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Nexavar (sorafenib) 
 

Override(s) Approval Duration 

Prior Authorization 
Quantity Limit 

1 year 

 

Medications Quantity Limit 

Nexavar (sorafenib) May be subject to quantity limit 

 
APPROVAL CRITERIA  
 

Requests for Nexavar (sorafenib) may be approved if the following criteria are met: 
 
Individual has a diagnosis of one of the following:  
 

I. Acute Myeloid Leukemia (AML) - relapsed/refractory disease with FMS-like tyrosine 
kinase-3/internal tandem duplication (FLT3/ITD) mutation and test result confirmed 
(NCCN 2A); OR 

II. Bone Cancer – relapsed/refractory or metastatic Osteosarcoma (NCCN 2A); OR 
III. Bone Cancer – recurrent Chordoma (NCCN 2A); OR 
IV. Advanced Renal Cell Carcinoma (RCC); OR 
V. Advanced or unresectable Hepatocellular Carcinoma (HCC); OR 

VI. Thyroid Carcinoma, for the following: 
A.  Locally recurrent of metastatic, progressive, differentiated thyroid carcinoma 

(DTC) disease that is refractory to radioactive iodine treatments; OR 
B. Papillary, follicular, or Hürthle cell carcinomas where other systemic therapies or 

clinical trials are unavailable or appropriate for treatment of progressive and/or 
symptomatic iodine-refractory disease (NCCN 2A); OR 

C. Medullary carcinomas in treatment of progressive disease or symptomatic distant 
metastases if clinical trials, cabozantinib, or vandetanib are not available or 
appropriate, OR if there is progression on vandetanib or cabozantinib (NCCN 2A); 

OR 
VII. Soft Tissue Sarcoma, for the following: (NCCN 2A) 

A. Solitary Fibrous tumor; OR 
B. Desmoid tumors for primary, recurrent, or progressive disease; OR 
C. Angiosarcoma; OR 
D. Gastrointestinal stromal tumors with progression after imatinib, sunitinib, and 

regorafenib 
OR 

VIII. Ovarian Cancer, for the following (NCCN 2A): 
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A. Individual is using in combination with topotecan for platinum-resistant persistent 
disease or recurrence. 

  
 
Requests for Nexavar (sorafenib) may not be approved for the following: 
 

I. In combination with carboplatin and paclitaxel in patients with squamous cell lung cancer.  
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Federal and state laws or requirements, contract language, and Plan utilization management programs or polices may take 
precedence over the application of this clinical criteria. 
 
No part of this publication may be reproduced, stored in a retrieval system or transmitted, in any form or by any means, 
electronic, mechanical, photocopying, or otherwise, without permission from the health plan. 
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