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PHARMACY POLICY STATEMENT 
Indiana Medicaid 

 
DRUG NAME Sylvant (siltuximab) 
BENEFIT TYPE Medical  
STATUS Prior Authorization Required 

 
Sylvant, approved by the FDA in 2014, is an interleukin 6 (IL-6) antagonist indicated for the treatment of 
patients with multicentric Castleman’s disease (MCD) who are human immunodeficiency virus (HIV) negative 
and human herpesvirus-8 (HHV-8) negative. 
Castleman Disease (CD) is a rare lymphoproliferative disorder in which benign growths form in lymph node 
tissue. It is also associated with a number of malignancies. It can be unicentric or multicentric; MCD is further 
subtyped as human herpesvirus-8 (HHV-8) positive or as idiopathic. Symptoms range from mild to severe to 
life-threatening and involve systemic inflammatory symptoms, polyclonal lymphoproliferation, cytopenias, and 
multiple organ system dysfunction.  
Sylvant is a first line treatment for CD per NCCN (category 2a) and is the preferred treatment per international 
guidelines (category 1). 
 
Sylvant (siltuximab) will be considered for coverage when the following criteria are 
met: 

 
Multicentric Castleman’s Disease (MCD) 
For initial authorization: 
1. Medication must be prescribed by or in consultation with a hematologist or oncologist; AND 
2. Member has a documented diagnosis of multicentric Castleman’s Disease; AND 
3. Member has active disease, with presence of signs/symptoms; AND 
4. Member is human immunodeficiency virus (HIV) negative (lab report required); AND 
5. Member is human herpesvirus-8 (HHV-8) negative (lab report required). 
6. Dosage allowed/Quantity limit: 11 mg/kg by IV infusion every 3 weeks until treatment failure. 

 
If all the above requirements are met, the medication will be approved for 6 months. 
 
For reauthorization: 
1. Chart notes indicate that disease has not progressed (based on labs, symptoms, and tumor 

response).  
 

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

 

CareSource considers Sylvant (siltuximab) 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 
06/06/2025 New policy for Sylvant created. 
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