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Bendamustine Agents
(Belrapzo, Bendeka, Treanda)

Override(s) Approval Duration
Prior Authorization 1 year

Medications

Belrapzo (bendamustine hydrochloride)
Bendeka (bendamustine hydrochloride)
Treanda (bendamustine hydrochloride)

APPROVAL CRITERIA

Requests for bendamustine agents (Belrapzo, Bendeka, Treanda) may be approved if the
following criteria are met:

I. Individual has a diagnosis of one of the following:

Chronic lymphocytic leukemia/small lymphocytic lymphoma (CLL/SLL); OR
Relapsed or refractory classical Hodgkin lymphoma (NCCN 2A); OR
Non-Hodgkin lymphoma (NHL); OR

Multiple myeloma for disease relapse or refractory disease (NCCN 2A); OR
Waldenstrom’s macroglobulinemia (NCCN 2A).
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Requests for bendamustine agents (Belrapzo, Bendeka, Treanda) may not be approved for
the following:

[.  All other indications not listed above; OR
Il.  Treatment of metastatic breast cancer; OR
lll.  Treatment of small cell lung cancer (SCLC).

State Specific Mandates

State name Date effective | Mandate details (including specific bill if applicable)
N/A N/A N/A
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