumab (Keytruda)

WAH
CS
MA

D-SNP

4/9/2025

Annual Review. Criteria was updated for the following indications: 
MSI-H/dMMR tumors, vaginal cancer, vulvar cancer, and endometrial 
carcinoma. Penile cancer and malignant mesothelioma were added 
as covered indications.

PM118 Alemtuzumab (Lemtrada)

WAH
CS
MA

D-SNP

4/9/2025

Annual review. For Cascade Select and Medicare criteria, updated 
the wording of criteria that the patient must have experienced 
inadequate efficacy or significant intolerance to Kesimpta, 
natalizumab (Tysabri, biosimilar), Briumvi, Mavenclad, Ocrevus, and 
Ocrevus Zunovo. Trialing Lemtrada in the past counts as an option to 
meet initial criteria.

PM119 Nivolumab Products

WAH
CS
MA

D-SNP

1/9/2026
Early update. Added Opdivo Qvantig to the policy. Changed tile of 
Policy to “Nivolumab Products Clinical Coverage Criteria”. Updated 
existing criteria and added new indications for Opdivo.

PM122 Treprostinil (Remodulin)

WAH
CS
MA

D-SNP

10/17/2025 Early update. Separated non-preferred criteria from the clinical 
criteria and placed it in the Recommended Exception Criteria

PM126 Integrin Receptor Antagonists
WAH

CS
6/24/2025 Early update. Split Tysabri from policy. Updated number of preferred 

products for Crohn’s and UC indications

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Palivizumab_Synagis_Clinical_Coverage_Criteria_-_PM109.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Nanoparticle_albumin_bound_paclitaxel_Abraxane_Clinical_Coverage_Criteria_-_PM110.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Ramucirumab_Cyramza_Clinical_Coverage_Criteria_-_PM112.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Epoprostenol_Flolan,_Veletri,_generics_Clinical_Coverage_Criteria_-_PM114.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Cetuximab_Erbitux_Clinical_Coverage_Criteria_-_PM115.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Ado-trastuzumab_emtansine_Kadcyla_Clinical_Coverage_Criteria_-_PM116.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Pembrolizumab_Keytruda_Clinical_Coverage_Criteria_-_PM117.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Alemtuzumab_Lemtrada_Clinical_Coverage_Criteria_-_PM118.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Nivolumab_Products_Clinical_Coverage_Criteria_-_PM119.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Treprostinil_Remodulin_Clinical_Coverage_Criteria_-_PM122.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Integrin_Receptor_Antagonists_Clinical_Coverage_Criteria_-_PM126.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM127 Panitumumab (Vectibix) solution for intravenous 
infusion

WAH
CS
MA

D-SNP

12/12/2025 Annual review. Added Appendiceal Neoplasms as a covered 
indication.

PM129 Rituximab products

WAH
CS
MA

D-SNP

10/17/2025
Early update. Separated the non-preferred criteria from the clinical 
criteria and placed it in the Recommended Exception Criteria section. 
Included criteria for Rituxan Hycela.

PM132 Trastuzumab Products

WAH
CS
MA

D-SNP

5/14/2025 Early update. Removed option of approval allowing continuation of 
therapy for Herceptin, Herzuma, Ontruzant, and Hercessi.

PM133 Ziv-aflibercept (Zaltrap)

WAH
CS
MA

D-SNP

12/12/2025

Annual review. Added criterion requiring that the patient has a 
history of failure, intolerance or contraindication to bevacizumab. 
Added criterion requiring that the provider confirms the patient was 
not previously on FOLFIRI therapy. Updated criterion to require that 
the patient has tried one chemotherapy regimen (does not have to 
contain oxaliplatin, fluoropyrimidine, or irinotecan).

PM134 Denosumab (Prolia)

WAH
CS
MA

D-SNP

5/14/2025 Early update. Created new criteria for Medicaid and Cascade Select 
based on HCA Policy No. 30.04.48-2.

PM135 Denosumab (Xgeva)

WAH
CS
MA

D-SNP

5/14/2025
Annual review. Created new criteria for Medicaid and Cascade Select 
based on HCA Policy No. 30.04.48-2. Previous criteria is only 
applicable to Medicare.

PM136 Epoetin Products

WAH
CS
MA

D-SNP

7/9/2025
Annual review. Noted that requests under Medicaid do not require 
prior authorization if the medication is administered at a 
kidney/dialysis center.

PM138 Ibandronate (Boniva)

WAH
CS
MA

D-SNP

4/9/2025 Annual review. No revisions.

PM139 Immune globulin subcutaneous

WAH
CS
MA

D-SNP

7/9/2025
Annual review. Added a note that molecular testing as a type of 
genetic testing for primary immunodeficiencies. Added grip strength 
as an example of an improvement at physical examination.

PM140 Darbepoetin alfa (Aranesp) 

WAH
CS
MA

D-SNP

7/9/2025
Annual review. Noted that requests under Medicaid do not require 
prior authorization if the medication is administered at a 
kidney/dialysis center.

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Panitumumab_Vectibix_Clinical_Coverage_Criteria_-_PM127.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Panitumumab_Vectibix_Clinical_Coverage_Criteria_-_PM127.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Rituximab_products_Clinical_Coverage_Criteria_-_PM129.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Trastuzumab_Products_Clinical_Coverage_Criteria_-_PM132.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Ziv-aflibercept_Zaltrap_Clinical_Coverage_Criteria_-_PM133.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Denosumab_Prolia_Clinical_Coverage_Criteria_-_PM134.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Denosumab_Xgeva_Clinical_Coverage_Criteria_-_PM135.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Epoetin_alfa_Clinical_Coverage_Criteria_-_PM136.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Ibandronate_Boniva_Clinical_Coverage_Criteria_-_PM138.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Immune_globulin_subcutaneous_Clinical_Coverage_Criteria_-_PM139.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Darbepoetin_alfa_Aranesp_Clinical_Coverage_Criteria_-_PM140.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM141 Omalizumab (Xolair) injection for subcutaneous use

