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Introduction
An antibody is a blood protein. When the immune system detects an unhealthy cell, antibodies

attach themselves to a molecule known as an antigen on that unhealthy cell. The antibody then

acts as flag for other immune system cells, causing those other immune system cells to swarm to
the area and fight the unhealthy cell. Cancer cells can evade the immune system by reproducing
very quickly, avoiding detection, or completely blocking the immune system. Monoclonal
antibodies are drugs that work with the body’s natural immune response. Monoclonal

antibodies are produced in a laboratory and made to specifically attach to the antigens which

are typically found in high numbers on cancer cells. This policy describes when treatment with
monoclonal antibodies may be approved to treat lymphoma.

Note:

The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The
rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for

providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can

be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a
service may be covered.

Policy Coverage Criteria
2.03.502_PBC (11-21-2022)

Note: Rituxan® (rituximab), Ruxience™ (rituximab-pvvr), Riabni™ (rituximab-arrx), and

Truxima® (rituximab-abbs) are not subject to Site of Service review when used for the
treatment of lymphoma.

Drug

Medical Necessity

Ruxience™ (rituximab-

(rituximab-arrx), and Truxima® (rituximab-abbs) are a CD20-

Rituxan® (rituximab),
pvvr),

Truxima® (rituximababbs)
•

First-line

Riabni™ (rituximab-arrx)
•

Second-line

Rituxan® (rituximab), Ruxience™ (rituximab-pvvr), Riabni™

directed cytolytic antibody and may be considered medically
necessary (for the following labeled indications) in the
treatment of individuals with:

•
•

Non-Hodgkin’s Lymphoma (NHL)

Chronic Lymphocytic Leukemia (CLL)

AND
•

For Riabni™ (rituximab-arrx) the individual has had an

inadequate response or intolerance to Rituxan® (rituximab),
Ruxience™ (rituximab-pvvr), or Truxima® (rituximab-abbs)

Rituxan® (rituximab), Ruxience™ (rituximab-pvvr), Riabni™

(rituximab-arrx), and Truxima® (rituximab-abbs) may be

considered medically necessary for the following off-label
indications:
•

Treatment of any B-cell or other Lymphoid malignancies with
documented CD20 antigen expression
o

ALL, Chronic lymphocytic leukemia/small lymphocytic

o

Primary CNS lymphomas

o

Follicular lymphoma

lymphoma (CLL/SLL)

o

AIDS-related B-cell lymphoma

o

Hairy cell leukemia

o

Lymphoblastic lymphoma

o

Hodgkin’s lymphoma

o

Mantle cell lymphoma

o

Multiple myeloma

o

MALT lymphoma

o

Burkitt’s lymphoma

o

Splenic marginal zone lymphoma
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Drug

Medical Necessity
o
•
•

o

Waldenstrom’s macroglobulinemia

CD-20 positive leptomenigeal metastases

Treatment of posttransplant lymphoproliferative disorder
First-line therapy of monomorphic or polymorphic posttransplant lymphoproliferative disorder (PTLD)

•
•

Second-line therapy for persistent or progressive PTLD

Maintenance therapy for polymorphic PTLD

AND
•

For Riabni™ (rituximab-arrx) the individual has had an

inadequate response or intolerance to Rituxan® (rituximab),
Ruxience™ (rituximab-pvvr), or Truxima® (rituximab-abbs)

Rituxan Hycela™

Rituxan Hycela™ (rituximab and hyaluronidase human) is a

hyaluronidase human)

endoglycoside, and may be considered medically necessary

(rituximab and

CD20-directed cytolytic antibody and hyaluronidase human, an
(for the following labeled indications) in the treatment of

adult individuals with:
•

Follicular Lymphoma (FL)
o

Used as a single agent for relapsed or refractory FL

o

Used in combination with first-line chemotherapy for

o

Used as single agent maintenance therapy in individuals

previously untreated FL

achieving a complete or partial response to rituximab in
combination with chemotherapy

o

Used as a single agent after first-line cyclophosphamide,

vincristine, and prednisone (CVP) chemotherapy for nonprogressing (including stable disease)

•

Diffuse Large B-cell Lymphoma (DLBCL)
o

In combination with cyclophosphamide, doxorubicin,

vincristine, prednisone (CHOP) or other anthracycline-based
chemotherapy regimens for previously untreated diffuse
large B-cell lymphoma

•

Chronic Lymphocytic Leukemia (CLL)
o

In combination with fludarabine and cyclophosphamide
(FC) for previously untreated and previously treated CLL
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Drug

Medical Necessity

Rituxan Hycela™ (rituximab and hyaluronidase human) may be
considered medically necessary for any other labeled or offlabel indications of Rituxan.
Note:

Arzerra® (ofatumumab)

Initiate treatment with Rituxan Hycela only after individuals have received
at least ONE FULL DOSE of a rituximab product by intravenous infusion.

Arzerra® (ofatumumab) may be considered medically

necessary for the treatment of chronic lymphocytic leukemia:
•

In combination with chlorambucil, for the treatment of
previously untreated individuals with CLL for whom

fludarabine-based therapy is considered inappropriate

•

In combination with fludarabine and cyclophosphamide for the
treatment of individuals with relapsed CLL

•

For extended treatment of individuals who are in complete or

partial response after at least two lines of therapy for recurrent
or progressive CLL
•
Adcetris (brentuximab
vedotin)

For the treatment of individuals with CLL refractory to
fludarabine and alemtuzumab

Adcetris® (brentuximab vedotin) may be considered medically
necessary for the following labeled indications:
•

Previously untreated Stage III or IV classical Hodgkin lymphoma
(cHL), in combination with chemotherapy

•

Classical Hodgkin lymphoma at high risk of relapse or

progression as post-autologous hematopoietic stem cell
transplantation (auto-HSCT) consolidation

•

Classical Hodgkin lymphoma after failure of auto-HSCT or after

failure of at least two prior multi-agent chemotherapy

regimens in individuals who are not auto-HSCT candidates

•

Previously untreated systemic anaplastic large cell lymphoma

(sALCL) or other CD30-expressing peripheral T-cell lymphomas
(PTCL), including angioimmunoblastic T-cell lymphoma and
PTCL not otherwise specified, in combination with
chemotherapy
•

