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Introduction 

Excessive daytime sleepiness is a common complaint among those with sleep-related problems. 
Excessive daytime sleepiness itself is not a disorder. However, it can be a symptom caused by 
other medical problems. These are conditions like narcolepsy, obstructive sleep apnea, and 
Parkinson disease. People with daytime sleepiness describe feeling drowsy or sluggish most of 
the time. These symptoms can interfere with work or school. They also can increase the risk of 
accidents on the road or at work. The first step in treating daytime sleepiness is evaluating its 
underlying cause. In some cases, medication may be an appropriate treatment. This policy 
describes when medications may be medically necessary for specific types of sleep disorders 
and excessive daytime sleepiness. 

 

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  
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Drug Medical Necessity 
Xyrem® (sodium oxybate) Xyrem® (sodium oxybate) may be considered medically 

necessary for the following labeled indications: 
• Treatment of cataplexy in narcolepsy individuals 7 years and 

older and when cataplexy is documented by: 
o Brief episodes of sudden bilateral loss of muscle tone with 

maintained consciousness that are precipitated by laughter 
or joking  

OR  
o In children or in individuals within 6 months of onset, 

spontaneous grimaces or jaw-opening episodes with 
tongue thrusting or a global hypotonia, without any 
obvious emotional triggers 

OR 
• Treatment of excessive daytime sleepiness (recurrent periods 

within the same day of an irrepressible need to sleep, lapsing 
into sleep, or napping, that have been occurring at least 3 
times per week over at least the previous 3 months) in 
narcolepsy individuals, when ALL of the following conditions 
are met: 
o Diagnosis of narcolepsy* has been documented by a sleep 

study 
      AND 

o Prior therapy with a stimulant medication (eg, 
methylphenidate) was ineffective, not tolerated or 
contraindicated 

      AND 
o Prior therapy with modafinil (Provigil®) or armodafinil 

(Nuvigil®) was ineffective, not tolerated, or contraindicated 
AND 
• Dose prescribed is ≤ 9 grams per day 
AND 
• Xyrem® (sodium oxybate) is not used in combination with 

Sunosi™ (solriamfetol), Wakix® (pitolisant), or Xywav® (calcium 
magnesium, potassium, and sodium oxybates) 

 
*Diagnosis of narcolepsy is defined as recurrent periods of 
excessive daytime sleepiness (recurrent periods within the 
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Drug Medical Necessity 
same day of an irrepressible need to sleep, lapsing into sleep, 
or napping, that have been occurring at least 3 times per week 
over at least the previous 3 months), and at least one of the 
following: 
• Episodes of cataplexy 
OR 
• Nocturnal sleep polysomnography (PSG) showing rapid eye 

movement (REM) sleep latency ≤ 15 minutes 
OR 
• Multiple sleep latency (MSLT) showing a mean sleep latency ≤ 

8 minutes and 2 or more sleep onset REM periods  
 
Medical records showing diagnosis suggestive of narcolepsy is 
not considered diagnostic of narcolepsy. For individuals unable 
to discontinue REM suppressing medications who do not meet 
the MSLT criteria, the diagnosis of narcolepsy will be 
determined on a case-by-case basis. 
 
Note: Requirement trial with a stimulant and modafinil/armodafinil may be 
 waived if medical records show symptoms consistent with cataplexy. 

Xywav® (calcium 
magnesium, potassium, 
and sodium oxybates) 

Xywav® (calcium magnesium, potassium, and sodium 
oxybates) may be considered medically necessary for the 
following labeled indications: 
• Treatment of cataplexy in narcolepsy individuals 7 years and 

older and when cataplexy is documented by: 
o Brief episodes of sudden bilateral loss of muscle tone with 

maintained consciousness that are precipitated by laughter 
or joking  

OR  
o In children or in individuals within 6 months of onset, 

spontaneous grimaces or jaw-opening episodes with 
tongue thrusting or a global hypotonia, without any 
obvious emotional triggers 

OR 
• Treatment of excessive daytime sleepiness (recurrent periods 

within the same day of an irrepressible need to sleep, lapsing 



Page | 4 of 23  ∞ 

Drug Medical Necessity 
into sleep, or napping, that have been occurring at least 3 
times per week over at least the previous 3 months) in 
narcolepsy individuals, when ALL of the following conditions 
are met: 
o Diagnosis of narcolepsy* has been documented by a sleep 

study 
      AND 

o Prior therapy with a stimulant medication (eg, 
methylphenidate) was ineffective, not tolerated or 
contraindicated 

      AND 
o Prior therapy with modafinil (Provigil®) or armodafinil 

(Nuvigil®) was ineffective, not tolerated, or contraindicated 
AND 
• Prior therapy with Xyrem® (sodium oxybate) was ineffective, 

not tolerated, or contraindicated 
o Exception: this may be granted if the individual has a 

concomitant diagnosis of heart failure, hypertension, or 
renal impairment 

AND 
• Dose prescribed is ≤ 9 grams per day 
AND 
• Xywav® (calcium magnesium, potassium, and sodium 

oxybates) is not used in combination with Sunosi™ 
(solriamfetol), Wakix® (pitolisant), or Xyrem® (sodium 
oxybate) 

 
*Diagnosis of narcolepsy is defined as recurrent periods of 
excessive daytime sleepiness (recurrent periods within the 
same day of an irrepressible need to sleep, lapsing into sleep, 
or napping, that have been occurring at least 3 times per week 
over at least the previous 3 months), and at least one of the 
following: 
• Episodes of cataplexy 
OR 
• Nocturnal sleep polysomnography (PSG) showing rapid eye 

movement (REM) sleep latency ≤ 15 minutes 
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Drug Medical Necessity 
OR 
• Multiple sleep latency (MSLT) showing a mean sleep latency ≤ 

8 minutes and 2 or more sleep onset REM periods  
 
Medical records showing diagnosis suggestive of narcolepsy is 
not considered diagnostic of narcolepsy. For individuals unable 
to discontinue REM suppressing medications who do not meet 
the MSLT criteria, the diagnosis of narcolepsy will be 
determined on a case-by-case basis. 
 