WAH
CS
MA

D-SNP

1/9/2026

Annual review. For Cascade Select and Medicare, the following 
updates were made: Asthma:  Leukotriene receptor antagonists were 
removed as an example of additional asthma controller or asthma 
maintenance medications. Immunoglobulin (IgE)-Mediated Food 
Allergy:  Criteria were updated to require the patient to have either a 
positive skin prick test response OR a positive in vitro test (i.e., a 
blood test) for IgE to one or more foods.  Previously, criteria required 
the patient to have both a positive skin prick test response and a 
positive in vitro test (i.e., a blood test) for IgE to one or more foods. 
Throughout the criteria, references to “epinephrine auto-injectors” 
were updated to “epinephrine self-administered injectable or nasal 
products”.  Neffy was added as an example of an epinephrine self-
administered injectable or nasal product. Chronic Spontaneous 
Urticaria (Chronic Idiopathic Urticaria):  Approval condition was 
updated to “Chronic Spontaneous Urticaria (Chronic Idiopathic 
Urticaria)”.  Previously, this approval condition was listed as “Chronic 
Idiopathic Urticaria (Chronic Spontaneous Urticaria).  The approval 
duration for this condition was changed from 4 months to 6 months.  
Criteria for a patient currently receiving Xolair was updated to apply 
to a patient who has already received at least 6 months of therapy 
with Xolair.  Previously, these criteria applied to a patient who had 
received at least 4 months of therapy with Xolair.  Criteria for a 
patient currently receiving Xolair was also updated to require that 
the patient has experienced a beneficial clinical response, defined as 
either decreased itch severity, decreased number of hives, or 
decreased size of hives.  Previously, these criteria required the 
patient to have responded to therapy as determined by the 

PM142 Ocrelizuman (Ocrevus) injection for intravenous use

WAH
CS
MA

D-SNP

10/17/2025 Annual review. No criteria updates

PM144 Hyaluronic acid derivatives (such as Durolane, 
Euflexxa, Gel-One, Gelsyn-3, GenVisc 850, Hyalgan, 
Hymovis, Monovisc, Orthovisc, Supartz/Supartz FX, 
Synojoynt, Synvisc, Synvisc-One, TriVisc,Visco-3 )

WAH
CS
MA

D-SNP

4/9/2025 Annual review. No criteria changes.

PM145 Immune Globulin Intravenous (IVIG) (Asceniv, 
Bivigam, Flebogamma DIF, Gammagard Liquid, Gammagard 
S/D < 1 mcg/dL in 5% solution, Gammaked, Gammaplex, 
Gamunex-C, Octagam, Panzyga, Privigen Liquid)

WAH
CS
MA

D-SNP

7/9/2025

Early update. Yimmugo was added to the policy with the same 
criteria as all other immune globulin products. For Medicaid and 
Cascade Select criteria, the following updates were made: Primary 
Immunodeficiencies:  Added a note that molecular testing is a type 
of genetic testing. Chronic Inflammatory Demyelinating 
Polyneuropathy (CIDP) or Polyradiculoneuropathy:  Added grip 
strength as an example of an improvement at physical examination. 
Aquaporin-4 Immunoglobulin Antibody (AQP4-IgG)-Positive 
Neuromyelitis Optica Spectrum Disorder (NMOSD); Immune-
Mediated Necrotizing Myopathy; Myelin Oligodendrocyte 
Glycoprotein Antibody-Associated Disease (MOGAD):  These 
conditions of approval were added to the policy. Guillain Barre 
Syndrome:  For criterion ‘patient currently receiving immune 
globulin’, the wording “(this is to provide a second course) about 3 
weeks after the first course” was removed. Passive Immunization for 
Measles (Post-Exposure Prophylaxis):  Patient does not have 
evidence of immunity to measles (i.e.,) was updated to Patient 
cannot readily show they have evidence of immunity against measles 
(e.g.,). Post-Exposure Prophylaxis for Varicella:  “within 10 days of 
exposure” was removed. Chronic Fatigue Syndrome was removed 
from Conditions Not Recommended for Approval.

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Omalizumab_Xolair_injection_for_subcutaneous_use_Clinical_Coverage_Criteria_-_PM141.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Ocrelizumab_Ocrevus_injection_for_intravenous_use_Clinical_Coverage_Criteria_-_PM142.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hyaluronic_Acid_Derivative_Clinical_Coverage_Criteria_-_PM144.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hyaluronic_Acid_Derivative_Clinical_Coverage_Criteria_-_PM144.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hyaluronic_Acid_Derivative_Clinical_Coverage_Criteria_-_PM144.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hyaluronic_Acid_Derivative_Clinical_Coverage_Criteria_-_PM144.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Immune_Globulin_Intravenous_IVIG_Multiple_brand_names_Clinical_Coverage_Criteria_-_PM145.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Immune_Globulin_Intravenous_IVIG_Multiple_brand_names_Clinical_Coverage_Criteria_-_PM145.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Immune_Globulin_Intravenous_IVIG_Multiple_brand_names_Clinical_Coverage_Criteria_-_PM145.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Immune_Globulin_Intravenous_IVIG_Multiple_brand_names_Clinical_Coverage_Criteria_-_PM145.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM149 Antiasthmatic Monoclonal Antibodies-IL-5 
Antagonists

WAH
CS

10/17/2025

Early update. Cascade Select Criteria is now the same as Medicare 
criteria. Cascade Select/Medicare updates Chronic Obstructive 
Pulmonary Disease (COPD) (for Nucala):  This new condition and 
criteria for approval were added to the policy.  New approval criteria 
for this indication were added that include an age requirement, an 
eosinophil requirement, a trial of inhaled therapies, a history of 
COPD exacerbations, and specialist involvement. Conditions Not 
Recommended for Approval, Chronic Obstructive Pulmonary 
Disease:  Chronic Obstructive Pulmonary Disease was removed from 
the “Conditions Not Recommended for Approval”. Conditions Not 
Recommended for Approval:  Chronic spontaneous urticaria was 
added as a Condition Not Recommended for Approval. Asthma 
(Cinqair):  Eosinophil level requirements were clarified to require a 
level ≥ 400 cells/microliter either within the previous 4 weeks OR 
prior to treatment with a monoclonal antibody that may alter 
eosinophil levels.  Previously, criteria required a level ≥ 150 
cells/microliter either within the previous 4 weeks OR within 4 weeks 
prior to treatment with a monoclonal antibody that may lower 
eosinophil levels. Throughout the policy, Ebglyss (lebrikizumab-lbkz 
subcutaneous injection) and Nemluvio (nemolizumab-ilto 
subcutaneous injection) were added to notes as examples of 
monoclonal antibody therapies. Separated non-preferred criteria for 
the clinical criteria and placed it in the Recommended Exception 
Criteria section.

