
 
 

PHARMACY POLICY STATEMENT 
Indiana  Medicaid  

DRUG NAME Injectable somatostatin analogs (First generation): 
Sandostatin (octreotide), Sandostatin LAR (octreotide), 
Somatuline depot (lanreotide), Bynfezia Pen (octreotide) 

BILLING CODE J2354/ J2353/ J1930/ NDC 
BENEFIT TYPE Medical, except Bynfezia is a pharmacy benefit 
SITE OF SERVICE ALLOWED Office/Outpatient/Home 
COVERAGE REQUIREMENTS

is a  
 

ACROMEGALY  

For initial  authorization: 
1. Member is 18 years of age or older; AND 
2. Medication must be prescribed by or in consultation with an endocrinologist; AND 
3. Member has diagnosis of uncontrolled acromegaly confirmed by insulin-like growth factor (IGF-1) 

elevation above normal level (lab report required); AND  
4. Member had an inadequate response to surgery or radiation, or member is ineligible for these 

treatments (documentation required); AND 
5. If IGF-1 elevation is 1.5x upper limit of normal or less, member must have a trial of, or contraindication 

or intolerance to cabergoline.3 
6. For Somatuline Depot only: Must have a trial and failure of Sandostatin LAR.  
7. For Bynfezia only:  

a) Baseline thyroid function testing is required; AND 
b) Trial and failure of short acting octreotide (generic Sandostatin).  

8. Dosage allowed:   
Octreotide: Initial 50mcg subQ/IV 3 times daily, titrate as indicated, usual maintenance dose 100mcg 
3 times daily, max 500mcg 3 times daily. NOTE: Doses in excess of 300mcg per day seldom confer 
additional benefit. 
Sandostatin LAR: Start at 20mg IM every 4 weeks for 3 months, then adjust according to GH and IGF-
1 per package insert, no more than 40mg every 4 weeks. 
Somatuline depot: Start at 90mg subQ every 4 weeks for 3 months, then adjust according to GH and 
IGF-1 per package insert, no more than 120mg every 4 weeks. 
Bynfezia Pen: Initial 50mcg subQ 3 times daily, titrate as indicated, usual maintenance dose 100mcg 
3 times daily, max 500mcg 3 times daily. NOTE: Doses in excess of 300mcg per day seldom confer 
additional benefit. 

 



 
If member meets all the requirements listed above, the medication will be approved for 6 months. 

For reauthorization : 
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