Note: Requirement trial with a stimulant and modafinil/armodafinil may be 

waived if medical records show symptoms consistent with cataplexy. 
 

Xywav® (calcium magnesium, potassium, and sodium 
oxybates) may be considered medically necessary for the 
treatment of idiopathic hypersomnia when the following 
criteria are met: 
• Individual is 18 years of age or older 
AND 
• Diagnosed with idiopathic hypersomnia** (requires 

documented sleep study)  
AND 
• Prior therapy with a stimulant medication (eg, 

methylphenidate) was ineffective, not tolerated or 
contraindicated 

AND 
• Prior therapy with modafinil (Provigil®) or armodafinil 

(Nuvigil®) was ineffective, not tolerated, or contraindicated 
AND 
• Dose prescribed is ≤ 9 grams per day 
AND 
• Xywav® (calcium magnesium, potassium, and sodium 

oxybates) is not used in combination with Sunosi™ 
(solriamfetol), Wakix® (pitolisant), or Xyrem® (sodium 
oxybate) 

 

**Diagnosis of idiopathic hypersomnia is defined as: 
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Drug Medical Necessity 
• Daily periods of irrepressible need to sleep or daytime lapses 

into sleep for at least three months 
AND 
• Absence of cataplexy 
AND 
• No other identifiable cause for hypersomnia such as another 

sleep disorder, medical or psychiatric disorder, or use of drugs 
AND 
• Multiple sleep latency (MSLT) showing:  

o A mean sleep latency ≤ 8 minutes; AND 
o Fewer than 2 sleep onset rapid eye movement (REM) 

periods across all 5 naps 
OR 

• Total 24-hour sleep time is ≥ 660 minutes on 24-hour 
polysomnography (PSG) 

Sunosi™ (solriamfetol) Sunosi™ (solriamfetol) may be considered medically necessary 
for the following labeled indications: 
• Treatment of excessive daytime sleepiness (recurrent periods 

within the same day of an irrepressible need to sleep, lapsing 
into sleep, or napping, that have been occurring at least 3 
times per week over at least the previous 3 months) in adult 
individuals with narcolepsy or obstructive sleep apnea, when 
ALL of the following conditions are met: 
o Diagnosis of narcolepsy* or obstructive sleep apnea** has 

been documented by a sleep study 
AND 
o Prior therapy with a stimulant medication (eg, 

methylphenidate) was ineffective, not tolerated or 
contraindicated 

AND 
o Prior therapy with modafinil (Provigil®) or armodafinil 

(Nuvigil®) was ineffective, not tolerated or contraindicated 
AND 
o Dose prescribed is ≤ 150 mg once daily 
AND 



Page | 7 of 23  ∞ 

Drug Medical Necessity 
o Sunosi™ (solriamfetol) is not used in combination with 

Wakix® (pitolisant), Xyrem® (sodium oxybate), or Xywav® 
(calcium magnesium, potassium, and sodium oxybates) 

 
*Diagnosis of narcolepsy is defined as recurrent periods of 
excessive daytime sleepiness (recurrent periods within the 
same day of an irrepressible need to sleep, lapsing into sleep, 
or napping, that have been occurring at least 3 times per week 
over at least the previous 3 months), and at least one of the 
following: 
• Episodes of cataplexy 
OR 
• Nocturnal sleep polysomnography (PSG) showing rapid eye 

movement (REM) sleep latency ≤ 15 minutes 
OR 
• Multiple sleep latency (MSLT) showing a mean sleep latency ≤ 

8 minutes and 2 or more sleep onset REM periods  
 
**Diagnosis of obstructive sleep apnea in adults is defined as: 
• The apneic/hypopneic index (AHI) is ≥ 15 events per hour, 

including a minimum of 30 events documented per sleep study 
OR 
• The AHI is ≥ 5 events per hour and < 15 events per hour, 

including a minimum of 10 events documented per sleep study, 
AND documentation of: 
o History of stroke; OR 
o Hypertension (systolic blood pressure > 140 mm Hg and/or 

diastolic blood pressure > 90 mm Hg); OR 
o Ischemic heart disease; OR 
o Symptoms of impaired cognition, mood disorders, or 

insomnia; OR 
o Excessive daytime sleepiness (documented by either 

Epworth Sleepiness Scale > 10 or MSLT < 6); OR 
o Greater than 20 episodes of desaturation (i.e., oxygen 

saturation of less than 85%) during a full night sleep study, 
or any 1 episode of oxygen desaturation (i.e., oxygen 
saturation of less than 70%); OR 
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Drug Medical Necessity 
o Obesity (BMI > 35) 

 
Medical records showing diagnosis suggestive of narcolepsy or 
obstructive sleep apnea are not considered diagnostic. For 
individuals unable to discontinue REM suppressing 
medications who do not meet the MSLT criteria, the diagnosis 
of narcolepsy will be determined on a case-by-case basis. 