PM150 Complement C5 Inhibitor

WAH
CS
MA

D-SNP

5/14/2025
Early update. Added Bkemv and Epysqli to the policy. Criteria has 
been separated. Ultomiris, eculizumab products, and PiaSky have 
distinct criteria.

PM151 Buprenorphine for subcutaneous use (Sublocade)
CS
MA

D-SNP
7/9/2025 Annual review. No changes

PM152 Enzymes for Gaucher Disease

WAH
CS
MA

D-SNP

9/10/2025 Annual review. No criteria changes.

PM153 Romiplostim (Nplate)
CS
MA

D-SNP
10/17/2025 Annual Review. No criteria changes.

PM154 Corticotropin (H.P. Acthar Gel)

WAH
CS
MA

D-SNP

9/10/2025 Annual Review. No Changes.

PM155 Filgrastim Products

WAH
CS
MA

D-SNP

10/17/2025

Early update. For non-preferred requests for Medicare, updated 
criteria about patients who have initiated current therapy to be 
worded as: The patient is currently taking the requested Non-
Preferred Product OR has previously taken the requested Non-
Preferred Product within the past 365 days. Early update. Cascade 
Select and Medicare now share the same clinical criteria and non-
preferred product requirements. Separated the non-preferred 
criteria from the clinical criteria and placed it under the 
“Recommended Exception Criteria”. For Medicaid, updated format of 
the criteria.

PM157 Afamelanotide implant (Scenesse)

WAH
CS
MA

D-SNP

9/10/2025 Annual Review. No criteria change.

PM158 Capacizumab injection (Cablivi)
CS
MA

D-SNP
10/17/2025

Annual review.  Removed coverage under Medicaid LOBs and added 
table under “Indications/Criteria” to inform of carve-out status under 
Medicaid LOBs. Updated background with new recommendations 
from guidelines. Removed citation of old British Society for 
Haematology Guidelines and added citation for updated 2023 
guidelines.

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Antiasthmatic_Monoclonal_Antibodies-_IL-5_Antagonists_Clinical_Coverage_Criteria_-_PM149.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Antiasthmatic_Monoclonal_Antibodies-_IL-5_Antagonists_Clinical_Coverage_Criteria_-_PM149.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Complement_C5_Inhibitor_Clinical_Coverage_Criteria_-_PM150.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Buprenorphine_for_subcutaneous_use_Sublocade_Clinical_Coverage_Criteria_-_PM151.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Enzymes_for_Gaucher_Disease_Clinical_Coverage_Criteria_-_PM152.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Romiplostim_Nplate_Clinical_Coverage_Criteria_-_PM153.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Corticotropin_Injections_H.P._Acthar_Gel,_Cortrophin_Clinical_Coverage_Criteria_-_PM154.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Filgrastim_Products_Clinical_Coverage_Criteria_-_PM155.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Afamelanotide_implant_Scenesse_Clinical_Coverage_Criteria_-_PM157.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Caplacizumab_injection_Cablivi_Clinical_Coverage_Criteria_-_PM158.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM159 Esketamine nasal spray (Spravato) 

WAH
CS
MA

D-SNP

10/17/2025

Annual review. Made minor edits to formatting. Changed redundant 
SUD criterion to be for a urine drug test that is not positive for 
unprescribed drugs – changed in both indications. Removed criterion 
for continued use of an oral antidepressant with Spravato for 
Treatment Resistant Depression.

PM160 Teprotumumab injection (Tepezza)

WAH
CS
MA

D-SNP

12/12/2025 Annual review. No criteria changes

PM161 Inebilizumb injection (Uplizna)
CS
MA

D-SNP
9/10/2025

Annual Review. The indication for Immunoglobulin G-4 Related 
Diseases and the criteria for the condition’s approval were added to 
the policy. For Neuromyelitis Optica Spectrum Disorder: The dosing 
section was revised to clarify dosing recommendations for initial 
treatment and for continuing treatment. For Conditions Not 
Recommended for Approval:  Soliris (eculizumab intravenous 
infusion) was changed to add biosimilars; new verbiage reads 
“eculizumab intravenous infusion (Soliris, biosimilars)”.

PM162 Crizanlizumab (Adakveo) 
CS
MA

D-SNP
11/14/2025 Annual review. No criteria changes.

PM163 Burosumab  (Crysvita)
CS
MA

D-SNP
11/14/2025

Annual Review. In background section, changed recommendations to 
reflect May 2025 XLH treatment guideline update. XLH Criteria 
updated to require either a trial/failure of phosphate and vitamin D 
OR symptomatic rickets in pediatric XLH patients.

PM164 Cerliponase alfa (Brineura)
CS
MA

D-SNP
11/14/2025 Annual Review. No criteria changes.

PM165 Duchenne Muscular Dystrophy gene therapy 
(Exondys 51, Vyondys, Viltepso)

CS
MA

D-SNP
9/10/2025

Annual Review. For Exondys 51, updated age requirement to be 7 to 
13 years of age. For Vyondys 53, updated age requirement to be 6 to 
15 years of age. For Viltepso, updated age requirement to be 4 to 9 
years of age. For Amondys 45, updated age requirement to be 6 to 
13 years of age. For Elevidys, updated age requirement to be at least 
4 year of age

PM166 Edavarone (Radicava)
CS
MA

D-SNP
11/14/2025 Annual review. No criteria changes.

PM167 Elapegademase  (Revcovi)
CS
MA

D-SNP
11/14/2025 Annual review. Updated citation for prescribing information. No 

criteria changes.

PM168 Emapalumab (Gamifant)
CS
MA

D-SNP
11/14/2025

Annual review. For Primary Hemophagocytic Lymphohistiocytosis, 
required prescribers to attest that patient does not have an active or 
latent untreated infection (e.g., mycobacteria, tuberculosis, Herpes 
Zoster, Pneumocystis jriovecci, fungal, histoplasma capsulatum, etc.). 
Reauthorization criteria has been added to require the following: A) 
Documentation is provided showing that patient has had a positive 
response to therapy; AND B) Prescriber attests patient continues to 
not have an active or latent untreated infection (e.g., mycobacteria, 
tuberculosis, Herpes Zoster, Pneumocystis jriovecci, fungal, 
histoplasma capsulatum, etc.); AND C) Documentation patient has 
not received hematopoietic stem cell transplant and continues to 
require therapy for treatment. Hemophagocytic Lymphohistiocytosis, 
Secondary or Macrophage Activation Syndrome is now listed as a 
covered indication with criteria.