Systemic anaplastic large cell lymphoma (sALCL) after failure of
at least one prior multi-agent chemotherapy regimen
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Drug

Medical Necessity
•

Primary cutaneous anaplastic large cell lymphoma (pcALCL) or
CD30-expressing mycosis fungoides (MF) who have received

Lumoxiti™ (moxetumomab
pasudotox)

prior systemic therapy

Lumoxiti™ (moxetumomab pasudotox) may be considered
medically necessary for the following labeled indication:
•

Treatment of adult individuals with relapsed or refractory hairy
cell leukemia (HCL) who received at least two prior systemic

therapies, including treatment with a purine nucleoside analog
Note:

Monjuvi® (tafasitamabcxix)

Lumoxiti™ is not recommended in individuals with severe renal
impairment (CrCl ≤ 29 mL/min).

Monjuvi® (tafasitamab-cxix) may be considered medically

necessary after at least two prior therapies for the following
labeled indication:

•

In combination with lenalidomide for the treatment of adult
individuals with relapsed or refractory DLBCL not otherwise

specified, including DLBCL arising from low grade lymphoma,
and who are not eligible for autologous stem cell transplant
Polivy™ (polatuzumab
vedotin-piiq)

(ASCT)

Polivy™ (polatuzumab vedotin-piiq) may be considered

medically necessary for the following labeled indication:
•

In combination with bendamustine and a rituximab product for
the treatment of adult individuals with relapsed or refractory
DLBCL, not otherwise specified, after at least two prior
therapies

Drug

Investigational

Ruxience™ (rituximab-

(rituximab-arrx), and Truxima® (rituximab-abbs) are

Rituxan® (rituximab),

pvvr), Riabni™ (rituximab-

arrx), Truxima®

(rituximab-abbs)

Rituxan® (rituximab), Ruxience™ (rituximab-pvvr), Riabni™
considered investigational for the following off-label
indication:
•

Treatment of lymphoid B-cell malignancies that do not express
CD20 antigen

All other uses of Rituxan® (rituximab), Ruxience™ (rituximabpvvr), Riabni™ (rituximab-arrx), and Truxima® (rituximab-
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Drug

As listed

Length of Approval

Investigational

abbs) are considered investigational unless listed in a related
medical policy.

All other uses of the medications listed in this policy are
considered investigational.

Approval

Criteria

Re-authorization criteria

Future re-authorization of all drugs listed in policy may be

Initial authorization

All drugs listed in policy may be approved up to 6 months.
approved up to 12 months as long as the drug-specific

coverage criteria are met and chart notes demonstrate that the
individual continues to show a positive clinical response to
therapy.

Documentation Requirements

The individual’s medical records submitted for review for all conditions should document
that medical necessity criteria are met. The record should include the following:
•

Office visit notes that contain the diagnosis, relevant history, physical evaluation and
medication history

Coding

Code

Description

J9042

Injection, brentuximab vedotin (Adcetris®), 1 mg

J9302

Injection, ofatumumab (Arzerra®), 10 mg

J9309

Injection, polatuzumab vedotin-piiq (Polivy™), 1 mg

J9311

Injection, rituximab 10 mg and hyaluronidase (Rituxan Hycela®)

J9312

Injection, rituximab, 10 mg (Rituxan®)

J9313

Injection, moxetumomab pasudotox-tdfk, (Lumoxiti™) 0.01 mg

HCPCS
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Code

Description

Q5115

Injection, rituximab-abbs, biosimilar, (Truxima), 10 mg

Q5119

Injection, rituximab-pvvr, biosimilar, (Ruxience™), 10 mg

Q5123

Injection, rituximab-arrx, biosimilar, (Riabni™), 10 mg)

J9349

Note:

Injection, tafasitamab-cxix, (Monjuvi®) 2 mg

CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS).

Related Information
Chronic Lymphocytic Leukemia/Small Lymphocytic Lymphoma
Chronic lymphocytic leukemia/small lymphocytic lymphoma (CLL/SLL) is classified as an indolent
non-Hodgkin’s lymphoma (NHL). When CLL/SLL is relapsed or refractory and CD20+ B-cells (not
T-cells) are present, treatment is appropriate with rituximab.

Benefit Application
This policy is managed through the Medical benefit.

Evidence Review
Description
Normal and malignant hematopoietic cells express various antigens on their surfaces, including:
CD20 expressed by B-lymphocytes and B-cell malignancies; CD33, present on myeloid

progenitors and acute myeloid leukemia (AML); and CD52, expressed by normal and malignant
T- and B-lymphocytes. Monoclonal antibodies have been developed to each of the above
antigens and have been investigated for the following labeled and off-label uses.

Rituxan (rituximab) is a CD20-directed cytolytic antibody indicated for the treatment of
individuals with following labeled indications:
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•

Non-Hodgkin’s Lymphoma (NHL), and

•

Chronic Lymphocytic Leukemia (CLL)

Rituximab and hyaluronidase human (Rituxan Hycela™) is a CD20-directed cytolytic antibody

and hyaluronidase human, indicated for the treatment of adult individuals with the following
labeled indications:
•

Follicular Lymphoma (FL)

•

Diffuse Large B-cell Lymphoma (DLBCL)

•

Chronic Lymphocytic Leukemia (CLL)

Arzerra® (ofatumumab): human monoclonal antibody to the CD20 antigen. Labeled indications:
•

Treatment of individuals with chronic lymphocytic leukemia (CLL) refractory to fludarabine
and alemtuzumab.

Brentuximab vedotin is an antibody-drug conjugate (ADC). The antibody is a chimeric IgG1

directed against CD30. The small molecule, monomethyl auristatin E (MMAE), is a microtubule
disrupting agent. MMAE is covalently attached to the antibody via a linker. Nonclinical data
suggest that the anticancer activity of Adcetris is due to the binding of the ADC to CD30-

expressing cells, followed by internalization of the ADC-CD30 complex, and the release of

MMAE via proteolytic cleavage. Binding of MMAE to tubulin disrupts the microtubule network
within the cell, subsequently inducing cell cycle arrest and apoptotic death of the cells.

