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Introduction 

Around two-thirds of breast cancers express the estrogen receptor (ER) alpha protein. These ER-
positive tumors are dependent on the ER and its cognate ligand, estrogen, for their growth, 
survival, and progression. Selective estrogen receptor modulators (SERMs) and selective 
estrogen receptor down-regulators (SERDs) are two major classes of endocrine therapy drugs 
used for the treatment and/or prevention of ER-positive breast cancers. These therapies are all 
designed in one way or another to block ER function and signaling. Some SERMs also have 
estrogen activity in bone and, therefore, prevent bone loss, improve bone mineral density 
(BMD), and decrease the risk of vertebral fracture. This policy discusses when the use of brand 
SERMs and SERDs may be considered medically necessary. 

 

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. 
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Drug Medical Necessity 
Arimidex® (anastrozole) 

oral 
 
 

Arimidex® (anastrozole) may be considered medically 
necessary for:  
• Adjuvant treatment of postmenopausal women with hormone 

receptor-positive early breast cancer 
OR 
• Treatment of postmenopausal women with hormone receptor-

positive or hormone receptor-unknown locally advanced or 
metastatic breast cancer 

OR 
• Treatment of advanced breast cancer in postmenopausal 

women with disease progression following tamoxifen therapy 
OR 
• Treatment of recurrent or metastatic endometrial or uterine 

cancer 
OR 
• Treatment of recurrent ovarian cancer 
OR 
• Risk reduction for breast cancer in postmenopausal women 
AND 
• The individual has tried generic anastrozole first and had an 

inadequate response or intolerance to generic anastrozole 
AND 
• Dose is ≤ 1 mg per day 

Aromasin® (exemestane) 
oral 

 
 

Aromasin® (exemestane) may be considered medically 
necessary for: 
• Adjuvant treatment of postmenopausal women with estrogen-

receptor positive early breast cancer who have received two or 
three years of tamoxifen and are switched to Aromasin® for 
completion of a total of five consecutive years of adjuvant 
hormonal therapy 

OR 
• Treatment of advanced breast cancer in postmenopausal 

women whose disease has progressed following tamoxifen 
therapy 

OR 
• Risk reduction for invasive breast cancer in postmenopausal 

women 
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Drug Medical Necessity 
AND 
• The individual has tried generic exemestane first and had an 

inadequate response or intolerance to generic exemestane 
AND 
• Dose is ≤ 25 mg per day 

Evista® (raloxifene) oral 
 
 

Evista® (raloxifene) may be considered medically necessary 
for:  
• Treatment and prevention of osteoporosis in postmenopausal 

women 
OR 
• Reduction in risk of invasive breast cancer in postmenopausal 

women with osteoporosis 
OR 
• Reduction in risk of invasive breast cancer in postmenopausal 

women at high risk for invasive breast cancer 
AND 
• The individual has tried generic raloxifene first and had an 

inadequate response or intolerance to generic raloxifene 
AND 
• Dose is ≤ 60 mg per day 

Fareston® (toremifene) 
oral 

 
 

Fareston® (toremifene) may be considered medically 
necessary for:  
• Treatment of metastatic breast cancer in postmenopausal 

women with estrogen receptor positive or unknown tumors 
AND 
• The individual has tried generic toremifene first and had an 

inadequate response or intolerance to generic toremifene 
AND 
• Dose is ≤ 60 mg per day 

Faslodex® (fulvestrant) IM 
 
 

Faslodex® (fulvestrant) may be considered medically 
necessary for:  
• Treatment of HR-positive, human epidermal growth factor 

receptor 2 (HER2)-negative advanced breast cancer in 
postmenopausal women not previously treated with endocrine 
therapy 

OR 
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Drug Medical Necessity 
• Treatment of hormone-receptor (HR)-positive advanced breast 

cancer in postmenopausal women with disease progression 
following endocrine therapy 

OR 
• Treatment of HR-positive, HER2-negative advanced or 

metastatic breast cancer in combination with ribociclib in 
postmenopausal women as initial endocrine-based therapy or 
following disease progression on endocrine therapy 

OR 
• Treatment of HR-positive, HER2-negative advanced or 

metastatic breast cancer in combination with palbociclib or 
abemaciclib in women with disease progression following 
endocrine therapy 

AND 
• The individual has tried generic fulvestrant first and had an 

inadequate response or intolerance to generic fulvestrant 
Femara® (letrozole) oral  
 
 

Femara® (letrozole) may be considered medically necessary 
for: 
• Adjuvant treatment of postmenopausal women with hormone 

receptor positive early breast cancer 
OR 
• Extended adjuvant treatment of postmenopausal women with 

early breast cancer who have received prior standard adjuvant 
tamoxifen therapy 

OR 
• Treatment of postmenopausal women with hormone receptor 

positive or unknown advanced breast cancer 
OR 
• Treatment of recurrent ovarian cancer 
AND 
• The individual has tried generic letrozole first and had an 

inadequate response or intolerance to generic letrozole 
AND 
• Dose is ≤ 2.5 mg per day 