Wakix® (pitolisant) Wakix® (pitolisant) may be considered medically necessary for 
the following labeled indications: 
• Treatment of cataplexy in adult individuals with narcolepsy 

when cataplexy is documented by: 
o Brief episodes of sudden bilateral loss of muscle tone with 

maintained consciousness that are precipitated by laughter 
or joking  

OR  
o In individuals within 6 months of onset, spontaneous 

grimaces or jaw-opening episodes with tongue thrusting or 
a global hypotonia, without any obvious emotional triggers 

OR 
• Treatment of excessive daytime sleepiness (recurrent periods 

within the same day of an irrepressible need to sleep, lapsing 
into sleep, or napping, that have been occurring at least 3 
times per week over at least the previous 3 months) in adult 
individuals with narcolepsy when ALL of the following 
conditions are met: 
o Diagnosis of narcolepsy* has been documented by a sleep 

study 
      AND 

o Prior therapy with modafinil (Provigil®) or armodafinil 
(Nuvigil®) was ineffective, not tolerated or contraindicated 

AND 
• Individual does not have severe hepatic impairment (Child-

Pugh C) as documented by laboratory tests 
AND 
• Dose prescribed is ≤ 35.6 mg once daily 
AND 
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Drug Medical Necessity 
• Wakix® (pitolisant) is not used in combination with Sunosi™ 

(solriamfetol), Xyrem® (sodium oxybate), or Xywav® (calcium 
magnesium, potassium, and sodium oxybates) 

 

*Diagnosis of narcolepsy is defined as recurrent periods of 
excessive daytime sleepiness (recurrent periods within the 
same day of an irrepressible need to sleep, lapsing into sleep, 
or napping, that have been occurring at least 3 times per week 
over at least the previous 3 months), and at least one of the 
following: 
• Episodes of cataplexy 
OR 
• Nocturnal sleep polysomnography (PSG) showing rapid eye 

movement (REM) sleep latency ≤ 15 minutes 
OR 
• Multiple sleep latency (MSLT) showing a mean sleep latency ≤ 

8 minutes and 2 or more sleep onset REM periods  
 
Medical records showing diagnosis suggestive of narcolepsy 
are not considered diagnostic. For individuals unable to 
discontinue REM suppressing medications who do not meet 
the MSLT criteria, the diagnosis of narcolepsy will be 
determined on a case-by-case basis. 

 

Drug Investigational 
Xyrem® (sodium oxybate), 
Xywav® (calcium 
magnesium, potassium, 
and sodium oxybates), 
Sunosi™ (solriamfetol), 
Wakix® (pitolisant) 

All other uses of Xyrem® (sodium oxybate), Xywav® (calcium 
magnesium, potassium, and sodium oxybates), Sunosi™ 
(solriamfetol), or Wakix® (pitolisant) for conditions not 
outlined in this policy are considered investigational. 
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Length of Approval 
Approval Criteria 
Initial authorization Xyrem® (sodium oxybate), Xywav® (calcium magnesium, 

potassium, and sodium oxybates), Sunosi™ (solriamfetol), or 
Wakix® (pitolisant) may be approved up to 1 year. 

Re-authorization criteria Future re-authorization of Xyrem® (sodium oxybate) or  
Xywav® (calcium magnesium, potassium, and sodium 
oxybates) may be approved up to 1 year in duration when 
documentation provided at the time of re-authorization show: 
• Diagnosis of narcolepsy has been documented by a sleep study 

performed prior to starting Xyrem® or Xywav® or diagnosis of 
idiopathic hypersomnia has been documented by a sleep study 
performed prior to starting Xywav®. 
 

Note:    This requirement only applies to individuals started on Xyrem® or 
Xywav® with a prior insurer 

AND 
• Documentation of continued clinical response 
AND 
• Dose prescribed is ≤ 9 grams per day 
 
Future re-authorization of Sunosi™ (solriamfetol) may be 
approved up to 1 year in duration when documentation 
provided at the time of re-authorization show: 
• Diagnosis of narcolepsy or obstructive sleep apnea has been 

documented by a sleep study performed prior to starting 
Sunosi™ 
 

Note: This requirement only applies to individuals started on Sunosi™ with a 
prior insurer 

AND 

• Documentation of continued clinical response 
AND 
• Dose prescribed is ≤ 150 mg once daily 
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Length of Approval 
Approval Criteria 

Future re-authorization of Wakix® (pitolisant) may be 
approved up to 1 year in duration when documentation 
provided at the time of re-authorization show: 
• Diagnosis of narcolepsy has been documented by a sleep study 

performed prior to starting Wakix® 
 

Note:     This requirement only applies to individuals started on Wakix® with a 
prior insurer 

AND 
• Documentation of continued clinical response 
AND 
• Dose prescribed is ≤ 35.6 mg once daily 

 

Drug Dosage and Quantity Limit 
Xyrem® (sodium oxybate), 
Xywav® (calcium 
magnesium, potassium, 
and sodium oxybates) 

• Xyrem and Xywav 0.5 g per mL, quantity limit of 270 grams 
(540 mL; 3 bottles) per 30 days 

• Doses greater than 9 grams per day are not supported by 
clinical evidence and therefore are considered not medically 
necessary. 

Sunosi™ (solriamfetol) • Sunosi™ 75 mg tablet, quantity limit of 60 tablets per 30 days 
• Sunosi™ 150 mg tablet, quantity limit of 30 tablets per 30 days 
• Doses greater than 150 mg once daily are not supported by 

clinical evidence and therefore are considered not medically 
necessary. 

Wakix® (pitolisant) • Wakix® 17.8 mg tablet, quantity limit of 60 tablets per 30 days 
• Doses greater than 35.6 mg once daily are not supported by 

clinical evidence and therefore are considered not medically 
necessary. 

 

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 relevant history, diagnosis, and medication history 
AND 
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Documentation Requirements 
• Documented sleep study results when required 
 

Child-Pugh Score 
Child Pugh Score is a scoring system used to measure the severity of chronic liver disease 
(including cirrhosis). The purpose of this scoring system is to allow clinicians to objectively 
describe liver function. 
 
