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Clinical Policy Title: miglustat 

Policy Number: RxA.873 

Drug(s) Applied: Yargesa® 

Original Policy Date: 10/11/2024 

Last Review Date: 12/11/2025 

Line of Business Policy Applies to: All lines of business (except Medicare) 
 

Criteria 
 

I. Initial Approval Criteria 
A. Type 1 Gaucher disease (GD1) (must meet all): 

1. Diagnosis of mild to moderate GD1; 
2. Prescribed as monotherapy; 
3. Trial and failure of enzyme replacement therapy unless contraindicated; 
4. Request is not for Opfolda. 
Approval duration 
All Lines of Business (except Medicare): 12 months 

 
II. Continued Therapy Approval 

A. Type 1 Gaucher disease (must meet all):  
1. Member is currently receiving medication that has been authorized by RxAdvance or the member has 

met initial approval criteria. 
Approval duration 
All Lines of Business (except Medicare): 12 months 
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Review/Revision History Review/Revision Date P&T Approval Date 

Policy established. 10/11/2024 12/05/2024 

Policy was reviewed: 
1. Removed Zavesca from drug 

applied section. 

12/05/2024 N/A 

Policy reviewed 12/11/2025 12/11/2025 
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