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BONE RESORPTION SUPPRESSION AND RELATED AGENTS, 
OTHERS PA CRITERIA: 

• AUKELSO (denosumab-kyqq) 
• BOMYNTRA (denosumab-bnht) 
• BONSITY (teriparatide) 
• BOSAYA (denosumab-kyqq) 
• CONEXXENCE (denosumab-bnht) 
• EVENITY (romosozumab-aqqg) 
• JUBBONTI (denosumab-bbdz) 

• OSENVELT (denosumab-bmwo) 
• PROLIA (denosumab) 
• STOBOCLO (denosumab-bmwo) 
• teriparatide 
• TYMLOS (abaloparatide) 
• WYOST (denosumab-bbdz) 
• XGEVA (denosumab) 

 

Please see table below for FDA-approved indications:  
Medication  

(preferred agents*) OP PC Bone 
Loss 

BC Bone 
Loss MM GCTB HCM 

AUKELSO (denosumab-kyqq) 
   

✔ ✔ ✔ 
BILDYOS (denosumab-nxxp)* ✔ ✔ ✔ 

   

BILPREVDA (denosumab-nxxp)* 
   

✔ ✔ ✔ 
BOMYNTRA (denosumab-bnht) 

   
✔ ✔ ✔ 

BONSITY (teriparatide) ✔ 
     

BOSAYA (denosumab-kyqq) ✔ ✔ ✔ 
   

CONEXXENCE (denosumab-bnht) ✔ ✔ ✔ 
   

ENOBY (denosumab-qbde)* ✔ ✔ ✔ 
   

EVENITY (romosozumab-aqqg) ✔ 
     

FORTEO (teriparatide)* ✔ 
     

JUBBONTI (denosumab-bbdz) ✔ ✔ ✔ 
   

OSENVELT (denosumab-bmwo) 
   

✔ ✔ ✔ 
PROLIA (denosumab) ✔ ✔ ✔ 

   

STOBOCLO (denosumab-bmwo) ✔ ✔ ✔ 
   

TERIPARATIDE (teriparatide) ✔ 
     

TYMLOS (abaloparatide) ✔ 
     

WYOST (denosumab-bbdz) 
   

✔ ✔ ✔ 
XGEVA (denosumab) 

   
✔ ✔ ✔ 

XTRENBO (denosumab-qbde)* 
   

✔ ✔ ✔ 
 
OP, osteoporosis; PC, prostate cancer; BC, breast cancer; MM, multiple myeloma; GCTB, giant cell tumor of bone; 
HCM, hypercalcemia of malignancy. 

P r i o r  A u t h o r i z a t i o n  C r i t e r i a  



O F F I C E  O F  T H E  G O V E R N O R  |  M I S S I S S I P P I  D I V I S I O N  O F  
M E D I C A I D  
  

Original Policy Implemented Date July 1, 2026 
Version Effective Date July 1, 2026 
Last Edited June 26, 2026 
Version Number 1 Page 2 
 

Prior authorization is required for the non-preferred medications. 
Prior authorization approval will be considered when the following 
criteria are met. Along with the Universal PA Form, please submit 
any supporting clinical documentation. 

Initial Authorization: 1 Year    

1. The patient must meet the minimum age and weight requirements recommended by 
the product labeling for the FDA-approved indication; AND  

2. The patient has a diagnosis that is consistent with an FDA-approved indication for 
the requested agent; AND  

3. For a diagnosis of osteoporosis, the patient has completed at least a 60-day trial of 
bisphosphonate therapy within the past 90 days and had an inadequate response or 
intolerance, unless contraindicated; AND 

4. The patient has a documented clinical justification from the prescriber on why all 
preferred biosimilars of the requested agent must not be utilized; AND 

5. The patient has a documented clinical justification from the prescriber on why all 
preferred agents in this category with the same indication are not appropriate for 
use; AND 

6. Prescribed dose does not exceed the FDA-approved dose for the requested agent’s 
indicated use.  

Re-Authorization: 1 Year    

1. Positive clinical response to therapy; AND  

2. Prescribed dose does not exceed the FDA-approved dose for the requested agent’s 
indicated use.  

Adult Dosing (refer to product labeling for pediatric dosing): 

• AUKELSO (denosumab-kyqq), BILPREVDA (denosumab-nxxp), BOMYNTRA 
(denosumab-bnht), OSENVELT (denosumab-bmwo), WYOST (denosumab-bbdz), 
XGEVA (denosumab), and XTRENBO (denosumab-qbde): 

o Multiple Myeloma: 120 mg subcutaneously once every 4 weeks. 
o Giant Cell Tumor of Bone: 120 mg subcutaneously once every 4 weeks; during the 

first month, administer an additional 120 mg subcutaneously on days 8 and 15. 
o Hypercalcemia of Malignancy: 120 mg subcutaneously once weekly for up to 3 

doses; if the cause of hypercalcemia persists, may continue at 120 mg 
subcutaneously every 4 weeks starting 2 weeks after the initial 3 weekly doses. 
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• BILDYOS (denosumab-nxxp), BOSAYA (denosumab-kyqq), 
CONEXXENCE (denosumab-bnht), ENOBY (denosumab-qbde), 
JUBBONTI (denosumab-bbdz), PROLIA (denosumab), and 
STOBOCLO (denosumab-bmwo): 

o Osteoporosis, Bone Loss in Prostate Cancer, Bone Loss in 
Breast Cancer: 60 mg subcutaneously once every 6 months 

• BONSITY (teriparatide), FORTEO (teriparatide), and TERIPARATIDE (teriparatide): 
o Osteoporosis: 20 mcg subcutaneously once daily 

• EVENITY (romosozumab-aqqg): 
o Osteoporosis: 210 mg subcutaneously once monthly for up to 12 months 

• TYMLOS (abaloparatide): 
o Osteoporosis: 80 mcg subcutaneously once daily 

Formulations: Please refer to product labeling for  
• AUKELSO 120 mg/1.7 mL vial 
• BILDYOS 60 mg/mL syringe 
• BILPREVDA 120 mg/1.7 mL vial 
• BOMYNTRA 120 mg/1.7 mL syringe 
• BOMYNTRA 120 mg/1.7 mL vial 
• BONSITY 560 mcg/2.24 mL pen 
• BOSAYA 60 mg/mL syringe 
• CONEXXENCE 60 mg/mL syringe 
• ENOBY 60 mg/mL syringe 
• EVENITY 105 mg/1.17 mL syringe 
• EVENITY 210 mg/2.34 mL -2 syringes 
• FORTEO 560 mcg/2.24 mL injectable pen 
• JUBBONTI 60 mg/mL syringe 
• OSENVELT 120 mg/1.7 mL vial 
• PROLIA 60 mg/mL syringe 
• STOBOCLO 60 mg/mL syringe 
• TERIPARATIDE 560 mcg/2.24mL pen 
• TYMLOS 80 mcg dose injectable pen 
• WYOST 120 mg/1.7 mL vial 
• XGEVA 120 mg/1.7 mL vial 
• XTRENBO 120 mg/1.7 mL vial 


