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© 2024 RxAdvance Corporation. All rights reserved.  This policy contains the confidential and proprietary information of RxAdvance.  Unauthorized reproduction, 
distribution, modification, display, storage, transmission, or use of this policy or any information contained herein is strictly prohibited. 

Revised 8/2024  Page 1 of 2 v 2.0.01.1 

Clinical Policy Title: budesonide 

Policy Number: RxA.725 

Drug(s) Applied: Tarpeyo® 

Original Policy Date: 04/18/2022 

Last Review Date: 08/28/2024 

Line of Business Policy Applies to: All lines of business (except Medicare) 
 

Criteria 
 

I. Initial Approval Criteria 
A. Immunoglobulin A Nephropathy (IgAN) (must meet all): 

1. Diagnosis of proteinuria in adults with primary IgAN (Berger’s disease); 
2. Documentation of biopsy-verified IgAN; 
3. Medication is prescribed in combination with a RAS inhibitor (e.g., ACE inhibitor or ARB); 
4. Member has UPCR ≥ 1.5 g/g;  
5. Member has eGFR between or equal to 35 and 90 mL/min/1.73 m2; 
6. Member is not currently receiving dialysis or has undergone kidney transplant; 
7. Trial and failure of two alternative systemic corticosteroids (e.g., methylprednisolone, prednisone), each 

used for at least 2 months, unless contraindicated or clinically significant adverse effects are 
experienced. 

Approval Duration 
All Lines of Business (except Medicare): 9 months 

 
II. Continued Therapy Approval 

A. Immunoglobulin A nephropathy (must meet all): 
1. Reauthorization not authorized. Length of therapy restricted to one time 9-month supply. 
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Review/Revision History Review/Revision Date P&T Approval Date 

Policy established. 02/09/2022 04/18/2022 

Policy was reviewed: 
1. Initial Approval Criteria, I.A.2: Updated 

to include new prescriber criteria 

04/05/2023 04/13/2023 
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Prescribed by or in consultation with a 
nephrologist. 

2. Initial Approval Criteria, I.A.5: Updated 
to include new combination therapy 
criteria Tarpeyo® is prescribed in 
combination with a RAS inhibitor. 

3. Initial Approval Criteria, I.A.7: Updated 
from Member has eGFR ≥ 35 
mL/min/1.73 m2 to Member has eGFR 
between or equal to 35 and 90 
mL/min/1.73 m2. 

4. Initial Approval Criteria, I.A.10: Updated 
to include new trial and failure criteria 
Trial and failure of two alternative 
systemic corticosteroids (e.g., 
methylprednisolone, prednisone), each 
used for at least 2 months, unless 
contraindicated or clinically significant 
adverse effects are experienced. 

5. References were reviewed and updated. 

Policy was reviewed. 10/19/2023 10/19/2023 

Policy was reviewed:  
1. Removed age restrictions. 
2. Removed prescriber restrictions. 
3. Removed dose restrictions. 
4. Updated approval duration verbiage. 
5. References were reviewed and updated. 

08/28/2024 09/13/2024 

 