Orserdu™ (elacestrant) oral Orserdu™ (elacestrant) may be considered medically necessary 
for:  
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Drug Medical Necessity 
• Treatment of postmenopausal women or adult men with 

estrogen receptor (ER)-positive, human epidermal growth 
factor receptor 2 (HER2)-negative, ESR1-mutated advanced or 
metastatic breast cancer 

AND 
• Experienced disease progression following at least one line of 

endocrine therapy  
AND 
• Dose is 345 mg or less per day  

 

Length of Approval 
Approval Criteria 
Initial authorization Drugs listed in policy may be approved up to 12 months. 
Re-authorization criteria Future re-authorization of drugs listed in policy may be 

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  

 

N/A 

 

Related Information  
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Benefit Application 

This policy is managed through the Pharmacy benefit. 

 

Evidence Review  

 

Background 

Breast cancer is the second most commonly diagnosed cancer worldwide. It is also the leading 
cause of cancer death in women worldwide. In the United States, breast cancer accounts for over 
260,000 cases each year and is responsible for over 40,000 deaths. The incidence rates 
decreased from 1999 to 2007 by 1.8% per year.  

Breast cancer mortality rates have been decreasing since the 1970s. This decrease in mortality is 
due to improved breast cancer screening and improvements in adjuvant therapy. Therapy saves 
lives when breast cancers are treated earlier, as demonstrated in a landmark article in which 
women 40 to 69 who participated in organized mammography screening had a 60% lower risk 
of dying from breast cancer within 10 years after diagnosis and a 47% lower risk of dying from 
breast cancer within 20 years after diagnosis compared with women who did not participate in 
screening.  

Once a diagnosis of breast cancer is established, it is important to accurately define the initial 
extent of disease since this information will affect treatment recommendations.  

 

Summary of Evidence 

Arimidex® (anastrozole) 

Efficacy 

The first analysis of the ATAC (Arimidex, Tamoxifen Alone or in Combination) trial (median 
follow-up, 33 months) demonstrated that in adjuvant endocrine therapy for postmenopausal 
individuals with early-stage breast cancer, anastrozole was superior to tamoxifen in terms of 
disease-free survival (DFS), time to recurrence (TTR), and incidence of contralateral breast cancer 
(CLBC). DFS estimates at 4 years remained significantly more favorable (86.9% vs. 84.5%, 
respectively) for individuals receiving anastrozole compared with those receiving tamoxifen 
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(hazard ratio [HR], 0.86; 95% confidence interval [CI], 0.76-0.99; P = 0.03). The benefit generated 
by anastrozole in terms of DFS was even greater in individuals with hormone receptor-positive 
tumors (HR, 0.82; 95% CI, 0.70-0.96; P = 0.014). The HR for TTR also indicated a significant 
benefit for individuals receiving anastrozole compared with those receiving tamoxifen (HR, 0.83; 
95% CI, 0.71-0.96; P = 0.015), with additional benefit for individuals with hormone receptor-
positive tumors (HR, 0.78; 95% CI, 0.65-0.93; P = 0.007). CLBC incidence data also continued to 
favor anastrozole (odds ratio [OR], 0.62; 95% CI, 0.38-1.02; P = 0.062), and statistical significance 
was achieved in the hormone receptor-positive subgroup (OR, 0.56; 95% CI, 0.32-0.98; P = 
0.042). 

Two double-blind, controlled clinical studies of similar design (0030, a North American study 
and 0027, a predominately European study) were conducted to assess the efficacy of Arimidex 
compared with tamoxifen as first-line therapy for hormone receptor positive or hormone 
receptor unknown locally advanced or metastatic breast cancer in postmenopausal women. A 
total of 1021 individuals between the ages of 30 and 92 years old were randomized to receive 
trial treatment. Individuals were randomized to receive 1 mg of Arimidex once daily or 20 mg of 
tamoxifen once daily. The primary endpoints for both trials were time to tumor progression, 
objective tumor response rate, and safety. For the primary endpoints, trial 0030 showed that 
Arimidex had a statistically significant advantage over tamoxifen (p=0.006) for time to tumor 
progression; objective tumor response rates were similar for Arimidex and tamoxifen. Trial 0027 
showed that Arimidex and tamoxifen had similar objective tumor response rates and time to 
tumor progression. 
 
Anastrozole was studied in two controlled clinical trials (0004, a North American study; 0005, a 
predominately European study) in postmenopausal women with advanced breast cancer who 
had disease progression following tamoxifen therapy for either advanced or early breast cancer. 
In both studies there were no significant differences between treatment arms with respect to 
any of the efficacy parameters. 
 
