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Lonsurf (trifluridine and tipiracil) 
 
Override(s) Approval Duration 
Prior Authorization 1 year 

 
Medications 
Lonsurf (trifluridine and tipiracil) 

 
 
APPROVAL CRITERIA 
 
Requests for Lonsurf (trifluridine and tipiracil) may be approved if the following criteria are met: 

 
I. Individual has a diagnosis of metastatic colorectal cancer, where prior treatment 

includes:  
A. Fluoropyrimidine / oxaliplatin / irinotecan-based chemotherapy; AND 
B. Anti-VEGF biologic therapy; AND 
C. If RAS wild-type, an anti-EGFR therapy (such as panitumumab (Vectibix) or 

cetuximab (Erbitux); 
  OR 

II. Individual has a diagnosis of metastatic gastric or gastroesophageal junction 
adenocarcinoma; AND 

III. Individual has prior treatments with at least two chemotherapy agents including 
fluoropyrimidine, a platinum, either a taxane or irinotecan, and if appropriate, 
HER2/neu-targeted therapy;  
 

 OR 
IV. Individual has a diagnosis of advanced or metastatic colon or rectal cancer; AND  
V. Individual has progressed thorough all available regimens besides regorafenib or 

Lonsurf (trifluridine/tipiracil) (NCCN 2A).  
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b. Esophageal and Esophagogastric Junction Cancers. V4.2020. Revised August 14, 2020. 
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Federal and state laws or requirements, contract language, and Plan utilization management programs or polices may take 
precedence over the application of this clinical criteria. 
 
No part of this publication may be reproduced, stored in a retrieval system or transmitted, in any form or by any means, 
electronic, mechanical, photocopying, or otherwise, without permission from the health plan. 
 
 


