Y
CareSource

DRUG NAME Makena (hydroxyprogesterone caproate)

BILLING CODE J1726 (1 unit =10 mg)

BENEFIT TYPE Medical

SITE OF SERVICE ALLOWED Outpatient/Office/Home

COVERAGE REQUIREMENTS No prior authorization is required for Kentucky

Medicaid. However, Makena (hydroxyprogesterone
caproate) should only be administered to members who
meet the established criteria below.

QUANTITY LIMIT— 250 mg weekly

LIST OF DIAGNOSES CONSIDERED NOT
MEDICALLY NECESSARY

Makena (hydroxyprogesterone caproate) is a non-preferred product and will only be
considered for coverage under the medical benefit when the following criteria are met:

Members must be clinically diagnosed with one of the following disease states and meet their individual criteria as stated.

REDUCTION OF RISK OF PRETERM BIRTH

For initial authorization:

1. Member has current singleton pregnancy; AND

2. Member has documented history of one or more preterm births occurring between 16 and 36 weeks
gestation due to spontaneous preterm labor, rupture of membranes, or advanced cervical dilation or
effacement; AND

3. No evidence that preterm birth was secondary to defined medical indications, such as induction for
hypertension, IUGR, fetal compromise or distress, placenta abruption or previa, Rh or other blood
group incompatibility, fetal anomaly; AND

4. Member has no history of the following: blood clots or other blood clotting problems, breast cancer or

other hormone sensitive cancers, liver problems or liver tumors, uncontrolled high blood pressure;

AND

Member is not currently in labor; AND

Medication is initiated during the period of 16-24 weeks and can be administered through 36 weeks 6

days gestation.

7. Dosage allowed: 250 mg weekly initiating between 16 and 24 weeks gestation and continuing up to
36 weeks 6 days gestation.

ov

If member meets all the requirements listed above, the medication will be approved for the period
of the pregnancy up to 36 weeks and 6 days gestation.

CareSource considers Makena (hydroxyprogesterone caproate) not medically
necessary for the treatment of the diseases that are not listed in this document.
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ACTION/DESCRIPTION

01/08/2018 | New policy for Makena created. New format established, no changes in criteria from
previous policy version (SRx-0075).
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