Additionally, in vitro data provide evidence for antibody-dependent cellular phagocytosis
(ADCP).

CD30 is a member of the tumor necrosis factor receptor family. CD30 is expressed on the
surface of systematic anaplastic large cell lymphoma (sALCL) cells and on Hodgkin Reed-

Sternberg (HRS) cells in classical Hodkin’s lymphoma (HL), and has limited expression on healthy

tissue and cells. In vitro data suggest that signaling through CD30-CD30L binding may affect cell

survival and proliferation.

Moxetumomab pasudotox-tdfk is a CD22-directed cytotoxin. Moxetumomab pasudotox-tdfk

binds CD22 on the cell surface of B-cells and is internalized. Moxetumomab pasudotox-tdfk

internalization results in ADP-ribosylation of elongation factor 2, inhibition of protein synthesis,
and apoptotic cell death.

Page | 8 of 26

∞

National Comprehensive Cancer Network Compendium
The National Comprehensive Cancer Network (NCCN) Drugs and Biologics Compendium is

based directly on the NCCN Clinical Practice Guidelines in Oncology. The compendium lists
specific panel recommendations for off-label uses of drugs, and each recommendation is
supported by a level of evidence category.

The NCCN Categories of Evidence and Consensus used in the recommendations are:
•

Category 1: The recommendation is based on high level evidence (eg, randomized
controlled trials) and there is uniform NCCN consensus.

•

Category 2A: The recommendation is based on lower level evidence and there is uniform
NCCN consensus.

•

Category 2B: The recommendation is based on lower level evidence and there is nonuniform
NCCN consensus (but no major disagreement).

•

Category 3: The recommendation is based on any level of evidence but reflects major
disagreement.

In June 2008, the NCCN Compendium became one of four references for the Centers for
Medicare & Medicaid Services (CMS) for oncology coverage policy.

In its national coverage decision, CMS states that, in general, a use identified by the NCCN

Compendium is medically accepted if the indication is a Category 1 or 2A as defined by NCCN.
A use is not medically accepted if the indication is a category 3 in NCCN.

The local CMS contractor, Noridian Administrative Services (NAS), has issued an additional
coverage statement regarding Category 2B:

NAS recognizes NCCN Categories of Evidence Levels Category 1 and Category 2A ONLY as
medically accepted indications. If a provider chooses to use NCCN level 2B in support of a
chemotherapeutic drug used off-label in an anti-cancer chemotherapeutic regimen, NAS

expects that the provider will make available to NAS significant peer-reviewed Phase II or
Phase III studies demonstrating such support. In the absence of such studies, level 2B
evidence does not support such use.

The following policy considers only the off-label indications for rituximab and atumumab.
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Background
Rituxan® (rituximab)
Regarding Rituxan® (rituximab) for individuals with intermediate or aggressive NHL, an interim
analysis of a randomized controlled trial is available in abstract form. The trial compared

rituximab plus combination chemotherapy (cyclophosphamide, doxorubicin, vincristine and

prednisone, aka CHOP) to CHOP therapy alone in 400 individuals with previously treated diffuse
large B-cell lymphoma. By intent–to-treat analysis, event-free and overall survival (OS) at 12

months was superior in the rituximab plus CHOP arm. In 2002, final results of this trial were

published by Coiffier et al., confirming the superior outcomes in the combination arm. In the

Coiffier study, event-free survival at 2 years (CI 95%) was 57% in the CHOP + Rituximab arm and
38% in the CHOP alone arm. A 2002 TEC Assessment also found Rituximab met criteria for

treatment of individuals with intermediate or aggressive B-cell non-Hodgkin’s lymphoma based
on the Coiffier study.

In a randomized, Phase III trial of 122 individuals with untreated advanced-stage mantle cell

lymphoma, Lenz and colleagues reported individuals receiving cyclophosphamide, doxorubicin,
vincristine and prednisone (CHOP) plus rituximab (n=62) had significantly superior outcomes
than individuals receiving CHOP alone (n=60). Complete response rates and median time to

treatment failure in the CHOP plus rituximab group vs the CHOP alone group were 34% vs. 7%

(p=0.00024) and 21 months versus 14 months (p=0.0131), respectively. Toxicities were reported
to be acceptable and similar in both treatment groups.

The indications for off-label use of rituximab were determined by:
•

Considering the limited but evolving evidence in clinical trials indicating that CD20

expression enhanced susceptibility to this drug, and thus a response was more likely;
•

Soliciting the expert opinion of physician specialists on its accepted use; and

•

National Comprehensive Cancer Network Clinical Practice Guidelines for Non-Hodgkin’s
Lymphomas.

Rituxan Hycela™ (rituximab and hyaluronidase human)
Evidence for efficacy and safety of Rituxan Hycela™ (rituximab and hyaluronidase human) was

evaluated in three studies of each specified indication. All studies demonstrated comparability of
the subcutaneous (SC) formulation to the intravenous (IV) formulation of rituximab.
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Follicular Lymphoma
The SABRINA study was a randomized, controlled, open-label, multicenter Phase 3 trial that

evaluated 410 individuals with previously untreated CD20-positive FL of Grade 1, 2, or 3a who

received either IV Rituxan® (rituximab) or one cycle of an IV rituximab product followed by SC

Rituxan Hyclea™ (rituximab), plus chemotherapy. The primary endpoint was overall response

(complete response, unconfirmed complete response, and partial response) at the end of

induction, which amounted to 84.9% (95% CI 79.2 – 89.5) in the IV group and 84.4% (95% CI

78.7 – 89.1) in the SC group, for a difference of -0.5% (95% CI -7.7 – 6.8). The frequency of

adverse events was similar in both groups (95% in the IV group and 96% in the SC group).