PM169 Givosiran  (Givlaari)
CS
MA

D-SNP
9/10/2025 Annual review. No criteria changes.

PM170 Nusinersen  (Spinraza)
CS
MA

D-SNP
9/10/2025 Annual review. No criteria changes.

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Esketamine_nasal_spray_Spravato_Clinical_Coverage_Criteria_-_PM159.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Teprotumumab_injection_Tepezza_Clinical_Coverage_Criteria_-_PM160.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Inebilizumab_injection_Uplizna_Clinical_Coverage_Criteria_-_PM161.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Crizanlizumab_injection_Adakveo_Clinical_Coverage_Criteria_-_PM162.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Burosumab_Crysvita_injection_Clinical_Coverage_Criteria_-_PM163.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Cerliponase_alfa_Brineura_Clinical_Coverage_Criteria_-_PM164.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Duchenne_Muscular_Dystrophy_genetic_therapies_Clinical_Coverage_Criteria_-_PM165.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Duchenne_Muscular_Dystrophy_genetic_therapies_Clinical_Coverage_Criteria_-_PM165.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Edavarone_Radicava_Clinical_Coverage_Criteria_-_PM166.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Elapegademase_Revcovi_Clinical_Coverage_Criteria_-_PM167.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Emapalumab_Gamifant_Clinical_Coverage_Criteria_-_PM168.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Givosiran_Givlaari_Clinical_Coverage_Criteria_-_PM169.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Nusinersen_injection_Clinical_Coverage_Criteria_Spinraza_-_PM170.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM171 Onasemnogene abeparvovec (Zolgensma)
CS
MA

D-SNP
9/10/2025

Annual review. Added a note to the gestational age criterion: Full-
term gestational age can be defined as the postmenstrual age 
(gestational age plus chronological age) being equal to ≥ 39 weeks 
and 0 days. Added criterion regarding documentation of the patient’s 
body weight within the past 14 days.  The word “single” was added 
before the word “dose” for clarification. The phrase “per lifetime” 
was placed in parentheses. Regarding the Note in the criteria which 
addresses that the patient has not received Zolgensma (with 
verification in claims history required), a phrase was added to include 
situations in which claims history is not available. The phrase “liver 
function assessment” was replaced with “liver function testing”. In 
phrases in which a requirement is “within the last 30 days”, the word 
“last” was replaced with “past”. Dosing was clarified with emphasis 
that Zolgensma is given as a one-time (per lifetime) single dose.  Also, 
“documentation required” was replaced with “verification required”.

PM172 Pegvaliase (Palynziq)
CS
MA

D-SNP
11/14/2025 Annual review. No criteria changes.

PM173 Voretigene neparvovec (Luxterna)
CS
MA

D-SNP
11/14/2025 Annual review. No criteria updates.

PM175 Calcitonin Gene-Related Peptide Inhibitors (i.e.: 
Eptinezumab (Vyepti)) Clinical Coverage Criteria

CS
MA

D-SNP
7/9/2025

Annual review. Removed the following Medicaid criteria: 1) Patient 
has not received onabotulinum toxin (Botox) for treatment of 
migraine in the previous 12 weeks; 2) Is not prescribed in 
combination with any other CGRP antagonist (includes 
reauthorization criteria); 3) Patient has not received onabotulinum 
toxin (Botox) for treatment of migraine in the previous 12 weeks 
(includes reauthorization criteria); 4) Documentation of history of 
failure, contraindication, or intolerance to Emgality and Aimovig. 
Added the following Medicaid criteria: 1) CGRP antagonists indicated 
for migraine prophylaxis will not be used in combination with each 
other [exception: rimegepant (Nurtec ODT) at a dose of less than or 
equal to 8 tablets per 30 days]; 2) Two preferred CGRP receptor 
antagonists on Apple Health Preferred Drug List (PDL) indicated for 
migraine prophylaxis (i.e., Aimovig, Ajovy, and Emgality) have been 
ineffective, contraindicated, or not tolerated. Angiotensin receptor 
blockers were added as one of the drug classes of preventative 
medications. Added the note that there must be documentation that 
all preferred therapy classes are contraindicated or not tolerated. 
Initial authorization approval duration was changed from 3 months 
to 6 months.

PM176 Enzyme replacement therapy

WAH
CS
MA

D-SNP

12/12/2025 Annual review. For Elaprase, updated criteria requiring the patient to 
be 5 years of age or older.

PM177 Gonadotropin-Releasing Hormone Agonist Therapy 
for Gender Dysphoria

WAH
CS
MA

D-SNP

7/9/2025 Annual review. No changes

PM180 Cabotegravir/rilpivirine (Cabenuva) 
WAH

CS
5/14/2025

Annual review. Removed criteria requiring documentation of one of 
the following: 1) Neurodiversity or a behavioral health condition 
which impairs the patient’s ability to manage multiple or daily 
medications; 2) Severe substance use disorder; 3) Diagnosed 
swallowing disorder; or 4) Cognitive impairment requiring assistance 
with activities of daily living. Added criteria requiring rationale 
documenting why the patient is unable to take oral medications or 
adhere to a daily antiretroviral regimen for HIV-1. Added criteria 
requiring that the prescriber attests that patient has the ability to 
adhere to the dosing regimen of the medication. For reauthorization, 
required lab results that confirm the patient continues to experience 
viral suppression (HIV-1 RNA <50 copies/mL). Removed Appendix B 
Updated table to show that that cabotegravir/rilpirivine does not 
require prior authorization for Medicaid.