 
Safety/Tolerability 

Adverse reaction data for adjuvant therapy are based on the ATAC trial. The median duration of 
adjuvant treatment for safety evaluation was 59.8 months and 59.6 months for individuals 
receiving Arimidex 1 mg and tamoxifen 20 mg, respectively. 
 
In women with pre-existing ischemic heart disease, an increased incidence of ischemic 
cardiovascular events was observed with Arimidex in the ATAC trial (17% of individuals on 
Arimidex and 10% of individuals on tamoxifen). 
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Results from the ATAC trial bone sub-study at 12 and 24 months demonstrated that individuals 
receiving Arimidex had a mean decrease in both lumbar spine and total hip bone mineral 
density (BMD) compared to baseline. Individuals receiving tamoxifen had a mean increase in 
both lumbar spine and total hip BMD compared to baseline. 
 
During the ATAC trial, more individuals receiving Arimidex were reported to have elevated 
serum cholesterol compared to individuals receiving tamoxifen (9% versus 3.5%, respectively). 
 
Based on findings from animal studies and its mechanism of action, Arimidex can cause fetal 
harm when administered to a pregnant woman. Anastrozole caused embryo-fetal toxicities in 
rats at maternal exposure that were 9 times the human clinical exposure, based on area under 
the curve (AUC). In rabbits, anastrozole caused pregnancy failure at doses equal to or greater 
than 16 times the recommended human dose on a mg/m2 basis. 
 
 
Aromasin® (exemestane) 

Efficacy 

The Intergroup Exemestane Study 031 (IES) was a randomized, double-blind, multicenter, 
multinational study comparing exemestane (25 mg/day) vs. tamoxifen (20 or 30 mg/day) in 
postmenopausal women with early breast cancer. Individuals who remained disease-free after 
receiving adjuvant tamoxifen therapy for 2 to 3 years were randomized to receive an additional 
3 or 2 years of Aromasin or tamoxifen to complete a total of 5 years of hormonal therapy. 
Disease-free survival in the intent-to-treat population was statistically significantly improved 
[Hazard Ratio (HR) = 0.69, 95% CI: 0.58, 0.82, P = 0.00003] in the Aromasin arm compared to the 
tamoxifen arm. In the hormone receptor-positive subpopulation representing about 85% of the 
trial individuals, disease-free survival was also statistically significantly improved (HR = 0.65, 95% 
CI: 0.53, 0.79, P = 0.00001) in the Aromasin arm compared to the tamoxifen arm. Consistent 
results were observed in the subgroups of individuals with node negative or positive disease, 
and individuals who had or had not received prior chemotherapy. An overall survival update at 
119 months median follow-up showed no significant difference between the two groups, with 
467 deaths (19.9%) occurring in the Aromasin group and 510 deaths (21.5%) in the tamoxifen 
group. 

Exemestane 25 mg administered once daily was evaluated in a randomized double-blind, 
multicenter, multinational comparative study and in two multicenter single-arm studies of 
postmenopausal women with advanced breast cancer who had disease progression after 
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treatment with tamoxifen for metastatic disease or as adjuvant therapy. In the comparative 
study, 769 individuals were randomized to receive Aromasin (exemestane tablets) 25 mg once 
daily (N = 366) or megestrol acetate 40 mg four times daily (N = 403). The objective response 
rates observed in the two treatment arms showed that Aromasin was not different from 
megestrol acetate. Response rates for Aromasin from the two single-arm trials were 23.4% and 
28.1%. There were too few deaths occurring across treatment groups to draw conclusions on 
overall survival differences. 

 

Safety/Tolerability  

Aromasin tolerability in postmenopausal women with early breast cancer was evaluated in two 
well-controlled trials: the IES study and the 027 study (a randomized, placebo-controlled, 
double-blind, parallel group study specifically designed to assess the effects of exemestane on 
bone metabolism, hormones, lipids, and coagulation factors over 2 years of treatment). 

The median duration of adjuvant treatment was 27.4 months and 27.3 months for individuals 
receiving Aromasin or tamoxifen, respectively, within the IES study and 23.9 months for 
individuals receiving Aromasin or placebo within the 027 study. Median duration of observation 
after randomization for Aromasin was 34.5 months and for tamoxifen was 34.6 months. Median 
duration of observation was 30 months for both groups in the 027 study. 

Certain adverse reactions, which were expected based on the known pharmacological properties 
and side effect profiles of test drugs, were actively sought through a positive checklist. Signs and 
symptoms were graded for severity using CTC in both studies. Within the IES study, the presence 
of some illnesses/conditions was monitored through a positive checklist without assessment of 
severity. These included myocardial infarction, other cardiovascular disorders, gynecological 
disorders, osteoporosis, osteoporotic fractures, other primary cancer, and hospitalizations. 

