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Clinical Policy Title: Diazoxide 

Policy Number: RxA.902 

Drug(s) Applied: Vykat XR 

Original Policy Date: 08/25/2025 

Last Review Date: 12/11/2025 

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

Criteria 
 

I. Initial Approval Criteria 
A. Prader-Willi syndrome (must meet all): 

1. Diagnosis of hyperphagia associated with Prader-Willi syndrome; 
2. Documentation of laboratory test results confirming diagnosis as evident by one of the following (i, ii, 

iii): 
i. Deletion in chromosomal 15q11-q13 region;  

ii. Maternal uniparental disomy in chromosome 15; 
iii. Imprinting defects, translocations, or inversions involving chromosome 15. 

3. Trial and failure of a diabetic GLP-1 for at least 3 months, unless contraindicated or clinically significant 
adverse effects are experienced. 

Approval duration 
All Lines of Business (except Medicare): 6 months 

 
II. Continued Therapy Approval 

A. Prader-Willi syndrome (must meet all):  
1. Documentation confirming benefit from therapy (reduction in hyperphagia, reduction in body fat mass, 

reduced levels of leptin. 
Approval duration 
All Lines of Business (except Medicare): 12 months 
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