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Granisetron 
Policy Number: C4227-C 

CRITERIA EFFECTIVE DATES: 
ORIGINAL EFFECTIVE DATE LAST REVIEWED DATE NEXT REVIEW DATE 

5/1/2013 12/18/2019 12/18/2020 
J CODE TYPE OF CRITERIA LAST P&T APPROVAL 

J1627- Sustol RxPA Q1 2020 
20200122C4227-C 

PRODUCTS AFFECTED: 
Granisetron, Granisetron solution for injection, Sancuso, Sustol 

DRUG CLASS: 
Anti-emetics, 5HT3 Receptor Antagonists 

ROUTE OF ADMINISTRATION: 
Oral or IV injection, Transdermal 

PLACE OF SERVICE: 
Intravenous- infusion center (buy & bill/specialty pharmacy; not for self-administration), 
Transdermal/Oral; retail pharmacy 

AVAILABLE DOSAGE FORMS: 
Granisol 2 mg/10 mL oral solution, Granisetron oral tablets: 1 mg and Granisetron solution for 
injection: 0.1 mg/mL, 1 mg/mL, 4 mg/mL 

FDA-APPROVED USES: 
Nausea and vomiting associated with initial and repeat courses of emetogenic cancer therapy, 
including high-dose cisplatin, Nausea and vomiting associated with radiation, including total body 
irradiation and fractionated abdominal radiation. 

COMPENDIAL APPROVED OFF-LABELED USES: 
None 

COVERAGE CRITERIA: INITIAL AUTHORIZATION 

DIAGNOSIS: Chemotherapy induced nausea and vomiting, radiation induced nausea and vomiting 

REQUIRED MEDICAL INFORMATION: 
A. FOR ALL INDICATIONS:

1. Documentation of the treatment plan including the names all of chemotherapy agents;
frequency; length, cycle and duration of therapy
AND

2. Documentation of a moderate or high emetagentic chemo regimen or break through
nausea/vomitting on lower risk regimen
AND
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AND 
3. FOR SANCUSO AND SUSTOL: Documenation of a trial/failure of granisetron OR

ondansetron oral tablet OR IV granisetron

DURATION OF APPROVAL: 
Initial authorization: up to 3 months (or length of approved chemotherapy), 
Continuation of Therapy: up to 3 months (or length of approved chemotherapy) 

QUANTITY: 
Tablets: 12 tablets per 21 days 
Injection: 2 mL per 21 days 
Tansdermal: 1 patch per 21 days 
Sustol: 0.8ml per 21 days 

PRESCRIBER REQUIREMENTS: 
None specified 

AGE RESTRICTIONS: 
2 years of age and older, Sustol- 18 years of age and older, Sancuso- ages 18 through 64 years of 
age. 

CONTINUATION OF THERAPY: 
A. FOR ALL INDICATIONS:

1. Medical records showing ongoing chemotherapy or radiation treatment
AND

2. The prescribed medication is effective and well tolerated

CONTRAINDICATIONS/EXCLUSIONS/DISCONTINUATION: 
All other use of granisetron are considered experimental/investigational and therefore, will follow 
Molina’s Off-Label policy. Granisetron is contraindicated in patients who have known hypersensitivity 
to granisetron or any component of the formulation 

OTHER SPECIAL CONSIDERATIONS: 
None 

BACKGROUND: 
None 

APPENDIX: 
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NCCN & ASCO Antiemetic Guidelines LINK 

Documentation Requirements: 
Molina Healthcare reserves the right to require that additional documentation be made available as 
part of its coverage determination; quality improvement; and fraud; waste and abuse prevention 
processes. Documentation required may include, but is not limited to, patient records, test results 
and credentials of the provider ordering or performing a drug or service. Molina Healthcare may 
deny reimbursement or take additional appropriate action if the documentation provided does not 
support the initial determination that the drugs or services were medically necessary, not 
investigational or experimental, and otherwise within the scope of benefits afforded to the member, 
and/or the documentation demonstrates a pattern of billing or other practice that is inappropriate or 
excessive. 
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