Within the IES study, discontinuations due to adverse reactions occurred in 6.3% and 5.1% of 
individuals receiving Aromasin and tamoxifen, respectively, and in 12.3% and 4.1% of individuals 
receiving exemestane or placebo respectively within study 027. 

 

Evista® (raloxifene) 

Efficacy 

The effects of Evista on fracture incidence and BMD in postmenopausal women with 
osteoporosis were examined at 3 years in a large randomized, placebo-controlled, double-blind, 
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multinational osteoporosis treatment trial (MORE). All vertebral fractures were diagnosed 
radiographically; some of these fractures also were associated with symptoms (i.e., clinical 
fractures). The study population consisted of 7705 postmenopausal women with osteoporosis as 
defined by: a) low BMD (vertebral or hip BMD at least 2.5 standard deviations below the mean 
value for healthy young women) without baseline vertebral fractures or b) one or more baseline 
vertebral fractures. Women enrolled in this study had a median age of 67 years (range 31 to 80) 
and a median time since menopause of 19 years. Evista, 60 mg administered once daily, 
increased spine and hip BMD by 2 to 3%. Evista decreased the incidence of the first vertebral 
fracture from 4.3% for placebo to 1.9% for Evista (relative risk reduction = 55%) and subsequent 
vertebral fractures from 20.2% for placebo to 14.1% for Evista (relative risk reduction = 30%). All 
women in the study received calcium (500 mg/day) and vitamin D (400 to 600 IU/day). Evista 
reduced the incidence of vertebral fractures whether or not individuals had a vertebral fracture 
upon study entry. The decrease in incidence of vertebral fracture was greater than could be 
accounted for by increase in BMD alone. The mean percentage change in BMD from baseline for 
Evista was statistically significantly greater than for placebo at each skeletal site. Bone biopsies 
for qualitative and quantitative histomorphometry were obtained at baseline and after 2 years of 
treatment. There were 56 paired biopsies evaluable for all indices. In Evista-treated individuals, 
there were statistically significant decreases in bone formation rate per tissue volume, consistent 
with a reduction in bone turnover. Normal bone quality was maintained; specifically, there was 
no evidence of osteomalacia, marrow fibrosis, cellular toxicity, or woven bone after 2 years of 
treatment. Endometrial thickness was evaluated annually in a subset of the study population 
(1781 individuals) for 3 years. Placebo-treated women had a 0.27 mm mean decrease from 
baseline in endometrial thickness over 3 years, whereas the Evista-treated women had a 0.06 
mm mean increase. Individuals in the osteoporosis treatment study were not screened at 
baseline or excluded for pre-existing endometrial or uterine disease. This study was not 
specifically designed to detect endometrial polyps. Over the 36 months of the study, clinically or 
histologically benign endometrial polyps were reported in 17 of 1999 placebo-treated women, 
37 of 1948 Evista-treated women, and in 31 of 2010 women treated with raloxifene HCl 120 
mg/day. There was no difference between Evista- and placebo-treated women in the incidences 
of endometrial carcinoma, vaginal bleeding, or vaginal discharge. 

The effects of Evista on BMD in postmenopausal women were examined in three randomized, 
placebo controlled, double-blind osteoporosis prevention trials: (1) a North American trial 
enrolled 544 women; (2) a European trial, 601 women; and (3) an international trial, 619 women 
who had undergone hysterectomy. In these trials, all women received calcium supplementation 
(400 to 600 mg/day). Women enrolled in these trials had a median age of 54 years and a median 
time since menopause of 5 years (less than 1 year up to 15 years postmenopause). The majority 
of the women were White (93.5%). Women were included if they had spine BMD between 2.5 
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standard deviations below and 2 standard deviations above the mean value for healthy young 
women. The mean T scores (number of standard deviations above or below the mean in healthy 
young women) for the three trials ranged from -1.01 to -0.74 for spine BMD and included 
women both with normal and low BMD. Evista, 60 mg administered once daily, produced 
increases in bone mass versus calcium supplementation alone, as reflected by dual-energy x-ray 
absorptiometric (DXA) measurements of hip, spine, and total body BMD. Compared with 
placebo, the increases in BMD for each of the three studies were statistically significant at 12 
months and were maintained at 24 months. The placebo groups lost approximately 1% of BMD 
over 24 months. Evista also increased BMD compared with placebo in the total body by 1.3% to 
2.0% and in Ward’s Triangle (hip) by 3.1% to 4.0%. The effects of EVISTA on forearm BMD were 
inconsistent between studies. In the European trial, Evista prevented bone loss at the ultradistal 
radius, whereas in the North American Trial it did not.  

