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Drug Therapy Guidelines 
 

                                                                                              Applicable* 

Nplate® (romiplostim) 

Medical Benefit x Effective: 12/5/22 

Pharmacy- Formulary 1  Next Review:  6/23 

Pharmacy- Formulary 2  Date of Origin: 3/10 

Pharmacy- Formulary 3/Exclusive  Review Dates: 3/10, 9/10, 9/11, 9/12, 9/13, 9/14, 3/15, 3/16, 3/17, 

3/18, 12/18, 3/19, 6/19, 6/20, 6/21, 10/22 Pharmacy- Formulary 4/AON  

 

I. Medication Description 

 

Nplate (romiplostim) is a thrombopoetin (TPO) receptor agonist that binds and activates the TPO receptor, 

mimicking endogenous TPO. Activation of this receptor leads to a dose-dependent increase in platelet 

production.  Nplate is produced in genetically modified E. coli and differs structurally from endogenous and 

recombinant human TPO (rhTPO). This structural difference makes it much more unlikely that the body will 

develop antibodies to Nplate, as is sometimes seen after administration of rhTPO. 

 

II. Position Statement 

 

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

 

III. Policy 

 

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

• Member is being treated for thrombocytopenia associated with one of the following conditions: 

o Immune thrombocytopenia (ITP) in adults at least 18 years of age OR 

o ITP for at least 6 months in children between the ages of 1 and 17 years of age AND 

• Member has had an inadequate response to treatment with corticosteroids, immunoglobulins, OR 

splenectomy AND 

• ONE of the following: 

o Platelet counts are less than 30,000/mm3 OR 

o Platelet counts are greater than 30,000/mm3 AND  

• Member has active bleeding OR 

• Member is at risk for bleeding based on their clinical condition. 

 

IV. Quantity Limitations 

 

Nplate coverage is available to allow for up to maximum of 10mcg/kg per week. 

 

V. Coverage Duration 

 

 Coverage is provided for 6 months and may be renewed. 

 

VI. Coverage Renewal Criteria 
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 Coverage can be renewed based upon the following criteria: 

• Demonstrated response to therapy (e.g. increase in platelet counts, resolution of bleeding symptoms, 
etc.) AND 

• Continued need for therapy as evidenced by platelet counts. 

 

VII. Billing/Coding Information 

 

• Available as: 

o J2796: 1 billable unit = 10mcg 

o 125mcg vial (powder for solution) 

o 250mcg vial (powder for solution) 

o 500mcg vial (powder for solution) 

• Pertinent diagnosis:  immune thrombocytopenia purpura - D69.3 

 

VIII. Summary of Policy Changes 

 

• 12/15/12: renewal criteria changed to specify that continued need must be established via platelet counts; 

dosing adjustment recommendations added for Nplate; references to Nplate NEXUS and Promacta CARES 

programs removed. 

• 12/2012: removed to own policy with no other changes made. 

• 12/15/13: no policy changes 

• 1/1/15: no policy changes 

• 6/15/15: no policy changes 

• 7/1/15: formulary distinctions made 

• 6/15/16: no policy changes 

• 4/5/17: no policy changes 

• 5/1/18: no policy changes 

• 2/15/19: added platelet counts and member age to criteria for chronic ITP 

• 3/28/19: no policy changes 

• 8/15/19: added indication for treatment of ITP in children 

• 8/1/20: updated billing/coding information 

• 8/30/21: policy revised to allow use in non-chronic ITP based on revised prescribing information. 

• 12/5/22: no policy changes 
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*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. 