Diffuse Large B-Cell Lymphoma
The MabEase study was a randomized, controlled, open-label, multicenter Phase 3b trial that

evaluated 576 individuals with previously untreated CD20-positive DLBCL who received either IV
rituximab or one cycle of an IV rituximab product followed by SC rituximab, plus chemotherapy.
The primary endpoint was complete response/unconfirmed complete response (CR/Cru) at the

end of induction, which amounted to 50.6% (95% CI 45.3% - 55.9%) in the SC group and 42.4%

(95% CI 35.1% - 49.7%) in the IV group (P=0.076). Safety profiles were similar between arms,
with no unexpected safety signals.

Chronic Lymphocytic Leukemia
The SAWYER study was a randomized, controlled, open-label, multicenter, non-inferiority Phase

1b trial that evaluated 176 individuals with previously untreated CD20-positive CLL who received
either IV rituximab or one cycle of an IV rituximab product followed by SC rituximab, plus

chemotherapy. Overall, the study demonstrated non-inferiority of SC rituximab to IV rituximab
through the primary endpoint of pharmacokinetic profiles. The geometric mean trough serum
concentration was 97.5 mcg/mL in the SC group and 61.5 mcg/mL in the IV group, with an
adjusted geometric mean ratio of 1.53 (90% CI 1.27 – 1.85). The proportion of individuals

reporting adverse events was similar between treatment arms.
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Arzerra® (ofatumumab)
The evidence for efficacy and safety of Arzerra® (ofatumumab) is currently limited to

uncontrolled clinical studies. This evidence suggests ofatumumab is efficacious for achieving an

objective response in approximately 50% individuals with fludrabine- or alemtuzumab-refractory

CLL.

The drug also appears to have efficacy in some individuals with rituximab-refractory disease.
Controlled clinical trials are needed to establish the superiority of ofatumumab over other

therapeutic alternative (eg, rituximab). In addition, improved survival remains to be established.

Adcetris® (brentuximab vedotin)
Clinical Trial in Relapsed Classical HL (Study 1)
The efficacy of Adcetris® (brentuximab vedotin) in individuals with classical HL who relapsed
after autologous hematopoietic stem cell transplantation (HSCT) was evaluated in one open-

label, single-arm, multicenter trial. One hundred two individuals were treated with 1.8 mg/kg of

Adcetris®DCETRIS intravenously over 30 minutes every 3 weeks. An independent review facility
(IRF) performed efficacy evaluations which included overall response rate (ORR = complete
remission [CR] + partial remission [PR]) and duration of response as defined by clinical and
radiographic measures including computed tomography (CT) and positron-emission

tomography (PET) as defined in the 2007 Revised Response Criteria for Malignant Lymphoma
(modified). The 102 individuals ranged in age from 15–77 years (median, 31 years) and most
were female (53%) and white (87%). Individuals had received a median of 5 prior therapies

including autologous HSCThematopoietic stem cell transplantation. Duration of response is

calculated from date of first response to date of progression or data cutoff date. The CR was

32% (95% CI; 23% – 42%), PR was 40% (95% CI; 32% – 49%), and the ORR was 73% (95% CI; 65%

– 83%).

Randomized Placebo-controlled Clinical Trial in Classical HL Post-auto-HSCT
Consolidation (Study 3)

The efficacy of Adcetris® (brentuximab vedotin) in individuals with classical HL at high risk of
relapse or disease progression post-auto-HSCT was studied in a randomized, double-blind,

placebo-controlled clinical trial. Three hundred twenty-nine individuals were randomized 1:1 to
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receive placebo or Adcetris® (brentuximab vedotin) 1.8 mg/kg intravenously over 30 minutes
every 3 weeks for up to 16 cycles, beginning 30–45 days post-auto-HSCT. Individuals in the

placebo arm with progressive disease per investigator could receive Adcetris® (brentuximab
vedotin) as part of a separate trial. The primary endpoint was progression-free survival (PFS)

determined by IRF. Standard international guidelines were followed for infection prophylaxis for
HSV, VZV, and PCP post-auto-HSCT.

High risk of post-auto-HSCT relapse or progression was defined according to status following

frontline therapy: refractory, relapse within 12 months, or relapse ≥12 months with extranodal
disease. Individuals were required to have obtained a CR, PR, or stable disease (SD) to most
recent pre-auto-HSCT salvage therapy.

A total of 329 individuals were enrolled and randomized (165 Adcetris® (brentuximab vedotin),
164 placebo); 327 individuals received study treatment. Individual demographics and baseline

characteristics were generally balanced between treatment arms. The 329 individuals ranged in

age from 18–76 years (median, 32 years) and most were male (53%) and white (94%). Individuals
had received a median of 2 prior systemic therapies (range, 2–8) excluding autologous

hematopoietic stem cell transplantation. PFS is calculated from randomization to date of disease
progression or death (due to any cause). The median PFS follow-up time from randomization
was 22 months (range, 0–49). Study 3 demonstrated a statistically significant improvement in
IRF-assessed PFS and increase in median PFS in the Adcetris® (brentuximab vedotin) arm
compared with the placebo arm. At the time of the PFS analysis, an interim OS analysis
demonstrated no difference.

Clinical Trial in Relapsed sALCL (Study 2)
The efficacy of Adcetris® (brentuximab vedotin) in individuals with relapsed sALCL was

evaluated in one open-label, single-arm, multicenter trial. This trial included individuals who had
sALCL that was relapsed after prior therapy. Fifty-eight individuals were treated with 1.8 mg/kg
of ADCETRIS administered intravenously over 30 minutes every 3 weeks. An IRF performed

efficacy evaluations which included overall response rate (ORR = complete remission [CR] +
partial remission [PR]) and duration of response as defined by clinical and radiographic

measures including computed tomography (CT) and positron-emission tomography (PET) as

defined in the 2007 Revised Response Criteria for Malignant Lymphoma (modified).

The 58 individuals ranged in age from 14–76 years (median, 52 years) and most were male (57%)
and white (83%). Individuals had received a median of 2 prior therapies; 26% of individuals had
received prior autologous hematopoietic stem cell transplantation. Fifty percent (50%) of
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individuals were relapsed and 50% of individuals were refractory to their most recent prior
therapy. Seventy-two percent (72%) were anaplastic lymphoma kinase (ALK)-negative.