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Onasemnogene_abeparvovec_Clinical_Coverage_Criteria_Zolgensma_-_PM171.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Pegvaliase_Palynziq_Clinical_Coverage_Criteria_-_PM172.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Voretigene_neparvovec_Luxterna_Clinical_Coverage_Criteria_-_PM173.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Calcitonin_Gene_-_Related_Peptide_Inhibitors_i.e._Eptinezumab_Vyepti_Clinical_Coverage_Criteria_-_PM175.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Calcitonin_Gene_-_Related_Peptide_Inhibitors_i.e._Eptinezumab_Vyepti_Clinical_Coverage_Criteria_-_PM175.pdf
http://chpw.org/wp-content/uploads/content/provider-center/policies/Enzyme_Replacement_Therapy_Clinical_Coverage_Criteria_-_PM176.pdf
http://chpw.org/wp-content/uploads/content/provider-center/policies/Gonadotropin-Releasing_Hormone_Agonist_Therapy_for_Gender_Dysphoria_Clinical_Coverage_Criteria_-_PM177.pdf
http://chpw.org/wp-content/uploads/content/provider-center/policies/Gonadotropin-Releasing_Hormone_Agonist_Therapy_for_Gender_Dysphoria_Clinical_Coverage_Criteria_-_PM177.pdf
http://chpw.org/wp-content/uploads/content/provider-center/policies/Cabotegravir_rilpivirine_Cabenuva_Clinical_Coverage_Criteria_-_PM180.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM181 Inclisiran (Leqvio)
CS
MA 7/9/2025 Annual review. No changes

PM182 Anifrolumab (Saphnelo)  and Belimumab (Benlysta)

WAH
CS
MA

D-SNP

5/14/2025

Annual review. For Benlysta for Cascade Select/Medicare criteria, 
updated criteria for lupus nephritis. Required that diagnosis of lupus 
nephritis has been confirmed on biopsy. For initial therapy in 
patients currently receiving Benlysta, required that the medication is 
being used concurrently with an immunosuppressive regimen. 
Examples of immunosuppressive regimen include azathioprine, 
cyclophosphamide, leflunomide, methotrexate, mycophenolate 
mofetil, and/or a systemic corticosteroid.

 PM183 Bevacizumab

WAH
CS
MA

D-SNP

10/17/2025

Central Nervous System Tumors: Medulloblastoma and 
neurofibromatosis type 2 vestibular schwannomas added as new 
options for approval.  Removed poorly control vasogenic from brain 
edema option for approval. Hepatocellular Carcinoma:  Changed 
approval duration from 1 year to duration noted.  Patient has Child-
Pugh Class A or B disease and patient has not received prior systemic 
therapy were removed as requirements.  Added new option for 
approval for 1 year (total), if patient has undergone resection or 
ablation therapy, patient is at high-risk of recurrence, and medication 
is used as adjuvant therapy.  Added option for approval for 1 year if 
the medication is used for first-line therapy and the patient has liver-
confined, unresectable disease and is deemed ineligible for 
transplant or the patient has extrahepatic/metastatic disease and is 
deemed ineligible for resection, transplant, or locoregional therapy.  
Removed liver-confined disease, inoperable by performance status, 
comorbidity, or with minimal or uncertain extrahepatic disease as an 
option for approval. Non-Small Cell Lung Cancer:  Added NRG1 and 
removed KRAS G12C is not considered an actionable mutation from 
the Note with examples of actionable mutations.  Added NRG1 as an 
option of approval for first-line use.  Removed RET rearrangement as 
an option for approval for first-line or subsequent therapy.  Added 
RET rearrangement as an option for approval for subsequent therapy 
and added additional targeted drug therapies to the Note. Vaginal 
Cancer:  Added new condition of approval. Vulvar Cancer:  Removed 
bevacizumab is used in combination with a chemotherapy regimen 
as a requirement. Separated non-preferred criteria from the clinical 
criteria and placed it in the Recommended Exception Criteria section

 PM184 Long-Acting Granulocyte Colony Stimulatin (G-CSF) 
Products (Pegfilgrastim and Eflapegrastim-xnst)

WAH
CS
MA

D-SNP

10/17/2025

Early update. Cascade Select and Medicare now share the same 
clinical criteria and non-preferred product requirements. Separated 
the non-preferred criteria from the clinical criteria and placed it 
under the “Recommended Exception Criteria”. For Medicaid, 
updated format of the criteria

 PM185 Sutimlimab-jome (Enjaymo)

WAH
CS
MA

D-SNP

5/14/2025 Annual review. No criteria updates.

PM186 Ublituximab (Briumvi®) 
CS
MA 11/14/2025 Annual review. Removed Extavia from the Appendix. Ocrevus Zunovo 

was added to the Appendix.

PM187 Phesgo

WAH
CS
MA

D-SNP

7/9/2025 Annual Review. No criteria updates

PM188 Betibeglogene autotemcel (Zynteglo™)

WAH
CS
MA

D-SNP

10/17/2025

Annual review. Transfusion-Dependent Beta-Thalassemia:  The word 
“cellular” was removed from the requirement regarding screening 
for certain viruses prior to collection of cells for manufacturing.  The 
criterion regarding females/males of reproductive potential was 
clarified that this pertains only to a patient of reproductive potential. 
The qualifier “Prior to collection of cells for manufacturing” was 
removed from the requirement regarding screening for certain 
viruses and the word “Patient” was added.  The new criterion now 
reads:  “Patient screening is negative for ALL of the following…”.

PM189 Lecanemab (Leqembi®)
CS
MA 8/13/2025 Annual Review. No criteria changes.

http://chpw.org/wp-content/uploads/content/provider-center/policies/Inclisiran_Leqvio_Clinical_Coverage_Criteria_-_PM181.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Anifrolumab_Saphnelo_and_Belimumab_Benlysta_Clinical_Coverage_Criteria_-_PM182.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Bevacizumab_Clinical_Coverage_Criteria_-_PM183.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Long_-_Acting_Granulocyte_Colony_Stimulatin_G_-_CSF_Products_Pegfilgrastim_and_Eflapegrastim_-_xnst_-_PM184.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Long_-_Acting_Granulocyte_Colony_Stimulatin_G_-_CSF_Products_Pegfilgrastim_and_Eflapegrastim_-_xnst_-_PM184.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Sutimlimab-jome_Enjaymo_Clinical_Coverage_Criteria_-_PM185.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Ublituximab_Briumvi_Clinical_Coverage_Criteria_-_PM186.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Phesgo_Clinical_Coverage_Criteria_-_PM187.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Betibeglogene_autotemcel_Zynteglo_-_PM188.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Lecanemab_Leqembi_Clinical_Coverage_Criteria_-_PM189.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM190 Cantharidin (Ycanth) CS 1/9/2026 Annual Review. No criteria changes.

PM191 IncobotulinumtoxinA (Xeomin)
WAH-IMC

CS 10/17/2025
Annual review. Added the “Conditions Not Recommended for 
Approval” section, where the section currently consists of Cosmetic 
Use and circumstances not listed in the criteria.

