
Field Name Field Description 
Prior 

Authorization 
Group Description 

Papzimeos 

Drugs Papzimeos (zopapogene imadenovec) 
Covered Uses Medically accepted indications are defined using the following 

sources: the Food and Drug Administration (FDA), Micromedex, 
American Hospital Formulary Service (AHFS), United States 
Pharmacopeia Drug Information for the Healthcare Professional 
(USP DI), the Drug Package Insert (PPI), or disease state specific 
standard of care guidelines. 

Exclusion Criteria None 

Required Medical 
Information See “Other Criteria” 

Age Restrictions 18 years of age or older 
Prescriber 

Restrictions 
Prescribed by, or in consultation with a pulmonologist, 
otolaryngologist, oncologist, or other specialist in the treatment of 
recurrent respiratory papillomatosis 

Coverage 
Duration 

If the criteria are met, the request will be approved for up to a 12-
week course of therapy. If the criteria are not met, the request will 
be referred to a clinical reviewer for medical necessity review. 
Renewal requests or requests for more than a one-time course of 
therapy will not be approved. 

Other Criteria 
 
 
 

 
 
 

 
 

 
Revision/Review 

Date: 2/2026 

**Drug is being requested through the member’s medical benefit** 
 
Initiation of Therapy: 

• Member has a diagnosis of recurrent respiratory 
papillomatosis 

• Documentation is provided confirming human papilloma 
type 6 or 11 

• Member has a history of voice or airway symptoms which 
have required 3 or more clinically indicated interventions 
(surgical resection or laser ablation of disease) in the 
previous 12 months 
 

Renewal Requests: 
Renewal requests or requests for more than a one-time course of 
therapy will not be approved. 
 
Medical Director/clinical reviewer must override criteria when, in 
his/her professional judgement, the requested item is medically 
necessary. 

 


