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Drug Therapy Guidelines 
 

                                                                                             
 

  Applicable* 

Durysta™ (bimatoprost) intracameral implant 

Medical Benefit x Effective: 10/3/22 

Pharmacy- Formulary 1  Next Review: 6/23 

Pharmacy- Formulary 2  Date of Origin: 7/14/20 

Pharmacy- Formulary 3/Exclusive  Review Dates: 6/20, 6/21, 8/22 

Pharmacy- Formulary 4/AON  

 

I. Medication Description 

 

Bimatoprost, a prostaglandin analog, is a synthetic structural analog of prostaglandin with ocular hypotensive 

activity. Bimatoprost is believed to lower IOP in humans by increasing outflow of aqueous humor through both 

the trabecular meshwork (conventional) and uveoscleral routes (unconventional). Elevated IOP presents a major 

risk factor for glaucomatous field loss. The higher the level of IOP, the greater the likelihood of optic nerve 

damage and visual field loss. 

 

Durysta (bimatoprost) is an ophthalmic drug delivery system for a single intracameral administration of a 

biodegradable implant. Durysta should not be readministered to an eye that received a prior Durysta. 

 

II. Position Statement 

 

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

request.  

 

III. Policy 

  

Coverage of Durysta is available when the following criteria have been met: 

• Member is at least 18 years of age AND 

• Medication is prescribed by, or in consultation with, an ophthalmologist AND 

• Member has tried at least ONE ophthalmic prostaglandin for the treatment of open-angle glaucoma or 

ocular hypertension AND 

• Member is not receiving re-treatment of eye(s) previously treated with Durysta. 

 

IV. Quantity Limitations 

  

 Coverage is provided for one Durysta implant per treated eye(s). 

• Lifetime maximum: two implants per member 

 

V. Coverage Duration 

 

Coverage duration is available for 1 month (30 days) to allow for one-time treatment of one or both eye(s). 
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VI. Coverage Renewal Criteria 

 

• Durysta should not be re-administered to an eye that was previously treated with Durysta. 

• Coverage renewal for the treatment of the same eye is not available. 
 

VII. Billing/Coding Information 

 

• Available as an intracameral implant containing bimatoprost 10 mcg in a drug delivery system 

• J7351: 1 billable unit = 1mcg 

 

VIII. Summary of Policy Changes 

  

• 7/14/20: new policy 

• 10/1/20: updating billing/coding information 

• 8/30/21: no policy changes 

• 10/3/22: no policy changes 

 

IX. References 

 

1. Durysta ™ [package insert]. Madison, NJ: Allergan USA, Inc.; Revised 11/2020. 

2. Centers for Medicare and Medicaid Services. Medicare Benefit Policy Manual: Chapter 15. (CMS Publication 

No. 100-02). Retrieved from http://www.cms.hhs.gov. 

 

*These guidelines are not applicable to benefits covered under Medicare Advantage. Medicare Advantage benefit coverage requests are reviewed in accordance with 

the guidance set forth in Chapter 15 Section 50 of the Centers for Medicare & Medicaid Services Medicare Benefit Policy Manual. 

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


