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Clinical Policy Title: imatinib mesylate 

Policy Number: RxA.788  

Drug(s) Applied: Imatinib, Gleevec® 

Original Policy Date: 04/13/2023 

Last Review Date: 04/01/2024 

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

Criteria 
 

I. Initial Approval Criteria 
A. FDA Labelled Indications (must meet all): 

1. Diagnosis of one of the following: 
a. Philadelphia chromosome (Ph+/BCR-ABL+) Chronic Myelogenous/Myeloid Leukemia 
b. Ph+/BCR-ABL+ Acute Lymphoblastic Leukemia/Acute Lymphoblastic Lymphoma (ALL); 
c. Myelodysplastic/Myeloproliferative Disease (MDS/MPD) with platelet-derived growth factor 

receptor (PDGFR) gene arrangements; 
d. Aggressive Systemic Mastocytosis (ASM) 
e. Hypereosinophilic Syndrome (HES) and/or Chronic Eosinophilic Leukemia (CEL) 
f. Dermatofibrosarcoma Protuberans (DFSP) that is unresectable, recurrent, and/or metastatic 
g. Gastrointestinal Stromal Tumors (GIST). 

Initial Approval Duration 
All Lines of Business (except Medicare): 12 months 
 

II. Continued Therapy Approval 
A. All Indications in Section I (must meet all): 

1. Member is currently receiving or has been treated with this medication within the past 90 days, 
excluding manufacturer samples.  

Approval Duration 
All Lines of Business (except Medicare): 12 months 
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