PM192 AbobotulinumtoxinA (Dysport)

WAH
CS
MA

D-SNP

12/12/2025

Annual review. For Medicaid, dosing limitation for Hemifacial Spasm 
was decreased from 1200 units to 220 units. For Medicare, dosing 
limitation for Spasticity other than Limb was decreased from 1200 
units to 220 units.

PM193 Atidarsagene Autotemcel (Lenmeldy™)

WAH
CS
MA

D-SNP

10/17/2025

Annual review. Metachromatic Leukodystrophy. The following 
requirement was added, “according to the prescribing physician, the 
patient will have discontinued from anti-retrovirals (prophylactic for 
human immunodeficiency virus [HIV]) for at least 1 month prior to 
mobilization”.  A Note was added that examples of anti-retrovirals 
include abacavir, emtricitabine, lamivudine, and zidovudine.  The 
qualifier “Prior to collection of cells for manufacturing” as well as the 
word “cellular” was removed from the requirement regarding 
screening for certain viruses and the word “Patient” was added.  The 
criterion now reads:  “Patient screening is negative for ALL of the 
following...”.  Regarding dosing, the phrase “of body weight” was 
added after the cited dosing which is in units of cells/kg.  The phase 
“the past” was added before the criterion regarding body weight 
which now states that “Current patient body weight has been 
obtained within the past 30 days”.

PM194 DaxibotulinumtoxinA (Daxxify)
CS
MA

D-SNP
12/12/2025 Annual review. No criteria changes.

PM195 RimabotulinumtoxinB (Mybloc)

WAH
CS
MA

D-SNP

10/17/2025
Annual review. Separated the non-preferred product criteria from 
the clinical criteria. Non-preferred product criteria will be listed in the 
Recommended Exception Criteria section.

PM567 Hereditary Angioedema Agents

WAH
CS
MA

D-SNP

1/9/2026 Annual Review. No revisions

PM568 Transthyretin Amyloidosis Agents
CS
MA 8/13/2025

Early update. For diagnosis confirmed by genetic testing for all drugs, 
rephrased the term “mutation” to “pathogenic variant”. For 
Amvuttra, added Cardiomyopathy of Wild-Type or Hereditary 
Transthyretin-Medicated Amyloidosis (ATTR-CM) as a covered 
indication.

PM569 Triamcinolone ER (Zilretta)
CS
MA 1/9/2026 Annual review. No criteria changes.

PM570 Botulinum Toxins

WAH
CS
MA

D-SNP

12/12/2025

Annual review. Chronic Migraine Headache Prevention:  The qualifier 
“chronic” was added to the condition of approval.  Also, the 
requirement “prior to initiation of Botox therapy” was clarified to 
“prior to initiating a migraine-preventative medication.” Essential 
Tremor:  The dosing limitation was decreased from 400 units to 100 
units. Spasticity, Other Than Limb:  The dosing limitation was 
decreased from 400 units to 100 units. Hyperhidrosis, Gustatory:  
The dosing limitation was decreased from 400 to 100 units. 
Hyperhidrosis, Primary Craniofacial:  The qualifier “facial” was 
replaced with “craniofacial.”.  The dosing limitation was decreased 
from 400 to 100 units.

PM572 Lumasiran injection (Oxlumo) 
WAH

CS 10/17/2025
Annual review. Primary Hyperoxaluria Type 1:  For diagnosis 
confirmed by genetic testing, rephrased the term “mutation” to 
“biallelic pathogenic variants”.

PM573 Bimatoprost (Durysta)
CS
MA 1/9/2026 Annual Review. No criteria updates

PM574 Intravitreal Corticosteroids
CS
MA 1/9/2026 Annual Review. Added Iluvien as a covered medication for Posterior 

Segment Uveitis.

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Cantharidin_Ycanth_Clinical_Coverage_Criteria_-_-PM190.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/IncobotulinumtoxinA_Xeomin_Clinical_Coverage_Criteria_-_PM191.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/AbobotulinumtoxinA_Dysport_Clinical_Coverage_Criteria_-_PM192.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Atidarsagene_Autotemcel_Lenmeldy_Clinical_Coverage_Criteria_-_PM193.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/DaxibotulinumtoxinA_Daxxify_Clinical_Coverage_Criteria_-_PM194.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/RimabotulinumtoxinB_Mybloc_Clinical_Coverage_Criteria_-_PM195.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hereditary_Angioedema_Agents_Clinical_Coverage_Criteria_-_PM567.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Transthyretin_Amyloidosis_Agents_Clinical_Coverage_Criteria_-_PM568.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Triamcinolone_ER_Zilretta_Clinical_Coverage_Criteria_-_PM569.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Botulinum_Toxins_Clinical_Coverage_Criteria_-_PM570.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Lumasiran_Oxlumo_Clinical_Coverage_Criteria_-_PM572.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Bimatoprost_Durysta_Clinical_Coverage_Criteria_-_PM573.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Intravitreal_Corticosteroids_Clinical_Coverage_Criteria_-_PM574.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM575 Tezepelumab (Tezspire) 

WAH
CS
MA

D-SNP

9/10/2025 Early update. For Medicaid/Cascade Select, removed criteria 
requiring patients to try two of the following: Xolair, Fasenra, Cinqair.

PM576 Efgartigimod Alfa (Vyvgart) 

WAH
CS
MA

D-SNP

10/17/2025

Annual review. Conditions Not Recommended for Approval, 
Concomitant Use with Another Neonatal Fc Receptor Blocker, a 
Complement Inhibitor, or a Rituximab Product:  Imaavy was added to 
the Note of examples of neonatal Fc receptor blockers.  Biosimilars to 
Soliris were added to the Note of examples of complement 
inhibitors, where only Soliris was previously noted.  Vyvgart Hytrulo. 
Chronic Inflammatory Demyelinating Polyneuropathy (CIDP):  For a 
patient who is currently receiving Vyvgart Hytrulo, the requirement 
that the patient is ≥ 18 years of age was added.

PM577 Alpha-Proteinase Inhibitor (Human)
CS
MA 7/9/2025 Annual review. No criteria updates.

PM578 Cabotegravir (Apretude) 

WAH
CS
MA

D-SNP

10/17/2025 Annual review. No criteria changes.