The score is composed of the following components: 
• Total bilirubin (mg/dL): 

o <34: 1 point 
o 34 to 50: 2 points 
o >50: 3 points 

• Serum albumin (g/L): 
o >35: 1 point 
o 28 to 35: 2 points 
o <28: 3 points 

• INR: 
o <1.7: 1 point 
o 1.7 to 2.3; 2 points 
o >2.3: 3 points 

• Presence/absence of ascites: 
o None: 1 point 
o Mild: 2 points 
o Moderate to severe: 3 points 

• Presence/absence of hepatic encephalopathy: 
o None: 1 point 
o Grades I to II (or suppressed with medication): 2 points 
o Grades III to IV (or refractory): 3 points 

• Then the point scores are added together and classified as follows: 
o Class A: 5 to 6 points (well-compensated disease) 
o Class B: 7 to 9 points (significant functional compromise) 
o Class C: 10 to 15 points (decompensated disease) 

• If individual has primary biliary cirrhosis or sclerosing cholangitis, then bilirubin is classified 
differently: 

o <68: 1 point 
o 68 to 170: 2 points 
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Child-Pugh Score 
o >170: 3 points 

 

Coding  

 

N/A 

 

Related Information  

 

Consideration of Age 

The ages noted in the policy statement for Xyrem® (sodium oxybate), Xywav® (calcium 
magnesium, potassium, and sodium oxybates), Sunosi™ (solriamfetol), and Wakix® (pitolisant) 
are based on FDA approval. 

 

Benefit Application 

This policy is managed through the pharmacy benefit. 

 

Evidence Review  

 

Background 

Excessive daytime sleepiness (EDS) is defined as the inability to stay awake and alert during 
usual waking hours that occurs almost daily and persists for at least three months. Among 
obstructive sleep apnea (OSA) individuals, men are twice as likely as women to suffer from EDS. 
Approximately 7.5 million Americans suffer from EDS due to OSA or narcolepsy. EDS puts 
individuals at increased risk of impaired cognitive functioning and accidental injuries, as well as 
decreased work productivity and quality of life. Tiredness, fatigue, and lack of energy are 
common complaints. The potential causes of EDS are numerous and fall under several general 
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classifications: central disorders (eg, narcolepsy), breathing disorders (eg, OSA), circadian rhythm 
issues (eg, jet lag), movement disorders (eg, restless leg syndrome), psychiatric disorders, 
substance abuse, and various diseases (eg, Parkinson). 

 

Summary of Evidence 

Xyrem® (sodium oxybate) 

Xyrem® (sodium oxybate) is a CNS depressant. The mechanism of action of Xyrem in the 
treatment of narcolepsy is unknown. Sodium oxybate is the sodium salt of gamma 
hydroxybutyrate (GHB), an endogenous compound and metabolite of the neurotransmitter 
GABA. Abuse or misuse of illicit GHB is associated with CNS adverse reactions, including seizure, 
respiratory depression, decreased consciousness, coma and death. It is hypothesized that the 
therapeutic effects of Xyrem on cataplexy and excessive daytime sleepiness are mediated 
through GABA-B actions at noradrenergic and dopaminergic neurons, as well as at 
thalamocortical neurons. Xyrem is a Schedule III controlled substance. Because of its 
abuse/diversion potential, it is only available from a single pharmacy through a limited 
distribution scheme, the Xyrem Success Program. Both prescribers and individuals must be 
registered in this program to obtain the drug. Serious side effects observed in individuals taking 
Xyrem include hallucinations, agitation, severe confusion, abnormal thinking, sleep disturbances 
and depression. 

The efficacy of Xyrem in the treatment of cataplexy was evaluated in two 4-week randomized, 
double-blind, placebo-controlled, multicenter, parallel-group trials, n=136 and 55 respectively. 
The high percentages of concomitant stimulant use in these studies make it impossible to assess 
the efficacy and safety independent of stimulant use. Doses of 6-9 g per night resulted in 
statistically significant reductions in frequency of cataplexy attacks. The 3 g per night dose had 
little effect. Overall, the evidence supporting this indication is of low quality. 

The efficacy of Xyrem in the treatment of excessive daytime sleepiness in individuals with 
narcolepsy was evaluated in an 8-week randomized, double-blind, placebo-controlled trial, 
n=228. Most of these individuals were also being treated with CNS stimulants. Statistically 
significant improvements in Epworth Sleepiness Scores (ESS) were seen with 6 and 9 g doses. A 
second multicenter randomized, double-blind, placebo-controlled, parallel-group trial evaluated 
222 individuals on modafinil at baseline, who were randomized to placebo, Xyrem, modafinil, or 
Xyrem plus modafinil. Xyrem dose was 6g per night for 4 weeks, followed by 9g per night for 4 
weeks. Modafinil was continued in the modafinil groups at the individual’s prior dose. A 
statistically significant improvement in in the Maintenance of Wakefulness Test (MWT) score 
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from baseline at Week 8 was seen in the Xyrem and Xyrem plus modafinil groups compared to 
placebo. The trial was not designed to compare Xyrem with modafinil. 

Studies have been conducted to demonstrate the efficacy of Xyrem in fibromyalgia individuals; 
however, all of these have been placebo-controlled. In 2010, FDA rejected an application for use 
in fibromyalgia. FDA panel members expressed serious concerns about the potential for abuse 
and diversion of sodium oxybate. This concern was felt to outweigh any benefits that might 
accrue and is supported by the lack of any head-to-head comparison with alternative treatments 
for fibromyalgia, none of which have the level of abuse potential seen with Xyrem. 

