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PHARMACY POLICY STATEMENT

Marketplace
DRUG NAME Xenazine (tetrabenazine)
BILLING CODE Must use valid NDC
BENEFIT TYPE Pharmacy
SITE OF SERVICE ALLOWED Home
STATUS Prior Authorization Required

Xenazine, approved by the FDA in 2008, is a vesicular monoamine transporter 2 (VMAT) inhibitor indicated
for the treatment of chorea associated with Huntington’s disease.

Huntington’s disease is a hereditary, progressive, neurodegenerative disease characterized by involuntary
movements, cognitive dysfunction, and psychiatric symptoms. A prominent Huntington disease symptom is
chorea, an involuntary, sudden movement that can affect any muscle and flow randomly across body regions.

Xenazine (tetrabenazine) will be considered for coverage when the following criteria
are met:

Huntington’s Disease

For initial authorization:

1. Member is 18 years of age or older; AND

2. Medication is prescribed by or in consultation with a neurologist; AND

3. Member has a documented diagnosis of chorea that is associated with Huntington’s Disease; AND

4. Documented consultation on risks of suicidal ideation or behavior while on Xenazine is submitted with
member’s chart notes (Xenazine is contraindicated in patients who are suicidal, and in patients with
untreated or inadequately treated depression); AND

5. Member’s baseline Total Maximal Chorea Score (of the Unified Huntington’s Disease Rating Scale
(UHDRS)) is submitted with chart notes; AND

6. For doses above 50 mg per day, CYP2D6 genotyping is required. The total daily dose should not
exceed 50 mg in poor metabolizers.

7. Dosage allowed/Quantity limit: Start with 12.5 mg once daily. Titrate slowly and individually per
package insert. For extensive and intermediate CYP2D6 metabolizers only, the max dose is 100 mg
per day in divided doses.

If all the above requirements are met, the medication will be approved for 3 months.

For reauthorization:
1. Member must have documentation of improved Total Maximal Chorea Score compared to baseline.

If all the above requirements are met, the medication will be approved for an additional 12 months.

CareSource considers Xenazine (tetrabenazine) not medically necessary for the
treatment of conditions that are not listed in this document. For any other
indication, please refer to the Off-Label policy.
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DATE ACTION/DESCRIPTION
04/11/2022 New policy for Xenazine created.
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