In placebo-controlled osteoporosis prevention trials, endometrial thickness was evaluated every 
6 months (for 24 months) by transvaginal ultrasonography (TVU). A total of 2978 TVU 
measurements were collected from 831 women in all dose groups. Placebo-treated women had 
a 0.04 mm mean increase from baseline in endometrial thickness over 2 years, whereas the 
EVISTA-treated women had a 0.09 mm mean increase. Endometrial thickness measurements in 
raloxifene-treated women were indistinguishable from placebo. There were no differences 
between the raloxifene and placebo groups with respect to the incidence of reported vaginal 
bleeding. The effect of Evista on the incidence of breast cancer was assessed as a secondary 
safety endpoint in a randomized, placebo-controlled, double-blind, multinational osteoporosis 
treatment trial in postmenopausal women. After 4 years, Evista, 60 mg administered once daily, 
reduced the incidence of all breast cancers by 62%, compared with placebo (HR 0.38, 95% CI 
0.22-0.67). Evista reduced the incidence of invasive breast cancer by 71%, compared with 
placebo (ARR 3.1 per 1000 women-years); this was primarily due to an 80% reduction in the 
incidence of ER-positive invasive breast cancer in the Evista group compared with placebo. 

The effects of Evista 60 mg/day versus tamoxifen 20 mg/day over 5 years on reducing the 
incidence of invasive breast cancer were assessed in 19,747 postmenopausal women in a 
randomized, double-blind trial conducted in North America by the National Surgical Adjuvant 
Breast and Bowel Project and sponsored by the National Cancer Institute. Women in this study 
had a mean age of 58.5 years (range 35-83), a mean 5-year predicted invasive breast cancer risk 
of 4.03% (range 1.66-23.61%), and 9.1% had a history of lobular carcinoma in situ (LCIS). More 
than 93% of participants were White. As of 31 December 2005, the median time of follow-up 
was 4.3 years (range 0.07-6.50 years). Evista was not superior to tamoxifen in reducing the 
incidence of invasive breast cancer. The observed incidence rates of invasive breast cancer were 
Evista 4.4 and tamoxifen 4.3 per 1000 women per year. The results from a noninferiority analysis 
are consistent with Evista potentially losing up to 35% of the tamoxifen effect on reduction of 
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invasive breast cancer. The effect of each treatment on invasive breast cancer was consistent 
when women were compared by baseline age, history of LCIS, history of atypical hyperplasia, 5-
year predicted risk of breast cancer by the modified Gail model, or the number of relatives with 
a history of breast cancer. Fewer noninvasive breast cancers occurred in the tamoxifen group 
compared to the Evista group. 

 

Safety/Tolerability  

In clinical trials, Evista-treated women had an increased risk of venous thromboembolism (deep 
vein thrombosis and pulmonary embolism). 

In a clinical trial of postmenopausal women with documented coronary heart disease or at 
increased risk for coronary events, an increased risk of death due to stroke was observed after 
treatment with Evista. During an average follow-up of 5.6 years, 59 (1.2%) Evista-treated women 
died due to a stroke compared to 39 (0.8%) placebo-treated women (22 versus 15 per 10,000 
women-years; hazard ratio 1.49; 95% confidence interval, 1.00-2.24; p=0.0499). There was no 
statistically significant difference between treatment groups in the incidence of stroke (249 in 
Evista [4.9%] versus 224 placebo [4.4%]). Evista had no significant effect on all-cause mortality. 

Limited clinical data suggest that some women with a history of marked hypertriglyceridemia 
(>5.6 mmol/L or >500 mg/dL) in response to treatment with oral estrogen or estrogen plus 
progestin may develop increased levels of triglycerides when treated with Evista. 

 

Fareston® (toremifene) 

Efficacy 

Three prospective, randomized, controlled clinical studies (North American, Eastern European, 
and Nordic) were conducted to evaluate the efficacy of Fareston for the treatment of breast 
cancer in postmenopausal women. The individuals were randomized to parallel groups receiving 
Fareston 60 mg (FAR60) or tamoxifen 20 mg (TAM20) in the North American Study or tamoxifen 
40 mg (TAM40) in the Eastern European and Nordic studies. The North American and Eastern 
European studies also included high-dose toremifene arms of 200 and 240 mg daily, 
respectively. The studies included postmenopausal individuals with estrogen-receptor (ER) 
positive or estrogen-receptor (ER) unknown metastatic breast cancer. The individuals had at 
least one measurable or evaluable lesion. The primary efficacy variables were response rate (RR) 
and time to progression (TTP). Survival (S) was also determined. Ninety-five percent confidence 



Page | 13 of 20  ∞ 

intervals (95% CI) were calculated for the difference in RR between FAR60 and TAM groups and 
the hazard ratio (relative risk for an unfavorable event, such as disease progression or death) 
between TAM and FAR60 for TTP and S. Two of the 3 studies showed similar results for all 
effectiveness endpoints. However, the Nordic Study showed a longer time to progression for 
tamoxifen. The high-dose groups, toremifene 200 mg daily in the North American Study and 
240 mg daily in the Eastern European Study, were not superior to the lower toremifene dose 
groups, with response rates of 22.6% and 28.7%, median times to progression of 5.6 and 6.1 
months, and median survivals of 30.1 and 23.8 months, respectively. The median treatment 
duration in the three pivotal studies was 5 months (range 4.2-6.3 months). 