Duration of response is calculated from date of first response to date of progression or data
cutoff date.

Lumoxiti™ (moxetumomab pasudotox)
The efficacy of Lumoxiti™ (moxetumomab pasudotox) was based upon a pivotal multicenter trial

of Moxetumomab Pasudotox in relapsed/refractory Hairy Cell Leukemia, conducted in

individuals with histologically confirmed HCL or HCL variant with a need for therapy based on

presence of cytopenias or splenomegaly and who had received prior treatment with at least 2

systemic therapies, including 1 purine nucleoside analog (PNA). Eligible individuals had serum

creatinine ≤ 1.5 mg/dL or creatinine clearance ≥ 60 mL/min as estimated by the Cockcroft Gault
equation.

A total of 80 individuals were enrolled: 77 with classic HCL and 3 with HCL variant. The median

age was 60 years (range: 34 to 84) years, 79% were male, and 94% were Caucasian. At baseline,
98% of individuals had an ECOG performance status of 0 or 1. The median number of prior

treatments was 3 (range: 2 to 11); all individuals received prior PNA therapy, including 29% in

combination with rituximab. The most common other prior treatment regimens were rituximab
monotherapy (51%), interferon-alpha (25%), and a BRAF inhibitor (18%). At baseline, 33%
(26/80) of individuals had low hemoglobin (< 10 g/dL), 68% (54/80) of individuals had

neutropenia (< 1000/mm3), and 84% (67/80) individuals had baseline platelet counts <

100,000/mm3. About 35% of individuals had enlarged spleens (≥ 14 cm, assessed by BICR) at
baseline.

Individuals received moxetumomab pasudotox 0.04 mg/kg as an intravenous infusion over 30
minutes on Days 1, 3, and 5 of each 28-day cycle for a maximum of 6 cycles or until

documentation of complete response (CR), disease progression, or unacceptable toxicity. The
median duration of follow-up was 16.7 months (range: 2 to 49). An independent review

committee (IRC) performed efficacy evaluations using blood, bone marrow, and imaging criteria
adapted from previous HCL studies and consensus guidelines. Efficacy of moxetumomab

pasudotox in HCL was evaluated by the IRC-assessed rate of durable CR, as confirmed by

maintenance of hematologic remission (hemoglobin ≥ 11 g/dL, neutrophils ≥ 1500/mm3, and

platelets ≥ 100,000/mm3 without transfusions or growth factor for at least 4 weeks) more than
180 days after IRC-assessed CR. The IRC-assessed durable CR rate was 30% (24/80 individuals;

95% CI: 20, 41).
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Monjuvi® (tafasitamab-cxix)
Phase 2/3 evidence for the efficacy and safety of tafasitamab for relapsed/refractory (R/R) DLBCL
consists of two fair quality Phase 2 trials, one in combination with lenalinomide and the other as
monotherapy.

L-MIND was an international, single-arm, open-label, Phase 2 trial in 81 adults with R/R DLBCL
who were ineligible for high-dose chemotherapy and hematopoietic stem cell therapy (HSCT).
Eligible individuals received tafasitamab + lenalidomide for 12 (28-day) cycles, followed by

tafasitamab maintenance monotherapy until progressive disease (PD) in individuals with at least
stable disease (SD). The primary study endpoint was objective response rate (CR + PR) (ORR).
Results showed an ORR of 60%, with 43% complete response (CR) and 18% partial response

(PR). Secondary outcomes included an SD of 16%, disease control rate (CR + PR + SD) (DCR) of
74%, duration of response (DOR) of 22 months, median progression-free survival (PFS) of 12

months, time to first subsequent therapy (TFST) of 15 months, and median OS was not reached
(at a median 19.6 months follow-up).

In second fair quality, multicenter, single-arm, open-label, Phase 2a study, 92 adults with R/R
NHL, including a cohort of 35 with R/R DLBCL, received tafasitamab weekly for 8 weeks, then

those with at least SD received additional weekly doses for 4 more weeks, then those with CR or
PR could continue Q2W or monthly maintenance therapy until PD. The primary study endpoint
was ORR. In the DLBCL cohort, ORR was 26%, with n=2 CR and n=7 PR. Secondary outcomes
included a SD of 14%, a median DOR of 20 months, and median PFS was 2.7 months (after a
median follow-up of 21 months).

Indirect comparison of the L-MIND response rate with that for lenalidomide and tafasitamab
monotherapy in R/R NHL (including DLBCL) (28-35% and 26%, respectively) suggests

tafasitamab + lenalidomide may be more efficacious than either agent alone. However, the

response rate for available CAR T-cell therapies ranges from 52%-82% and for polatuzumab +
bendamustine + rituximab was 45%, with 40% achieving CR.

Polivy™ (polatuzumab vedotin-piiq)
Evidence from one ongoing, global, randomized, active-controlled Phase Ib/II trial currently

supports the proposed indication of use in combination with bendamustine/rituximab (BR) for

the treatment of adults with relapsed/refractory (R/R) DLBCL. As of a data cutoff of April 30,
2018 and a median follow-up of 22.3 months, positron emission tomography complete
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response (PET-CR) by independent review committee (IRC) was 40% with polatuzumab + BR vs
18% with BR (NNT=4.5) and ORR was 45% vs 18% (NNT=3.7), respectively. While exploratory
endpoints in the trial, progression-free survival (PFS) and OS also appeared longer with
polatuzumab + BR compared to BR.

In an additional multicenter, randomized, open-label, active-controlled Phase II trial (ROMU-

LUS), the antitumor activity and safety of polatuzumab + rituximab was compared with that of

pinatuzumab + rituximab in individuals with R/R DLBCL or R/R FL. Both antibody drug conjugate
(ADCs) were administered as 2.4 mg/kg IV every 21 days (each cycle) in combination with

rituximab until PD, unacceptable toxicity, or up to one year. The primary study outcomes were
anti-tumor response and safety. A total of 81 individuals with DLBCL were randomized to

polatuzumab + rituximab (n=39) or pinatuzumab (n=42) and a total of 41 individuals with FL
were randomized to polatuzumab + rituximab (n=20) or pinatuzumab + rituximab (n=21).

