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Drug Therapy Guidelines 
 

                                                                                             
 

  Applicable 

Apokyn® (Apomorphine)  

Medical Benefit  Effective: 8/1/22 

Pharmacy- Formulary 1 x Next Review: 9/23 

Pharmacy- Formulary 2 x Date of Origin: 9/18 

Pharmacy- Formulary 3/Exclusive x Review Dates: 9/18, 9/19, 9/20, 9/21, 6/22 

Pharmacy- Formulary 4/AON x 

 

I. Medication Description 

 

Apokyn is an injectable non-ergoline dopamine agonist with high in vitro binding affinity for the dopamine D4 

receptor, and moderate affinity for the dopamine D2, D3, and D5, and adrenergic α1D, α2B, α2C receptors. It is 

thought to stimulate post-synaptic dopamine D2-type receptors within the caudate-putamen in the brain.  

 

II. Position Statement 

 

Coverage is determined through a prior authorization process with supporting clinical documentation for every 

request.  

 

III. Policy 

  

 Coverage of Apokyn is provided when the following criteria are met:  

• The medication is prescribed by, or in consultation with, a neurologist AND 

• The member has a diagnosis of advanced Parkinson’s disease AND 

• The member is experiencing acute intermittent hypomobility (defined as “off” episodes characterized by 

muscle stiffness, slow movements or difficulty starting movements) AND  

• The member is receiving apomorphine in combination with an anti-Parkinson’s medication: 

levodopa, dopamine agonist (e.g., bromocriptine, parmipexole, ropinirole, rotigotine), COMT 

inhibitor (tolcapone, entacapone), or monoamine oxidase inhibitor (e.g., selegiline, rasagiline). AND  

• The member is not concurrently taking a 5-HT3 antagonist (Zofran, Kytril, Anzemet, ALoxi or 

Lotronex)  

 

IV. Quantity Limitations 

  

Coverage is available for 28 cartridges (84 mL) in a 30 day period  

 

V. Coverage Duration 

 

Coverage is available for 6 months and may be renewed in 12 month intervals.  
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VI. Coverage Renewal Criteria 

 

 Coverage can be renewed based upon the following criteria: 

• Confirmation of positive clinical response to therapy (e.g. continued success at reversing off-episodes , 
improved motor function, etc.) AND 

• Absence of unacceptable toxicity from the drug. 
 

VII. Billing/Coding Information 

 

Apokyn is available as 30mg/3mL multi-dose glass cartridges for use with a multiple-dose pen injector. 

 

VIII. Summary of Policy Changes 

  

• 11/1/18: new policy 

• 11/15/19: no policy changes 

• 1/1/21: no policy changes 

• 11/29/21: no policy changes 

• 8/1/22: no policy changes 
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The Plan fully expects that only appropriate and medically necessary services will be rendered.  The Plan reserves the right to conduct pre-payment and post-payment 

reviews to assess the medical appropriateness of the above-referenced therapies.  

The preceding policy applies only to members for whom the above named pharmacy benefit medications are included on their covered formulary. Members with 

closed formulary benefits are subject to trying all appropriate formulary alternatives before a coverage exception for a non-formulary medication will be considered. 

The preceding policy is a guideline to allow for coverage of the pertinent medication/product, and is not meant to serve as a clinical practice guideline. 