PM579 Spesolimab-sbzo (Spevigo)

CS

1/9/2026

Annual Review. Removed criteria requiring dermatologist or 
rheumatologist, criteria requiring TB test, confirmation that the 
member does not have clinically significant active infection, 
confirmation the patient is not using live vaccines during therapy, 
history of failure contraindication, or intolerance to other 
recommended systemic therapies (e.g., oral retinoids (acitretin, 
isotretinoin), methotrexate, cyclosporine, or infliximab injection, 
etc), or confirmation patient is not on concurrent treatment with 
retinoids, methotrexate, cyclosporine, or another biologic/targeted 
synthetic disease-modifying antirheumatic drug (tsDMARD). 
Reworded criteria confirming diagnosis of acute, moderate-to-severe 
intensity disease flare. 

PM580 Olipudase alfa (Xenpozyme)
CS
MA 1/9/2026

Annual Review. Criteria requiring clinical manifestation of ASMD 
which included “Height Z-score ≤ -1 for participants < 18 years of 
age” was removed.

PM581 Hemophilia Products

CS
MA

10/17/2025

Annual review. Hemgenix. Hemophilia B: The requirement that the 
patient does not have a history of Factor IX inhibitors (with 
documentation required) was removed from this section.  The 
requirement that prophylactic therapy with Factor IX will not be 
given after Hemgenix administration once adequate Factor IX levels 
have been achieved was removed, along with the related Note.  The 
Note that provides examples of advanced liver impairment and/or 
advanced fibrosis was removed.  However, the criterion that the 
patient does not have evidence of advanced liver impairment and/or 
advanced fibrosis remains. Factor VIII Products. Hemophilia A:  
Added Dosing for Adynovate, Eloctate, Esperoct, and Jivi for immune 
tolerance therapy (also known as immune tolerance induction).  
Hemlibra: Hemophilia A with Factor VIII Inhibitors:  In Initial Therapy, 
requirements were added that Factor VIII inhibitor titer testing has 
been performed within the past 30 days and that the patient has a 
positive test for Factor VIII inhibitors of ≥ 0.6 Bethesda units/mL.  The 
requirement was deleted that the patient has had a positive Factor 
VIII inhibitor titer > than 5 Bethesda Units or that the patient has had 
a positive Factor VIII inhibitor titer ≤ to 5 Bethesda units and either 
has had an anamnestic response (current or past) to Factor VIII 
product dosing or that the patient experienced an inadequate clinical 
response (current or past) to increased Factor VIII product dosing.  
The requirement that the prescriber attests that if the patient is 
currently receiving a bypassing agent for prophylaxis, that the 
bypassing agent therapy will be discontinued the day prior to 
initiation of Hemlibra was changed to “according to the prescriber, 
prophylactic use of bypassing agents will be discontinued”   The 

PM582 Panhematin (Hemin)
CS
MA 4/9/2025 Annual review. No criteria updates.

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Tezepelumab_Tezspire_Clinical_Coverage_Criteria-_-PM575.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Efgartigimod_Alfa_Vyvgart_and_Efgartigimod_Alfa_and_Hyaluronidase_Vyvgart_Hytrulo_Clinical_Coverage_Criteria_-_PM576.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Alpha-Proteinase_Inhibitor_Human_Clinical_Coverage_Criteria-_-PM577.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Cabotegravir_Apretude_Clinical_Coverage_Criteria-_-PM578.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Spesolimab_-_sbzo_Spevigo_Clinical_Coverage_Criteria_-_PM579.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Olipudase_alfa_Xenpozyme_Clinical_Coverage_Criteria_-_PM580.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Hemophilia_Products_Clinical_Coverage_Criteria_-_PM581.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Panhematin_Hemin_Clinical_Coverage_Criteria_-_PM582.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM583 Sandostatin LAR Depot (Octreotide Intramuscular 
Injection) and Lanreotide

WAH
CS
MA

D-SNP

4/9/2025

Annual review. For lanreotide, removed criteria requiring that the 
member must have tried brand Somatuline Depot. For octreotide 
products, removed criteria where Somatuline Depot needs to be 
tried.

PM584 Elranatamab-bcmm (Elrexfio)

WAH
CS
MA

D-SNP

9/10/2025 Annual review. No criteria changes.

PM585 Gonadotropin-Releasing Hormone Agonists – 
Injectable Long-Acting Products

WAH
CS
MA

D-SNP

1/9/2026
Annual review. Added Camcevi ETM and Vabrinty to the policy as 
agents for Prostate Cancer and Head and Neck Cancer – Salivary 
Gland Tumors.

PM586 Faricimab-svoa (Vabysmo)

WAH
CS
MA

D-SNP

8/13/2025 Annual Review. No criteria updates.

PM587 Rozanolixizumab-noli (Rystiggo)

WAH
CS
MA

D-SNP

10/17/2025

Annual review. Conditions Not Recommended for Approval, 
Concomitant Use with Another Neonatal Fc Receptor Blocker, a 
Complement Inhibitor, or a Rituximab Product:  Imaavy was added to 
the Note of examples of neonatal Fc receptor blockers.  Biosimilars to 
Soliris were added to the Note of examples of complement 
inhibitors, where only Soliris was previously noted.

PM588 Ranibizumab (Susvimo)
CS
MA 9/10/2025 Annual review. No criteria changes.

PM592 Beremagene Geperpavec (Vyjuvek)

WAH
CS
MA

D-SNP

9/10/2025

Annual review. Combination use with Filsuvev (birch triterpenes 
topical gel) was added to the list of Conditions Not Recommended 
for Approval. For diagnosis confirmed by genetic testing, rephrased 
the term “mutation” to “pathogenic variant” was added to the 
criterion.  The criterion was modified to Squamous cell carcinoma 
has been considered for the target wound(s).”  Previously it stated 
“Squamous cell carcinoma has been ruled out for the target 
wound(s).”

PM593 Gonadotropin-Releasing Hormone Agonists – 
Central Precocious Puberty 

CS
MA 10/17/2025 Annual review. Added preferred product list on the table for 

Medicare.

PM594 Syfovre (pegcetacoplan [intravitreal]) 
CS
MA 10/17/2025 Annual review. No criteria changes

PM595 Motixafortide (Aphexda)

WAH
CS
MA

D-SNP

5/14/2025 Annual review. No criteria updates.

