
 

 

GCHP Medi-Cal Clinical Guidelines  
Evinacumab (EvkeezaTM) 

 
PA Criteria Criteria Details 
Covered Uses 
(FDA Approved 
Indication) 

Homozygous familial hypercholesterolemia (HoFH), adjunct. 

Exclusion Criteria • Pregnancy. 
• Other causes of hypercholesterolemia, including those with 

heterozygous familial hypercholesterolemia. 

Required Medical 
Information 

Must meet ALL of the following:  
• Diagnosis of HoFH confirmed by at least one of the following: 

o Genetic testing showing mutations of pathogenic variants of 
the low-density lipoprotein receptor (LDL-R) gene, or 
pathogenic variants of the apolipoprotein (ApoB) gene, or 
homozygous mutations in the LDL-R adaptor protein-1.  

o Very high LDL-C (greater than 500 mg/dL untreated or greater 
than 300 mg/dL if on maximal lipid-lowering therapy), and 
cholesterol deposits in the first decade of life in the setting of a 
strong family history; AND physical manifestations such as 
xanthomas, xanthelasmas (cholesterol deposits in the eyelids 
or skin), or corneal arcus.  

o Low-density lipoprotein-cholesterol (LDL-C) level of equal to 
or greater than 190 mg/dL, or lower with strong family 
histories and/or physical findings such as xanthomas, 
xanthelasmas (cholesterol deposits in the eyelids or skin), or 
corneal arcus. 

• Tried and failed, is intolerant to or has a clinical contraindication to 
high dose statin therapy (with atorvastatin 80 mg or rosuvastatin 40 
mg) or lower if indicated, and 10 mg ezetimibe. 

•  Did not achieve LDL-C goal after three months on statin and 
ezetimibe and Proprotein convertase subtilisin/kexin type 9 (PCSK9) 
inhibitor (for example: evolocumab) unless intolerant or clinically 
contraindicated.  

• Concurrent therapy with other LDL-C lowering therapies such as 
statins, ezetimibe, etc. 

Age Restriction 5 years of age and older 

Prescriber Restrictions Lipid specialist or other specialist experienced in the treatment of HoFH (e.g., 
cardiologist). 

Coverage Duration Initial: Six months; Renewal: 12 months 

Other Criteria / 
Information 

Criteria adapted from DHCS April 2024  
 
 
 



 

 

HCPCS Description Dosing, Units 
J1305 Injection, evinacumab-

dgnb, 5mg (EvkeezaTM) 
15mg/kg IV every four weeks. 
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