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Clinical Policy Title: sibeprenlimab-szsi
Policy Number: RxA.932

Drug(s) Applied: Voyxact®

Original Policy Date: 06/18/2026

Last Review Date: 06/18/2026

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

Criteria

I.  Initial Approval Criteria
A. Primary immunoglobulin A nephropathy (must meet all):

1. Diagnosis of primary immunoglobulin A nephropathy at risk for rapid progression;

2. Member has eGFR =30 mL/min/1.73 m2 and UPCR > 0.5 g/g;

3. Medication is prescribed in combination with a RAS inhibitor (e.g., ACE inhibitor or
ARB), unless contraindicated or clinically significant adverse effects are experienced;

4. Documentation of a trial of one systemic corticosteroid (e.g., methylprednisolone,
prednisone), unless contraindicated or clinically significant adverse effects are
experienced.

Approval duration

All Lines of Business (except Medicare): 12 months

Il.  Continued Therapy Approval
A. Primary immunoglobulin A nephropathy (must meet all):
1. Auto-approval based on lookback functionality within the past 120 days as a proxy for member
responding positively to therapy
Approval duration
All Lines of Business (except Medicare): 12 months
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This clinical policy has been developed to authorize, modify, or determine coverage for individuals with similar conditions. Specific care and treatment may vary
depending on individual need and benefits covered by the plan. This policy is not intended to dictate to providers how to practice medicine, nor does it constitute a
contract or guarantee regarding payment or results. This document may contain prescription brand name drugs that are trademarks of pharmaceutical manufacturers
that are not affiliated with RxAdvance.

© 2026 RxAdvance Corporation. All rights reserved. This policy contains the confidential and proprietary information of RxAdvance. Unauthorized reproduction,
distribution, modification, display, storage, transmission, or use of this policy or any information contained herein is strictly prohibited.

Revised 06/2026 Page1of1 v2.0.01.1



	I. Initial Approval Criteria
	II. Continued Therapy Approval
	References
	1. Floege J, Barratt J, Cook HT, et al. Executive summary of the KDIGO 2025 Clinical Practice Guideline for the Management of Immunoglobulin A Nephropathy (IgAN) and Immunoglobulin A Vasculitis (IgAV). Kidney Int. 2025;108(4):548-554. doi:10.1016/j.ki...