 

Xywav® (calcium magnesium, potassium, and sodium oxybates) 

Xywav® (calcium magnesium, potassium, and sodium oxybates) is a CNS depressant and similar 
to Xyrem but with a lower sodium content than Xyrem. Efficacy of Xywav for the treatment of 
cataplexy and excessive daytime sleepiness in adult individuals with narcolepsy was established 
in a double-blind, placebo-controlled, randomized-withdrawal study. This study had two parts, 
consisting of the main study, followed by an optional 24-week open-label extension (OLE). The 
main study consisted of a 12-week open-label optimized treatment and titration period (OL 
OTTP), followed by a 2-week stable-dose period (SDP), and finally a 2-week double-blind 
randomized-withdrawal period (DB RWP). Study 1 enrolled 201 individuals with narcolepsy with 
cataplexy, 18 to 70 years of age, with a baseline history of at least 14 cataplexy attacks in a 
typical 2-week period prior to any treatment for narcolepsy symptoms. Of the 201 individuals, 
134 were randomized 1:1 to continue treatment with Xywav or to placebo in the 2-week DB 
RWP. The total nightly dose of Xywav was administered in two equally divided doses in 90% 
(62/69) of individuals. Unequal doses were administered in 10% (7/69) of individuals treated 
with Xywav. The primary efficacy endpoint was the change in frequency of cataplexy attacks 
from the 2 weeks of the SDP to the 2 weeks of the DB RWP. The key secondary endpoint was the 
change in the Epworth Sleepiness Scale (ESS) score, as a measure of reduction in EDS from the 
end of the SDP to the end of the DB RWP. Individuals taking stable doses of Xywav who 
discontinued Xywav treatment and were randomized to placebo during the DB RWP 
experienced a significant worsening in the average weekly number of cataplexy attacks and in 
ESS score, compared with individuals randomized to continue treatment with Xywav. 

The efficacy of Xywav for the treatment of idiopathic hypersomnia (IH) in adult individuals as a 
once or twice nightly regimen was established in a double-blind, placebo-controlled, 
randomized-withdrawal, study (Study 2, NCT03533114). Study 2 consisted of a minimum of 10-
week open-label treatment titration and optimization period (OL OTTP), (with up to 4 additional 
weeks) to allow for an optimally effective and tolerable dose and regimen followed by a 2-week 
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stable dose period (SDP), a 2-week double-blind, randomized withdrawal period (DB RWP), and 
a 24-week open label safety extension period (OLE). 

Study 2 enrolled 154 individuals with idiopathic hypersomnia, 19 to 75 years of age. Of the 154 
individuals, 115 were evaluable for efficacy data and were randomized 1:1 to continue treatment 
with Xywav or to placebo in the 2-week DB RWP. In the safety population, overall, the median 
age was 39 years (range: 19 to 75). At baseline, 2% of individuals were taking Xyrem only, 4% of 
individuals were taking Xyrem and an additional stimulant or alerting agent, 54% of individuals 
were not currently taking Xyrem but were taking a stimulant or alerting agent, and 41% were 
treatment naïve. CNS stimulants were allowed at entry, and approximately 57% of individuals 
continued taking a stable dose of stimulant throughout the SDP and DB RWP. 

The primary efficacy endpoint was the change in Epworth Sleepiness Scale (ESS) score, as a 
measure of reduction in EDS from the end of the SDP to the end of the DB RWP. The ESS is an 
8-item self-reported questionnaire by which individuals rate their perceived likelihood of falling 
asleep during usual daily life activities. Each of the 8 items on the ESS is rated from 0 (would 
never doze) to 3 (high chance of dozing), with a maximum score of 24. Key secondary efficacy 
endpoints included individual global impression of change (PGIc) and the Idiopathic 
Hypersomnia Severity Scale (IHSS), both assessed as a change from the end of the SDP to the 
end of the DB RWP. The IHSS is a 14-item self-reported questionnaire assessing the severity of 
IH symptoms of excessive sleepiness, prolonged sleep duration, cognitive impairment, and sleep 
inertia. Total scores can range from 0-50, with higher scores indicating a greater severity or 
frequency of symptoms. 

Individuals in Study 2 taking stable doses of Xywav who were withdrawn from Xywav treatment 
and randomized to placebo during DB RWP experienced significant worsening in ESS score 
compared with individuals randomized to continue treatment with Xywav (p<0.0001) across all 
dosing regimens. These two treatment groups had comparable median ESS scores (Placebo=17; 
Xywav=16) at entry into the OTTP. 

Individual Global Impression of change (PGIc) ratings showed that individuals randomized to 
placebo experienced a worsening of symptoms of idiopathic hypersomnia overall compared 
with individuals randomized to Xywav. The percentage of individuals with worsening PGIc scores 
for IH overall (defined as scores of Minimally, Much Worse, or Very Much Worse) was greater for 
individuals receiving placebo (88.1%) compared with individuals receiving Xywav (21.4%) 
(p<0.0001). 

At end of DB RWP, individuals randomized to placebo experienced a worsening in IHSS total 
score, compared to individuals randomized to Xywav (p<0.0001). These two treatment groups 
had comparable median IHSS scores (Placebo=33; Xywav=33) at entry into the OTTP. 
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Sunosi™ (solriamfetol) 

The mechanism of action of Sunosi™ (solriamfetol) is unclear; however, it’s efficacy could be 
mediated through its activity as a dopamine and norepinephrine reuptake inhibitor. The 
published pivotal trials evaluating the efficacy and safety of Sunosi in excessive daytime 
sleepiness (EDS) are referred to as the TONES trials (Treatment of OSA and Narcolepsy Excessive 
Sleepiness). TONES 2 is a fair quality, unpublished, randomized controlled trial (RCT) that 
enrolled 239 adults with narcolepsy and EDS. Maintenance of Wakefulness Test (MWT) was 
improved in all Sunosi groups compared to placebo, but these differences were statistically 
significant in only the 300mg and 150mg groups (12.3 and 9.8 vs. 2.1, p<0.05). It is uncertain if 
this 7.7 to 10.2 minute increase in sleep latency is clinically meaningful. Sunosi improved 
Epworth Sleepiness Score (ESS) compared to placebo, but only the 300mg group had both a 
statistically and clinically significant treatment effect (-6.4 vs. -1.6, p<0,05). There was a clear 
dose-response relationship seen in both MWT and ESS. 