In an ongoing, multicenter, open-label, single arm, Phase Ib/II (dose escalation/expansion) trial,
the preliminary antitumor activity and safety of polatuzumab (1.8 mg/kg) in combination with

rituximab or obinutuzumab (G; 1.4 mg/kg) IV plus cyclophosphamide/doxorubicin/prednisone

(CHP) every 21 days (each cycle) for 6-8 cycles was evaluated in treatment-naïve individuals with
DLBCL. The primary study outcomes were safety and maximum tolerated dose. Preliminary
antitumor activity (ORR, CR, PFS, and OS) was a secondary study outcome. A total of 82

individuals were treated and evaluable, n=25 with any previously untreated B-cell NHL in the
dose escalation phase and n=57 with previously untreated DLBCL and an International

Prognostic Index (IPI) of 2-5 in the dose expansion cohort. The maximum tolerated dose of

polatuzumab + R/G-CHP from Phase Ib was 1.8 mg/kg every 21 days; consequently, this was the
dose employed in the Phase II dose expansion phase. At a December 29, 2017 data cutoff in the
dose expansion phase, 75 (91%) individuals had DLBCL and 66 (88%) of these 75 (n=45 R-CHP
and n=21 G-CHP) were treated with the Phase Ib recommended polatuzumab dose of 1.8

mg/kg. Median follow-up was 21.5 months in this latter group. ORR was achieved by 59/66

(89%), with 51 (77%) having CR and 8 (12%) with PR. Also, in this subpopulation 12-Month PFS
was 91% (95% CI 84-98) and 24-month PFS was 83 (95% CI 73-93). Four individuals with

untreated DLBCL receiving the recommended dose of polatuzumab during the expansion phase
died [n=2 (3%) due to AEs (atrial fibrillation and septic shock) and n=2 (3%) due to disease
progression].
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Clinical Input Received from Physician Specialty Societies and Academic
Medical Centers
2004 Update
The U.S. Pharmacopoeial Convention (2003) has concluded that Rituxan® (rituximab) is

accepted for the following off-label indications: a) as first-line treatment of diffuse aggressive

NHL; b) treatment of relapsed or refractory diffuse aggressive NHL; c) first-line treatment of
intermediate to high-grade NHL; and d) first-line treatment of low-grade NHL.

2006 Update
Studies continue, but have not yet been published, which would indicate the safety and efficacy
of Mylotarg® as a single-agent treatment for individuals who are CD33-positive with AML in
first relapse. Outcomes of these studies are awaited.

2008 Update
NCCN guidelines v.3.2008 recommends rituximab (preferred), or alkylating agents such as

cyclophosphamide or chlorambucil as single agents for first-line therapy for follicular lymphoma
in elderly or infirm individuals.

2009 Update
Both R-CHOP (rituximab with cyclophosphamide, doxorubicin, vincristine and prednisone) and
R-CVP (rituximab with cyclophosphamide, vincristine and prednisone) have been used

successfully in the treatment of individuals with symptomatic FL. Ganguly and Patel (2009

conducted a meta-analysis of relevant literature comparing both treatment arms for FL with

response being the final endpoint. Two analyses were conducted: The first analysis compared RCHOP to R-CVP as frontline agents for the treatment of FL and the second analysis included

both untreated and relapsed individuals. The authors report that for both studies, R-CVP was

superior to R-CHOP when evaluating for complete response (CR). However, for overall response
(CR+PR), R-CHOP was superior. The authors concluded that both R-CHOP and R-CVP protocols

achieve excellent overall response. In individuals with known cardiac history, omission of

anthracyclines is reasonable and R-CVP provides a competitive CR rate. In younger individuals
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with FL where cumulative cardio-toxicity may be of importance in the long term and in whom
future stem cell transplantation is an option, again R-CVP may be a more appealing option.

The Company recognizes uses of rituximab, ofatumumab, and alemtuzumab listed in the NCCN
Drugs and Biologics Compendium with Categories of Evidence and Consensus of 1 and 2A as

proven and Categories of Evidence and Consensus of 2B and 3 as unproven. However, Category
2B uses may be considered for coverage if they are substantiated by provider submission of

significant peer-reviewed Phase II or Phase III studies demonstrating treatment effectiveness.

2010 Update
Updated to reflect current NCCN Compendium recommendations as of February 2010. Added

newly marketed anti-CD20 monoclonal antibody, ofatumumab. Added information concerning
the voluntary withdrawal of gemtuzumab from the market.

2011 Update
Policy updated with literature review. Policy statements for Mylotarg® and supporting data

removed from policy statement and any reference throughout the policy subsequent to FDA
withdrawal of approval for this drug.

2012 Update
Policy updated to include NCCN recommendation for treatment of leptomeningeal metastases.
(Category 2A) These may occur with various solid tumors, breast and lung being the most

common. Therapy is palliative and usually of limited duration, as the average life expectancy of
these individuals is only a few weeks.

2013 Update
Policy updated to include NCCN recommendation for addition of rituximab in

induction/consolidation treatment of, ALL, CLL/SLL, primary CNS lymphomas, AIDS-related B-cell
lymphoma, follicular lymphoma, hairy cell leukemia, and lymphoblastic lymphoma. (Category 2A
and above) Also treatment of post-transplant lymphoproliferative disorder. (Category 2A)
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Added Arzerra® (ofatumumab) NCCN recommended off-label use for Waldenstrom’s

macroglobulinemia. (Category 2A)

Campath (alemtuzumab) removed from policy as it is no longer commercially available.

2014 Update
Policy updated to include new labeled indication in combination with chlorambucil for the

treatment of previously untreated individuals with chronic lymphocytic leukemia (CLL) for whom
fludarabine-based therapy is considered inappropriate.

2015 Update
Policy updated with primary literature review and reference to NCCN guidelines. No new
evidence was found that would require a change in this policy.

2016 Update
Policy updated with primary literature review and reference to NCCN guidelines. Adcetris
criteria, description, and rationale were added to the policy.

