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NEULASTA (Pedfilgrastim)

Coverage Criteria

To decrease the incidence of infection (as manifested by febrile neutropenia) in patients with non-myeloid
malignancies receiving myelosuppressive anti-cancer drugs associated with a clinically significant incidence of
febrile neutropenia.

Neulasta administration will be delayed a minimum of 24 hours after the administration of cytotoxic chemotherapy.

Required Medical Information
Current and periodic monitoring of WBC count at initiation of and during therapy.

Exclusion Criteria
Neulasta treatment within the last 14 days. Treatment of acute afebrile neutropenia.
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