TONES 3&4 are two fair quality, published, RCTs that enrolled 648 adults with OSA and EDS. In 
TONES 3 all doses of Sunosi (37.5mg-300mg) improved ESS and MWT compared to placebo 
(p<0.05). MWT scores showed a dose-response, with treatment effect values ranging from 4.5 to 
12.8 (low dose to high dose Sunosi). The placebo-adjusted change in ESS was clinically 
meaningful in only the 300mg and 150mg groups (-4.7 and -4.5, respectively). There was a dose-
response between high and low dose groups, however, the benefit appeared to plateau at 
150mg. In TONES 4 the end of treatment differences between Sunosi (pooled data of all doses) 
and placebo were statistically significant for MWT (12.1), ESS (-4.4), and Functional Outcomes of 
Sleep Questionnaire-10 (1.0). The magnitude of benefit in ESS was clinically meaningful, but the 
observed treatment effect on functional score (Functional Outcomes of Sleep Questionnaire-10) 
was not clinically meaningful. 

Available safety data are limited to 8-12 weeks of observation in the pivotal trials described 
above. Serious adverse events (SAEs) were few and none were deemed related to treatment. 
Most adverse events were mild to moderate in nature and resolved without intervention. The 
most common AEs across trials were headache, nausea, decreased appetite, and anxiety. A 
human use liability (HAL) study in 43 adult recreational drug users showed Sunosi was similar in 
abuse potential to phenteramine, a stimulant assigned to Schedule IV, and greater than that of 
placebo. Of note, this study included doses of Sunosi that were up to four times greater than 
those studied in pivotal trials. 
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Wakix® (pitolisant) 

Pitolisant is a histamine-3 (H3) receptor antagonist/inverse agonist and was studied in two 
pivotal trials. HARMONY I is a double-blind, randomized, parallel-group controlled trial 
conducted in 32 sleep disorder centers in 5 European countries. After at least 14 days of no 
psychostimulant, individuals were randomized (1:1:1) to receive either pitolisant, modafinil, or 
placebo. Treatment lasted 8 weeks: 3 weeks of tapering dosing according to response (10 mg, 
20mg, or 40 mg a day of pitolisant; 100 mg, 200 mg, or 400 mg a day of modafinil) followed by 
5 weeks of stable dosing. There were two primary endpoints being difference in change in 
Epworth sleepiness scale (ESS) score between pitolisant and placebo group after 8-week 
treatment period (superiority test) and difference in change in (ESS) score between pitolisant 
and modafinil after 8-week treatment period (non-inferiority test). The mean difference in ESS 
score of -3.0 (95% CI -5.6 to -0.4 p=0.024) showed pitolisant to be superior to placebo, but not 
non-inferior to modafinil with an ESS score mean difference of 0.12 (95% CI -2.5 to 2.7 p=0.250). 
The non-inferiority margin was 2 ESS points. Maintenance of wakefulness test (MWT) values 
improved in pitolisant groups compared to placebo’s mean difference of 1.47 (1.01 to 2.14, 
p=0.044), but no statistically significant difference compared to modafinil with a mean 
difference of 0.77 (0.52 to 1.13, p=0.173). The total sustained attention to response task (SART) 
score showed no difference in changes from baseline between either pitolisant versus placebo 
or pitolisant versus modafinil. The proportion of individuals who had improved in excessive 
daytime sleepiness (EDS) assessed with the clinical global impression of change (CGI-C) by the 
end of treatment was largest in modafinil group (86%), then pitolisant group (73%), and smallest 
in placebo group (56%). There was also little difference in severity of cataplexy assessed with 
CGI-C. European quality of life questionnaire (EQ-5D) values were much the same in the 3 
groups, whereas the individuals local impression on treatment improved only slightly more for 
pirolisant or modafinil than for placebo. 

HARMONY CPT is a randomized, double-blind, placebo-controlled trial conducted in 9 countries 
(Bulgaria, Czech Republic, Hungary, Macedonia, Poland, Russia, Serbia, Turkey, and Ukraine). 
Similar to HARMONY I, after 14 days of washout period, individuals were randomized (1:1) to 
either receive pitolisant or placebo once per day. Treatment was 7 weeks: 3 weeks of tapering 
dosing based on efficacy and tolerance (5 mg, 10 mg, or 12 mg pitolisant), followed by 4 weeks 
of stable dosing (5 mg, 10 mg, 20 mg, or 40 mg). The primary endpoint was change in average 
weekly cataplexy rate (WCR). Pitolisant reduced cataplexy by 75% (WCR = 0.25), which is more 
than placebo did (38%, WCR=0.62). 

The efficacy of pitolisant for the treatment of cataplexy in adult individuals with narcolepsy was 
evaluated in two multicenter, randomized, double-blind, placebo-controlled studies (Study 3 
and Study 1). Individuals ≥18 years of age who met the International Classification of Sleep 
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Disorders (ICSD-2) criteria for narcolepsy with cataplexy with at least 3 cataplexy attacks per 
week and an ESS score of ≥12 were eligible to enroll in Study 3; individuals meeting the ICSD-2 
criteria for narcolepsy (with or without cataplexy) and an ESS score of ≥14 were eligible to enroll 
in Study 1. 

