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Drug Therapy Guidelines 
 

                                                                                              Applicable* 

Symlin® (pramlintide acetate) 

Medical Benefit x Effective: 7/1/22 

Pharmacy- Formulary 1 x Next Review:  3/23 

Pharmacy- Formulary 2 x Date of Origin: 10/15/06 

Pharmacy- Formulary 3/Exclusive x Review Dates: 10/15/06, 11/5/07, 12/15/08, 12/09, 12/10, 12/11, 

12/12, 12/13, 12/14, 3/15, 3/16, 3/17, 3/18, 3/19, 3/20, 3/21, 4/22 Pharmacy- Formulary 4/AON x 

 

I. Medication Description 

 

Symlin (pramlintide) is a synthetic analogue of human amylin, which is released by pancreatic beta cells in 

combination with insulin following a meal. Pramlintide works in synergy with endogenous or injected insulin to 

slow gastric emptying, increase satiety, and prevent postprandial glucagon secretion. Control of blood sugar 

with Symlin is usually associated with fewer episodes of hypoglycemia and less weight gain than use of insulin 

alone. 

 

II. Position Statement 

 

Coverage is provided immediately for members who have previous insulin use in their medication history.  

Coverage is determined through a prior authorization process for all other requests. 

 

III. Policy 

 

 Coverage for Symlin is provided when the following criteria are met: 

• Symlin is being used as an adjunct to insulin therapy AND 

• Member must have a diagnosis of type 1 or type 2 diabetes  

 

IV. Quantity Limitations 

 

 Up to four pens per month are covered.  

 

V. Coverage Duration 

 

Coverage will be granted indefinitely through the life of this policy once the initial criteria are met. 

VI. Coverage Renewal Criteria 

 

n/a 

 

VII. Billing/Coding Information 

  

• Available as: 

o SymlinPen® 120: 1000mcg/mL; available as box of 2 – 2.7mL pens (2700mcg/pen) 

o SymlinPen® 60: 1000mcg/mL; available as box of 2 – 1.5mL pens (1500mcg/pen) 
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• Pertinent diagnoses: 

o Type 1 diabetes mellitus: E10 

o Type 2 diabetes mellitus: E11 

 

VIII. Summary of Policy Changes 

 

• 3/1/11: Addition of dosing/administration information, billing information, and warning information; 

Addition of criteria indicating member must have a recent A1c ≤ 9% within in the past 6 months 

• 6/15/12: Maintenance of A1c at goal considered a situation in which coverage can be renewed.  

• 10/2012: loosened criteria to allow for members with prior insulin use in medication history 

• 3/15/13: indefinite approval granted once initial coverage criteria are met 

• 3/15/14: no policy changes 

• 3/15/15: no policy changes 

• 6/15/15: no policy changes 

• 7/1/15: formulary distinctions made 

• 6/15/16: no policy changes 

• 4/5/17: no policy changes 

• 5/1/18: updated billing/coding information 

• 3/28/19: no policy changes 

• 5/1/20: no policy changes 

• 5/28/21: no policy changes 

• 7/1/22: no policy changes 
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*These guidelines are not applicable to benefits covered under Medicare Advantage. Medicare Advantage benefit coverage requests are reviewed in accordance with 

the guidance set forth in Chapter 15 Section 50 of the Centers for Medicare & Medicaid Services Medicare Benefit Policy Manual. 

The Plan fully expects that only appropriate and medically necessary services will be rendered.  The Plan reserves the right to conduct pre-payment and post-payment 

reviews to assess the medical appropriateness of the above-referenced therapies.  

The preceding policy applies only to members for whom the above named pharmacy benefit medications are included on their covered formulary.  Members with 

closed formulary benefits are subject to trying all appropriate formulary alternatives before a coverage exception for a non-formulary medication will be considered.   

 

The preceding policy is a guideline to allow for coverage of the pertinent medication/product, and is not meant to serve as a clinical practice guideline. 

 

http://www.cms.hhs.gov/

