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Intent:

The intent of this policy/guideline is to provide information to the prescribing practitioner
outlining the coverage criteria for Linzess under the patient’s prescription drug benefit.

Description:

Linzess is indicated in adults for the treatment of:
e Irritable bowel syndrome with constipation (IBS-C)
e Chronic idiopathic constipation (CIC)
o functional constipation (FC) in pediatric patients 6 to 17 years of age

Applicable Drug List:

Linzess

Policy/Guideline:

The requested drug will be covered with prior authorization when the following criteria are
met:
e The requested drug is being prescribed for the treatment of irritable bowel syndrome
with constipation (IBS-C) in an adult
o For abiological female or a person that self-identifies as a female who is 18 years
of age or older, a trial and inadequate treatment response, intolerance, or a
contraindication to lubiprostone is required.
AND
e The patient had treatment failure with one of the following classes: a bulk forming
laxative (psyllium or fiber) or an osmotic laxative (for example, PEG)
OR
e The requested drug is being prescribed for the treatment of chronic idiopathic

constipation (CIC) in an adult
AND

e The patient had treatment failure with one of the following classes: a bulk forming
laxative (psyllium or fiber), an osmotic laxative (for example, PEG) or a stimulant
laxative (bisacodyl, sodium picosulfate [SPS] or senna)

AND
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e The patient has had a trial and inadequate treatment response, intolerance, or a
contraindication to prucalopride
OR
e Therequested drug is being prescribed for the treatment of functional constipation
(FC) in a pediatric patient 6 to 17 years of age

Approval Duration and Quantity Restrictions:

Approval: 12 months
Quantity Level Limit: 30 tablets per 30 days
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