Study 3 included a 7-week treatment period: a 3-week dose titration phase followed by a 4-
week stable dose phase. 105 individuals were randomized to receive pitolisant or placebo. The 
dose of pitolisant was initiated at 4.45 mg once daily for the first week, increased to 8.9 mg for 
the second week, and could remain the same or be decreased or increased at the next two 
weekly intervals to a maximum of 35.6 mg, based on clinical response and tolerability. No dose 
adjustments were permitted during the 4-week stable dose phase. 65% of individuals reached a 
stable dose of 35.6 mg. Median age in the study was 37 years and 51% of the individuals were 
male. 

Pitolisant demonstrated statistically significantly greater improvement on the primary endpoint, 
the change in geometric mean number of cataplexy attacks per week from baseline to the 
average of the 4 week stable dosing period for pitolisant compared to placebo. 

In Study 1 the subset of individuals with a history of cataplexy (n=49), pitolisant demonstrated 
statistically significantly greater improvement on the secondary endpoint, the change from 
baseline in geometric mean daily rate of cataplexy at Week 8 for pitolisant compared to 
placebo. 

The most common adverse reaction for pitolisant were headaches (35%), insomnia (10%), 
nausea (6%), and anxiety (5%). Pitolisant is contraindicated in individuals with severe hepatic 
impairment and should be administered with caution in individuals with moderate hepatic 
impairment or renal impairment. There is a risk of mild to moderate prolongation of QTc interval 
with supratherapeutic doses of pitolisant, therefore monitoring is required in individuals with 
cardiac disease, those taking other QT-prolonging medication, and medications known to 
increase pitolisant levels (CYP2D6 inhibitors). 

 

Ongoing and Unpublished Clinical Trials 

An unpublished meta-analysis of six randomized control trials involving subjects with 
obstructive sleep apnea (OSA) and excessive daytime sleepiness (EDS) showed there was no 
clinically meaningful difference in Epworth Sleepiness Score (ESS) outcomes between Sunosi 
150mg daily and modafinil 200mg or 400mg daily [-1.7 (95% CI -3.3, -0.01) and -1.7 (-3.3, -0.04), 
respectively]. The forty-minute Maintenance of Wakefulness Test (MWT) results were not shown 
for modafinil, so could not be compared to Sunosi trial results. 
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2020 Update 

Reviewed prescribing information for all drugs in policy and the diagnostic criteria for 
narcolepsy and obstructive sleep apnea. Added criteria that Xyrem® (sodium oxybate), Sunosi™ 
(solriamfetol), and Wakix® (pitolisant) are not to be used as combination therapy with each 
other as efficacy and safety has not been evaluated. No additional changes were identified for 
policy. 

 

2021 Update 

Reviewed prescribing information for all drugs in policy. Added criteria to Xywav® (calcium 
magnesium, potassium, and sodium oxybates) for the treatment of idiopathic hypersomnia (IH) 
in adults and added the diagnostic criteria for IH. No additional changes were identified for 
policy. 

 

2022 Update 

Reviewed prescribing information for all drugs and information from UpToDate on the 
treatment of narcolepsy in adults. No additional changes were identified for policy. 

 

References  

 

1. Xyrem® (sodium oxybate) prescribing information. Jazz Pharmaceuticals; Palo Alto, CA. Revised October 2022. 

2. Xywav® (calcium magnesium, potassium, and sodium oxybates) prescribing information. Jazz Pharmaceuticals; Palo Alto, CA. 
Revised October 2022. 

3. Sunosi™ (solriamfetol) prescribing information. Axsome Therapeutics, Inc.; New York, NY. Revised November 2022. 

4. Wakix® (pitolisant) prescribing information. Harmony Biosciences; Plymouth Meeting, PA. Revised March 2021. 

5. Mc Millen M. FDA Panel Rejects Xyrem as Fibromyalgia Treatment. Advisory Panel Members Worry About Potential for Abuse of 
Drug That’s Similar to GHB. WebMD Health News, August 20, 2010. Available at 
http://www.webmd.com/fibromyalgia/news/20100820/fda-panel-rejects-xyrem-as-fibromyalgia-treatment%20  
Accessed December 10, 2022. 

6. Schweitzer PK, Rosenberg R, Zammit GK, et al. Solriamfetol for Excessive Sleepiness in Obstructive Sleep Apnea (TONES 3): A 
Randomized Controlled Trial. Am J Respir Crit Care Med. 2018 Dec 6. Doi: 10.1164/rccm.201806-1100C. [Epub ahead of print]. 

http://www.webmd.com/fibromyalgia/news/20100820/fda-panel-rejects-xyrem-as-fibromyalgia-treatment


Page | 21 of 23  ∞ 

7. Strollo PJ, Hedner J. Collop N, et al. Solriamfetol for the treatment of excessive sleepiness in OSA: a placebo-controlled 
randomized withdrawal trial. Chest. 2018 Nov 22. Pii:S0012-3692(18)32732-6. Doi 10.1016/j.chest.2018.11.005. [Epub ahead of 
print].  

8. Thorpy MJ, Dauvillers Y, Shapiro C, et al. A randomized, placebo-controlled, Phase 3 study of solriamfetol (JZP-110) in patients 
with narcolepsy: effects on wakefulness, excessive sleepiness, and health-related quality-of-life. Sleep 2017;40(suppl):A250. 

9. Chervin R, Scammell T, Eichler A. Approach to the patient with excessive daytime sleepiness. UpToDate. Updated October 4th, 
2022. www.uptodate.com.  Accessed December 10, 2022.  

10. Chervin R, Scammell T, Eichler A. Idiopathic hypersomnia. UpToDate. Updated January 31st, 2022. www.uptodate.com. 
Accessed December 10, 2022. 