 

Safety/Tolerability  

Toremifene has been shown to prolong the QTc interval in a dose-and concentration-related 
manner.  

Hepatotoxicity, both increases in the serum concentration for grade 3 and 4 transaminitis and 
hyperbilirubinemia, including jaundice, hepatitis, and non-alcoholic fatty liver disease, have also 
been reported in clinical trials and postmarketing with Fareston. 

Endometrial cancer, endometrial hypertrophy, hyperplasia, and uterine polyps have been 
reported in some individuals treated with Fareston. Endometrial hyperplasia of the uterus was 
observed in animals treated with toremifene. 

 

Faslodex® (fulvestrant) 

Efficacy 

Efficacy of Faslodex was established by comparison to the selective aromatase inhibitor 
anastrozole in two randomized, controlled clinical trials (one conducted in North America, Study 
0021, NCT00635713; the other predominantly in Europe, Study 0020) in postmenopausal women 
with locally advanced or metastatic breast cancer. All individuals had progressed after previous 
therapy with an antiestrogen or progestin for breast cancer in the adjuvant or advanced disease 
setting. The effectiveness of Faslodex 250 mg was determined by comparing Objective Response 
Rate (ORR) and Time to Progression (TTP) results to anastrozole 1 mg, the active control. The 
two studies ruled out (by one-sided 97.7% confidence limit) inferiority of Faslodex to 
anastrozole of 6.3% and 1.4% in terms of ORR. There was no statistically significant difference in 
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overall survival (OS) between the two treatment groups after a follow-up duration of 28.2 
months in Study 0021 and 24.4 months in Study 0020. 

The efficacy of Faslodex 500 mg in combination with palbociclib 125 mg was compared to 
Faslodex 500 mg plus placebo in PALOMA-3.  PALOMA-3 (NCT-1942135) was an international, 
randomized, double-blind, parallel group, multi-center study of Faslodex plus palbociclib versus 
Faslodex plus placebo conducted in women with HR-positive, HER2-negative advanced breast 
cancer, regardless of their menopausal status, whose disease progressed on or after prior 
endocrine therapy. Consistent PFS results were observed across individual subgroups of disease 
site, sensitivity to prior hormonal therapy, and menopausal status. After a median follow-up time 
of 45 months, the final OS results were not statistically significant. 

The efficacy of Faslodex in combination with ribociclib was compared to plus placebo in 
MONALEESA-3. MONALEESA-3 (NCT 02422615) was a randomized double-blind, placebo-
controlled study of Faslodex plus ribociclib versus Faslodex plus placebo conducted in 
postmenopausal women with hormone receptor positive, HER2-negative, advanced breast 
cancer who have received no or only one line of prior endocrine treatment. Consistent results 
were observed in stratification factor subgroups of disease site and prior endocrine treatment 
for advanced disease. 

The efficacy of Faslodex 500 mg in combination with abemaciclib 150 mg was compared to 
Faslodex 500 mg plus placebo in MONARCH 2. MONARCH 2 (NCT02107703) was a randomized, 
placebo-controlled, multi-center study conducted in women with HR-positive, HER2-negative 
metastatic breast cancer with disease progression following endocrine therapy treated with 
Faslodex plus abemaciclib versus Faslodex plus placebo. PFS assessment based on a blinded 
independent radiologic review was consistent with the investigator assessment. Consistent 
results were observed across individual stratification subgroups of disease site and endocrine 
therapy resistance for PFS and OS. 

MONALEESA-3 (NCT 02422615) was a randomized double-blind, placebo-controlled study of 
Faslodex plus ribociclib versus Faslodex plus placebo conducted in postmenopausal women with 
hormone receptor positive, HER2-negative, advanced breast cancer who have received no or 
only one line of prior endocrine treatment. Consistent results were observed in stratification 
factor subgroups of disease site and prior endocrine treatment for advanced disease. 

 

Safety/Tolerability  

The most frequently reported adverse reactions in the Faslodex 500 mg group were injection 
site pain (11.6% of individuals), nausea (9.7% of individuals), and bone pain (9.4% of individuals); 
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the most frequently reported adverse reactions in the Faslodex 250 mg group were nausea 
(13.6% of individuals), back pain (10.7% of individuals), and injection site pain (9.1% of 
individuals). 

