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GAMMAGARD, GAMUNEX 
Coverage Criteria / Required Medical Information                    

Bone Marrow Transplant (BMT) - IVIG to be used within first 100 days following BMT. 

Dermatomyositis - IVIG to be used only if corticosteroid is not a therapeutic option.   

Guillain-Barre Syndrome (GBS) - IVIG is to be used for patients who require aid to walk within 2 or 4 weeks from 
the onset of neuropathic symptoms. Hyperimmunoglobulinemia E syndrome - diagnosis has to be coincident with 
eczema and atopic dermatitis. 

Hematopoietic Stem Cell Transplant (HSCT) – IVIG to be used in patients that have developed severe 
hypogammaglobulinemia (IgG < 400) within the first 100 days post transplant. 

Hyperimmunoglobulinemia E Syndrome - diagnosis must be coincident with eczema and atopic dermatitis.  

Kawasaki disease - IVIG to be used in conjunction with high dose aspirin.  

Relapsing/Remitting Multiple Sclerosis (RRMS) - IVIG to be used as 2nd line treatment. 
 

Exclusion Criteria 
Non FDA approved treatment 
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Please List Alternative Formulary Drugs  
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