PM596 Pozelimab-bbfg (Veopoz)

WAH
CS
MA

D-SNP

5/14/2025 Annual review. No criteria updates.

PM597 Travoprost Intracameral Implant (iDose® TR)

WAH
CS
MA

D-SNP

8/13/2025 Annual review. No criteria changes.

PM600 IL-6 Inhibitor

WAH
CS
MA
SNP

6/24/2025 Updated number of preferred products for RA and PJIA sections

PM601 IL-12/IL-23 Inhibitor

WAH
CS
MA
SNP

8/13/2025

Early update. For Medicaid criteria, updated preferred language for 
ustekinumab biosimilars. For Medicaid, added Skyrizi as a covered 
medication for ulcerative colitis. For Cascade Select/Medicare 
criteria, added Imuldosa to the policy. Listed Stelara/ustekinumab, 
Yesintek, and Selarsdi as preferred products. Imuldosa, Wezlana, 
Otulfi, Steqeyma, and Pyzchiva were listed as non-preferred 
products. Made additional criteria for non-preferred products, 
requiring that the member try two preferred products. 

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Sandostatin_LAR_Depot_Octreotide_Intramuscular_Injection_and_Lanreotide_Clinical_Coverage_Criteria_PM583.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Sandostatin_LAR_Depot_Octreotide_Intramuscular_Injection_and_Lanreotide_Clinical_Coverage_Criteria_PM583.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Elranatamab_-_bcmm_Elrexfio_Clinical_Coverage_Criteria_-_PM584.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Gonadotropin_-_Releasing_Hormone_Agonists_Injectable_Long_Acting_Products_-_PM585.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Gonadotropin_-_Releasing_Hormone_Agonists_Injectable_Long_Acting_Products_-_PM585.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Faricimab_-_svoa_Vabysmo_Clinical_Coverage_Criteria_-_PM586.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Rozanolixizumab_-_noli_Rystiggo_Clinical_Coverage_Criteria_-_PM587.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Ranibizumab_Susvimo_Clinical_Coverage_Criteria_-_PM588.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Beremagene_Geperpavec_Vyjuvek_Clinical_Coverage_Criteria_-_PM592.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Gonadotropin_-_Releasing_Hormone_Agonists_Central_Precocious_Puberty_Clinical_Coverage_Criteria_-_PM593.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Gonadotropin_-_Releasing_Hormone_Agonists_Central_Precocious_Puberty_Clinical_Coverage_Criteria_-_PM593.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Syfovre_pegcetacoplan_intravitreal_Clinical_Coverage_Criteria_PM594.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Mortixafortide_Aphexda_Clinical_Coverage_Criteria_-_PM595.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Pozelimab_-_bbfg_Veopoz_Clinical_Coverage_Criteria_-_PM596.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Travoprost_Intracameral_Implant_iDose_TR_Clinical_Coverage_Criteria_-_PM597.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/IL-6_Inhibitor_Clinical_Coverage_Criteria_-_PM600.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/IL-12_IL-23_Inhibitor_Clinical_Coverage_Criteria_PM601.pdf


CCC Name & Link Line of Business Last Updated Summary of Change

PM602 IL-17 Inhibitor

WAH
CS
MA
SNP

6/24/2025 Updated number of preferred products for AS, nr-axSpA, plaque 
psoriasis, and psoriatic arthritis indications

PM603 T-Lymphocyte Inhibitor

WAH
CS
MA
SNP

6/24/2025 Updated number of preferred products for PJIA, PsA, and RA 
indications

PM604 TNF Inhibitor

WAH
CS
MA
SNP

8/13/2025

Early update. For Crohn's disease under Medicaid, updated 
requirements where pediatric patients require use of at least one 
adalimumab biosimilar and adult patients require the use of two 
preferred Cytokine and CAM medications (i.e., adalimumab 
biosimilar, ustekinumab biosimilar) for at least 12 weeks unless 
contraindicated or not tolerated. For Cascade Select/Medicare 
criteria, updated wording for criteria for non-preferred products. 
Updated criteria for Medicare, where patients can take non-
preferred products if the patient is currently taking the requested 
Non-Preferred Product OR has previously taken the requested Non-
Preferred Product within the past 365 days.

PM605: ADAMTS13, Recombinant-krhn (Adzynma)

WAH
CS
MA
SNP

4/9/2025 New policy

PM606: Natalizumab (Tysabri)
CS
MA
SNP

6/24/2025 New policy

PM607: Lutetium Lu 177 vipivotide tetraxetan (Pluvicto®)

WAH
CS
MA
SNP

9/10/2025 New policy

PM608: Tepylute® and Tepadina® (thiotepa) 
CS
MA
SNP

11/14/2025 New policy

PM609: Lovotibeglogene Autotemcel (Lyfgenia®) 

WAH
CS
MA
SNP

11/14/2025 New policy

PM610: Exagamglogene Autotemcel (Casgevy™) 
CS
MA
SNP

11/14/2025 New policy

PM611: Human Growth Hormone
CS
MA
SNP

12/12/2025 New policy

PM612: Medical Necessity
WAH 1/9/2026 New policy

https://www.chpw.org/wp-content/uploads/content/provider-center/policies/IL-17_Inhibitor_Clinical_Coverage_Criteria_-_PM602.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/T-Lymphocyte_Inhibitor_Clinical_Coverage_Criteria_-_PM603.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/TNF_Inhibitor_Clinical_Coverage_Criteria_-_PM604.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/ADAMTS13_Recombinant_-_krhn_Adzynma_Clinical_Coverage_Criteria_PM605.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Natalizumab_Tysabri_Clinical_Coverage_Criteria_-_PM606.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Lutetium_Lu_177_vipivotide_tetraxetan_Pluvicto_Clinical_Coverage_Criteria_-_PM607.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Tepylute_and_Tepadina_Thiotepa_Clinical_Coverage_Criteria_-_PM608.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Lovotibeglogene_Autotemcel_Lyfgenia_Clinical_Coverage_Criteria_-_PM609.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Exagamglogene_Autotemcel_Casgevy_Clinical_Coverage_Criteria_-_PM610.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Human_Growth_Hormone_Clinical_Coverage_Criteria_-_PM611.pdf
https://www.chpw.org/wp-content/uploads/content/provider-center/policies/Medical_Necessity_Clinical_Coverage_Criteria_-_PM612.pdf
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