 

Femara® (letrozole)    

Efficacy 

In a multicenter study (BIG 1-98, NCT00004205) enrolling over 8,000 postmenopausal women 
with resected, receptor positive early breast cancer, one of the following treatments was 
randomized in a double-blind manner: Option 1: A. tamoxifen for 5 years, or B. Femara for 5 
years, or C. tamoxifen for 2 years followed by Femara for 3 years, or D. Femara for 2 years 
followed by tamoxifen for 3 years. Option 2: A. tamoxifen for 5 years, or B. Femara for 5 years. 
The study in the adjuvant setting, BIG 1-98 was designed to answer two primary questions: 
whether Femara for 5 years was superior to Tamoxifen for 5 years (Primary Core Analysis) and 
whether switching endocrine treatments at 2 years was superior to continuing the same agent 
for a total of 5 years. The medians of overall survival for both arms were not reached for the 
MAA. There was no statistically significant difference in overall survival. The hazard ratio for 
survival in the Femara arm compared to the tamoxifen arm was 0.87, with 95% CI (0.75, 1.02). 
There were no significant differences in DFS, OS, SDFS, and Distant DFS from switch in the 
Sequential Treatments Analysis with respect to either monotherapy (e.g., [tamoxifen 2 years 
followed by] Femara 3 years versus tamoxifen beyond 2 years, DFS HR 0.89; 97.5% CI 0.68, 1.15 
and [Femara 2 years followed by] tamoxifen 3 years versus Femara beyond 2 years, DFS HR 0.93; 
97.5% CI 0.71, 1.22). There were no significant differences in DFS, OS, SDFS, and Distant DFS 
from randomization in the Sequential Treatments Analyses. 

A double-blind, randomized, placebo-controlled trial (MA-17, NCT00003140) of Femara was 
performed in over 5,100 postmenopausal women with receptor-positive or unknown primary 
breast cancer who were disease free after 5 years of adjuvant treatment with tamoxifen. Disease-
free survival was measured as the time from randomization to the earliest event of loco-regional 
or distant recurrence of the primary disease or development of contralateral breast cancer or 
death. DFS by hormone receptor status, nodal status and adjuvant chemotherapy were similar to 
the overall results. Data were premature for an analysis of survival. 
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Safety/Tolerability  

Results of a safety study to evaluate safety in the adjuvant setting comparing the effect on 
lumbar spine (L2-L4) BMD of adjuvant treatment with letrozole to that with tamoxifen showed at 
24 months a median decrease in lumbar spine BMD of 4.1% in the letrozole arm compared to a 
median increase of 0.3% in the tamoxifen arm (difference = 4.4%) (P <0.0001). Updated results 
from the BMD substudy (MA-17B) in the extended adjuvant setting demonstrated that at 2 years 
individuals receiving letrozole had a median decrease from baseline of 3.8% in hip BMD 
compared to a median decrease of 2.0% in the placebo group. The changes from baseline in 
lumbar spine BMD in letrozole and placebo treated groups were not significantly different. In 
the adjuvant trial (BIG 1-98) the incidence of bone fractures at any time after randomization was 
14.7% for letrozole and 11.4% for tamoxifen at a median follow-up of 96 months. The incidence 
of osteoporosis was 5.1% for letrozole and 2.7% for tamoxifen. In the extended adjuvant trial 
(MA-17), the incidence of bone fractures at any time after randomization was 13.3% for letrozole 
and 7.8% for placebo at a median follow-up of 62 months. The incidence of new osteoporosis 
was 14.5% for letrozole and 7.8% for placebo. 

In the adjuvant trial (BIG 1-98), hypercholesterolemia was reported in 52.3% of letrozole 
individuals and 28.6% of tamoxifen individuals. Grade 3-4 hypercholesterolemia was reported in 
0.4% of letrozole individuals and 0.1% of tamoxifen individuals. Also in the adjuvant setting, an 
increase of greater than or equal to 1.5 x upper limit of normal (ULN) in total cholesterol 
(generally nonfasting) was observed in individuals on monotherapy who had baseline total 
serum cholesterol within the normal range (i.e., less than =1.5 x ULN) in 155/1843 (8.4%) 
individuals on letrozole vs 71/1840 (3.9%) individuals on tamoxifen Lipid lowering medications 
were required for 29% of individuals on letrozole and 20% on tamoxifen. 

Based on post-marketing reports, findings from animal studies and the mechanism of action, 
Femara can cause fetal harm and is contraindicated for use in pregnant women. In post-
marketing reports, use of letrozole during pregnancy resulted in cases of spontaneous abortions 
and congenital birth defects. Letrozole caused embryo-fetal toxicities in rats and rabbits at 
maternal exposures that were below the maximum recommended human dose (MHRD) on a 
mg/m2 basis. Advise pregnant women of the potential risk to a fetus. Advise females of 
reproductive potential to use effective contraception during therapy with Femara and for at least 
3 weeks after the last dose. 
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Orserdu™ (elacestrant) 

Efficacy 

In the subgroup of individuals whose tumors had ESR1 mutations, Orserdu reduced the risk of 
progression or death by 45% (PFS 3.8 months versus 1.9 months; hazard ratio [HR] = 0.55, 95% 
confidence interval [CI]: 0.39, 0.77) versus SOC. A statistically significant difference in PFS was 
also observed for all individuals in the intention-to-treat (ITT) population versus SOC (PFS 2.8 
months versus 1.9 months; HR = 0.70; 95% CI, 0.55 to 0.88; P = 0.002). However, an exploratory 
analysis of PFS in the 250 (52%) individuals without ESR1 mutations showed an HR of 0.86 (95% 
CI: 0.63, 1.19), indicating that the improvement in the ITT population was primarily attributed to 
the results seen in the ESR1-mutated population only.  