2017 Update
Policy updated with primary literature review and reference to NCCN guidelines. Rituxan
Hyclea™ criteria, description, and rationale were added to the policy.

2018 Update
Policy updated with literature review and reference to NCCN guidelines. Moxetumomab
pasudotox criteria, description, and rationale were added to the policy.
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2019 Update
Reviewed prescribing information for all drugs in policy. Added criteria for the biosimilar

Ruxience™ (rituximab-pvvr). Added criteria for a new medication Polivy™ (polatuzumab vedotin-

piiq) for the treatment of relapsed or refractory DLBCL. No additional evidence was identified
that would require changes to other drugs listed in this policy.

2020 Update
Reviewed prescribing information for all drugs in policy. No new evidence found that would
change this policy.

2021 Update
Reviewed prescribing information for all drugs in policy. No new evidence found that would
change this policy.

2022 Update
Reviewed prescribing information for all drugs in policy. No new evidence found that would
change this policy.
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History

Date

Comments

08/13/02

Replace Policy - Policy revised; policy statement changed regarding Rituximab for

07/13/04

Replace Policy - Policy revised with literature updated; added the 2004 US

08/15/01

Add to Medicine Section - New Policy
intermediate or aggressive NHL.

Pharmacopeia and the American Hospital Formulary Service off-label indications to the
Benefit Application section; clarification made: mantle cell was removed from
investigational status; otherwise, policy statement unchanged.

12/14/04

Replace Policy / New Policy - Policy replaces BC.2.03.05 per direction from OAP

10/11/05

Replace Policy - Scheduled reviewed. Added two off-label indications to Rituximab in

02/06/06

Codes updated - No other changes.

06/23/06

Update Scope and Disclaimer - No other changes.

12/12/06

Replace Policy - Policy reviewed by P&T Committee on September 26, 2006; policy

10/29/04 meeting. Indications changed from investigational to medically necessary.
policy statement.

statement expanded to include the use of Alemtuzumab (CamPath) in the treatment of
malignancies other than CLL that express CD-52 antigen as a medically necessary

indication; and the use of Gemtuzumab ozogamicin (Mylotarg) in the treatment of

malignancies other than CLL which express CD-33 antigen as a medically necessary
indication; malignancies other than CD33-positive remain investigational, but the
condition of AML has been removed from this particular statement indication.
02/22/07

Update References - Policy reviewed and recommended by OAP February 22, 2007.

04/10/07

Replace Policy - Policy Guidelines amended to indicate that Mylotarg is intended for IV

06/10/08

Replace Policy - Policy updated with literature search. Policy statement under Rituxan

No change to policy statement.
administration.

updated to include: “Therapy of other B-cell malignancies that express CD-20 antigen
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Date

Comments

including some cases of CD-20 positive Hodgkin’s Disease and Monotherapy as first-

line follicular lymphoma treatment for elderly individuals, or others who are not good
candidates for cytotoxic chemotherapy” as a medically necessary indication. Policy

reviewed and recommended by OAP May 22, 2008. P&T reviewed and approved on
May 27, 2008.
02/10/09

Code Update - Code 273.3 added; no other changes.

05/12/09

Replace Policy - Policy statements revised to clarify off-label uses. Intent of policy

remains unchanged. NCCN categories of evidence added to Description and Rationale.
References added.

10/13/09

Cross Reference Update - No other changes.

05/11/10

Cross Reference Update - No other changes.

08/10/10

Replace Policy - Policy updated the Rituximab labeled indications reflecting the latest
revision (02/2010) by deleting all the references to the other chemotherapy

agents.Reviewed and recommended by P&T in March 2010; by OAP in May 2010.
Mylotarg removed. Arzerra added.
10/19/11

Related Policy 5.01.01 added.

09/11/12

Replace policy. Policy updated with literature review. CD20 positive leptomenigeal

11/26/12

Related Policies Update, add 5.01.526.

10/14/13

Replace policy. Within the Policy section, additional examples of off-label indications

metastases added to the list of approved off-label indications for rituximab.

for Rituxan have been added to the list of those considered medically necessary;
Azerra has an added medically necessary indication for salvage treatment of

Waldenstrom’s Macroglobulinemia / Lymphoplasmacytic lymphoma in rituximabintolerant individuals; and Campath has been removed from the policy as it is no

longer commercially available. Description, Policy Guidelines and Rationale sections
updated in support of the changes within the Policy section. HCPCS code J9010 for
Campath removed from the coding section.
11/20/13

Update Related Policies. 5.01.01 deleted and replaced with 5.01.549.

12/18/13

Update Related Policies. Change title to 5.01.526.

03/17/14

Update Related Policies. Add new policy 5.01.550 which replaces 5.01.526 and

08/11/14

Annual Review. Policy updated to include new labeled indication in combination with

5.01.601; they are now deleted.

chlorambucil for the treatment of previously untreated individuals with chronic
lymphocytic leukemia (CLL) for whom fludarabine-based therapy is considered
inappropriate. ICD-9 diagnosis codes removed.

11/05/14

Minor correction. Correct usage to “CD20” throughout the policy to be consistent. No
other changes.
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Date

Comments

10/13/15

Annual Review. Policy updated with literature review; no change in policy statements.

01/01/17

Annual Review, approved December 13, 2016. Adcetris criteria, description, and

01/13/17

Coding update, added HCPCS code J9042.

12/01/17

Annual Review, approved November 14, 2017. Rituxan Hyclea criteria, description, and

07/01/18

Interim Review, approved June 5, 2018. Criteria for Rituxan revised for clarity. Removed

08/01/18

Interim Review, approved July 10, 2018. Updated Adcetris indications.

12/01/18

Annual Review, approved November 13, 2018. Lumoxiti (moxetumomab pasudotox)

01/01/19

Coding update, added new HCPCS codes J9311 and J9312 (new codes effective

02/01/19

Interim Review, approved January 8, 2019. Updated Adcetris indications.