11. Scammell T, Benca R, Eichler A. Treatment of narcolepsy in adults. Updated November 14th, 2022. www.uptodate.com. 
Accessed December 10, 2022. 

12. Morgenthaler TI, Kapur VK, Brown TM, et al. Practice parameters for the treatment of narcolepsy and other hypersomnias of 
central origin. Sleep 2007;30(12):1705-11. 

13. Veasey SC, Guilleminault C, Strohl KP, et al. Medical therapy for obstructive sleep apnea: a review by the medical therapy for 
sleep apnea task force of the standards of practice committee of the American Academy of Sleep Medicine. Sleep 
2006;29(8):1036-44. 

14. Franek BM, Ronnebaum S, Menno D, et al. Indirect treatment comparison of the efficacy of solriamfetol, modafinil, and 
armodafinil for the treatment of excessive sleepiness in obstructive sleep apnea. J Manag Care Spec Pharm. 2018 Oct;24(10-
a):S56. 

15. Carter LP, Henningfield JE, Wang YG, Lu Y, Kelsh D, Vince B, Sellers E. A randomized, double blind, placebo-controlled, crossover 
study to evaluate the human abuse liability of solriamfetol, a selective dopamine and norepinephrine reuptake inhibitor. J 
Psychpharmacol. 2018 Dec;32(12):1351-61. 

16. Arand D, Bonnet M, Hurwitz T, et al. The clinical use of the MSLT and MWT. Sleep 2005;28(1):123-44. 

17. Crook S, Sievi NA, Bloch KE, et al. Minimum important difference of the Epworth Sleepiness Scale in obstructive sleep apnoea: 
estimation from three randomized controlled trials. Thorax 2018;0:1-7. 

18. Scrima L, Emsellem HA, Becker PM, et al. Identifying clinically important difference on the Epworth Sleepiness Scale: result from 
a narcolepsy clinical trial of JZP-110. Sleep Medicine 38 (2017): 108-12. 

19. Weaver TE, Crosby RD, Bron M, et al. Using multiple anchor-based and distribution-based estimates to determine the minimal 
important difference (MID) for the FOSQ-10. Sleep 2018;41(suppl 1): A227. 

20. Dauvilliers Y, Bassetti C, Lammers GJ, Arnulf I, Mayer G, Rodenbeck A, Lehert P, Ding CL, Lecomte JM, Schwartz JC; HARMONY I 
study group. Pitolisant versus placebo or modafinil in patients with narcolepsy: a double-blind, randomised trial. Lancet Neurol 
2013 Nov;12(11):1068-75. 

21. Szakacs Z, Dauvilliers Y, Mikhaylov V, Poverennova I, Krylov S, Jankovic S, Sonka K, Lehert P, Lecomte I, Lecomte JM, Schwartz 
JC; HARMONY-CTP study group. Safety and efficacy of pitolisant on cataplexy in patients with narcolepsy: a randomised, 
double-blind, placebo-controlled trial. Lancet Neurol 2017 Mar;16(3):200-207. 

 

History  

 

http://www.uptodate.com/
http://www.uptodate.com/
http://www.uptodate.com/


Page | 22 of 23  ∞ 

Date Comments 
06/01/19 New policy, approved May 14, 2019. Xyrem (sodium oxybate) moved from policy 

5.01.605. Criteria added for Sunosi (solriamfetol).  

03/01/20 Interim Review, approved February 11, 2020. Updated Xyrem coverage criteria and 
added definition for cataplexy. Criteria added for Wakix (pitolisant). 

04/01/20 Interim Review, approved March 3, 2020. Added under diagnosis of narcolepsy that for 
patients unable to discontinue REM suppressing medications who do not meet the 
MSLT criteria, the diagnosis of narcolepsy will be determined on a case-by-case basis. 

05/01/20 Annual Review, approved April 23, 2020. Added criteria that Xyrem (sodium oxybate), 
Sunosi (solriamfetol), and Wakix (pitolisant) are not to be used as combination therapy 
with each other. 

07/13/20 Correction made in policy section to read: Hypertension (systolic blood pressure > 140 
mm Hg and (previously stated 140 mg Hg which was a typo). No other changes. 

11/01/20 Interim Review, approved October 13, 2020. Added coverage criteria for Xywav 
(calcium magnesium, potassium, and sodium oxybates) for the treatment of cataplexy 
or EDS in patients with narcolepsy. 

12/01/20 Interim Review, approved November 10, 2020. Added new indication to Wakix 
(pitolisant) for the treatment of cataplexy in adult patients with narcolepsy. For Xywav 
(calcium magnesium, potassium, and sodium oxybates) added a concomitant 
diagnosis of heart failure, hypertension, or renal impairment as exception to 
requirement to use Xyrem (sodium oxybate) first. 

10/01/21 Annual Review, approved September 14, 2021. Added new indication to Xywav 
(calcium magnesium, potassium, and sodium oxybates) for the treatment of adult 
patients with idiopathic hypersomnia. 

01/01/23 Annual Review, approved December 23, 2022. No changes to policy statements. 
Added Related Policy 10.01.524 Sleep Disorder Management: Services Reviewed by 
AIM®. 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). ©2023 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 
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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. 



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.  

052493 (07-01-2021) 

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: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. 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៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ   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 والبكم:    800-722-1471:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم  ملحوظة

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਿੇ ਹ,ੋ ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹ।ੈ 800-722-1471 (TTY: 711) 'ਤ ੇਕਾਲ ਕਰੋ। 
เรียน: ถา้คุณพูดภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  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 بگیريد.   1471-722-800 (TTY: 711): اگر به زبان فارسی گفتگو می کنید، تسهیالت زبانی بصورت رايگان برای شما فراهم می باشد. با  توجه 
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