 

Safety/Tolerability  

Safety data were consistent with the other endocrine therapies. Most of the adverse events 
(AEs), including nausea and musculoskeletal pain, were Grade 1 and 2. No hematological safety 
signal was observed and none of the individuals in either of the two treatment arms had sinus 
bradycardia. The most common (>10%) AEs, including laboratory abnormalities, with Orserdu™ 
were musculoskeletal pain, nausea, increased cholesterol, increased aspartate transaminase, 
increased triglycerides, fatigue, decreased hemoglobin, vomiting, increased alanine 
transaminase, decreased sodium, increased creatinine, decreased appetite, diarrhea, headache, 
constipation, abdominal pain, hot flush, and dyspepsia. 

 

U.S. Preventive Services Task Force Recommendations 

The USPSTF recommends offering risk-reducing medications to women at increased risk for 
breast cancer and at low risk for adverse medication effects (B recommendation) and 
recommends against routine use of risk-reducing medications in women not at increased risk (D 
recommendation). The current recommendation now includes aromatase inhibitors among 
medications that can reduce risk of breast cancer. 

Various methods are available to identify women at increased risk for breast cancer, including 
formal clinical risk assessment tools or assessing breast cancer risk factors without using a 
formal tool. The USPSTF does not endorse any particular risk-prediction tool. The National 
Cancer Institute Breast Cancer Risk Assessment Tool and the Breast Cancer Surveillance 
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Consortium Risk Calculator are based on models tested in U.S. populations and are publicly 
available. There is no single cutoff for defining increased risk for all women. 

Alternatively, clinicians may use combinations of risk factors to identify women at increased risk. 
Some examples of combinations of multiple risk factors in women at increased risk include (but 
are not limited to): age 65 years or older with 1 first-degree relative with breast cancer; age 45 
years or older with more than 1 first-degree relative with breast cancer or 1 first-degree relative 
who developed breast cancer before age 50 years; age 40 years or older with a first-degree 
relative with bilateral breast cancer; presence of atypical ductal or lobular hyperplasia or lobular 
carcinoma in situ on a prior biopsy. 

When considering prescribing breast cancer risk-reducing medications, the potential benefit of 
risk reduction of breast cancer must be balanced against the potential harms of adverse 
medication effects. 

Tamoxifen, raloxifene, and aromatase inhibitors all reduce primary breast cancer risk in post-
menopausal women. Use of raloxifene and aromatase inhibitors is indicated only in 
postmenopausal women; only tamoxifen is indicated for risk-reduction of primary breast cancer 
in premenopausal women. 

 

2021 Update 

Reviewed prescribing information for all drugs in policy. No new information was identified that 
would result in changes to policy statements. 

 

2022 Update 

Reviewed prescribing information for all drugs in policy. No new information was identified that 
would result in changes to policy statements. 

 

2023 Update 

Reviewed prescribing information for all drugs in policy. Added criteria for Orserdu (elacestrant) 
for the treatment of breast cancer. 
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History  

 

Date Comments 
11/01/20 New policy, approved October 13, 2020. Added criteria for Arimidex (anastrozole) for 

the treatment of breast, endometrial, ovarian, and uterine cancers. Added criteria for 
Aromasin (exemestane) for the treatment of breast cancer. Added criteria for Evista 
(raloxifene) for the treatment and prevention of osteoporosis and for the treatment of 
breast cancer. Added criteria for Fareston (toremifene) for the treatment of breast 
cancer. Added criteria for Faslodex (fulvestrant) for the treatment of breast cancer. 
Added criteria for Femara (letrozole) for the treatment of breast cancer and ovarian 
cancer.  

01/01/22 Annual Review, approved December 2, 2021. No changes to policy statements. 

11/01/22 Annual Review, approved October 24, 2022. No changes to policy statements. 
Changed the wording from "patient" to "individual" throughout the policy for 
standardization. 

04/01/23 Annual Review, approved March 14, 2023. Added criteria for Orserdu (elacestrant) for 
the treatment of breast cancer.  

 

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 
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 

mailto:AppealsDepartmentInquiries@Premera.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx
mailto:insurance@alaska.gov