05/01/19

Interim Review, approved April 18, 2019. Added criteria for Truxima (rituximab-abbs)

01/23/15

Update Related Policies. Add 5.01.556.
Remove CPT codes 96409-96417; these are not primarily utilized in adjudication.
rationale were added to the policy.

rationale were added to the policy.
HCPCS code J9999.

added. Added HCPCS code J9999.
1/1/19).

which is a biosimilar of Rituxan® (rituximab). Added description Rituxan Hycela to

J9311 and Rituxan to J9312 in coding section. Added Truxima and Lumoxiti names in
relationship to J9999. Added term date to HCPCS code J9310.

08/01/19

Coding update, added HCPCS code Q5115 (new code effective 7/1/19).

10/01/19

Coding update, added HCPCS code J9313 (new code effective 10/1/19). Removed

01/01/20

Annual Review, approved December 17, 2019, effective for dates of services on or after

HCPCS code J9999.

April 3, 2020, following provider notification. Added criteria for Polivy (polatuzumab
vedotin-piiq). Added criteria for Ruxience (rituximab-pvvr) which is a biosimilar of

Rituxan (rituximab). Updated criteria for Truxima (rituximab-abbs). Removed HCPCS

code J9310 as it was terminated 1/1/19. Added HCPCS code J9309 (new code effective

1/1/20) and J3590 to report Ruxience. References were added.
07/01/20

Coding update. Added HCPCS code Q5119, removed HCPCS code J3590.

10/01/20

Annual Review, approved September 1, 2020. No change to policy statements.

12/01/20

Interim Review, approved November 10, 2020. Added coverage criteria for Monjuvi

01/01/21

Coding update. Added HCPCS code C9070.

02/01/21

Interim Review, approved January 21, 2021. Added the biosimilar Riabni (rituximab-

(tafasitamab-cxix) for the treatment of DLBCL. Added HCPCS code J3590 for Monjuvi.

arrx) as a second line product. Added Riabni to J3590.
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Date

Comments

07/01/21

Coding update, Added HCPCS code Q5123.

09/01/21

Annual Review, approved August 3, 2021. No change to policy statements.

07/01/22

Interim Review, approved June 14, 2022. Moved Truxima (rituximab-abbs) to being a

04/01/21

Coding update, added term date to HCPC C9070 and added new HCPC code J9349.

preferred rituximab product. Updated coverage criteria for the non-preferred product
Riabni (rituximab-arrx) to require the individual has had an adequate trial and failure
with Rituxan, Ruxience, or Truxima. Removed HCPCS codes C9070 and J3590.

12/01/22

Annual Review, approved November 21. 2022. No change to policy statements.
Changed the wording from "patient" to "individual" throughout the policy for
standardization.

Disclaimer: This medical policy is a guide in evaluating the medical necessity of a particular service or treatment. The
Company adopts policies after careful review of published peer-reviewed scientific literature, national guidelines and

local standards of practice. Since medical technology is constantly changing, the Company reserves the right to review
and update policies as appropriate. Member contracts differ in their benefits. Always consult the member benefit

booklet or contact a member service representative to determine coverage for a specific medical service or supply.

CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). ©2022 Premera

All Rights Reserved.

Scope: Medical policies are systematically developed guidelines that serve as a resource for Company staff when

determining coverage for specific medical procedures, drugs or devices. Coverage for medical services is subject to
the limits and conditions of the member benefit plan. Members and their providers should consult the member

benefit booklet or contact a customer service representative to determine whether there are any benefit limitations
applicable to this service or supply. This medical policy does not apply to Medicare Advantage.
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Discrimination is Against the Law
Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race,
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible
electronic formats, other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters
and information written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to
provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation,
you can file a grievance with: Civil Rights Coordinator ─ Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentInquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through
the Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by
phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
Alaska residents: Contact the Alaska Division of Insurance via email at insurance@alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state,
outside Anchorage).

Language Assistance
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 800-722-1471 (TTY: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711).
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 800-722-1471 (TTY：711）。
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 800-722-1471 (TTY: 711).
주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-722-1471 (TTY: 711) 번으로 전화해 주십시오.
ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 800-722-1471 (телетайп: 711).
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (TTY: 711).
MO LOU SILAFIA: Afai e te tautala Gagana fa'a Sāmoa, o loo iai auaunaga fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-722-1471 (TTY: 711).
ໂປດຊາບ: ຖ້ າວ່ າ ທ່ ານເວ້ າພາສາ ລາວ, ການບໍລິການຊ່ ວຍເຫຼື ອດ້ ານພາສາ, ໂດຍບໍ່ເສັຽຄ່ າ, ແມ່ ນມີພ້ ອມໃຫ້ ທ່ ານ. ໂທຣ 800-722-1471 (TTY: 711).
注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。800-722-1471 （TTY:711）まで、お電話にてご連絡ください。
PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Awagan ti 800-722-1471 (TTY: 711).
УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки. Телефонуйте за
номером 800-722-1471 (телетайп: 711).
ប្រយ័ត្ន៖ បរើសិនជាអ្ន កនិយាយ ភាសាខ្មែ រ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្នល
ួ គឺអាចមានសំរារ់រំប រ ើអ្ន ក។ ចូ រ ទូ រស័ព្ទ 800-722-1471 (TTY: 711)។
ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 800-722-1471 (መስማት ለተሳናቸው: 711).
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).
.)711 : (رقم هاتف الصم والبكم800-722-1471  اتصل برقم. فإن خدمات المساعدة اللغوية تتوافر لك بالمجان، إذا كنت تتحدث اذكر اللغة:ملحوظة
ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰ ਜਾਬੀ ਬੋਲਿੇ ਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹੈ। 800-722-1471 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ।
เรี ยน: ถ้าคุณพูดภาษาไทยคุณสามารถใช้บริ การช่วยเหลือทางภาษาได้ฟรี โทร 800-722-1471 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-722-1471 (TTY: 711).
UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).
. تماس بگیريد800-722-1471 (TTY: 711)  با. تسهیالت زبانی بصورت رايگان برای شما فراهم می باشد، اگر به زبان فارسی گفتگو می کنید: توجه

Premera Blue Cross is an independent licensee of the Blue Cross Blue Shield Association serving businesses and residents of Alaska and Washington State, excluding Clark County.
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