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For reauthorization: 

1. Member’s recent weight (kg), history of bleeds, and inhibitor status have been provided for review; 
AND 

2. 







 
Note: Approval will be for requested dosage, but no more than +/- 5-10% of prescribed assays. 

For reauthorization: 

1. Member’s recent weight (kg), history of bleeds, and inhibitor status have been provided for review; 
AND 

2. Member has experienced positive clinical response from the use of factor; AND 
3. If request is for a dosage increase, provider must submit a clinical rationale supported by chart 

notes. 

  

If member meets all the reauthorization requirements above, the medication will be 
approved for an additional 6 months. 

  

Hemlibra (emicizumab-kxwh) 

For initial authorization: 

1. Member has diagnosis of Hemophilia A, with congenital factor VIII deficiency confirmed by blood 
coagulation testing; AND 

2. Medication is being prescribed by or in consultation with a hematologist; AND 
3. Member’s recent weight (kg), history of bleeds, and inhibitor status have been provided for review; 

AND 
4. For member with factor VIII inhibitors, member must meet the following: 

a. Chart notes with documented positive test for inhibitors (titer > 0.6 BU/mL [Bethesda unit 
per milliliter]); OR 

5. For member without factor VIII inhibitors, member must have severe hemophilia A (Factor VIII 
level <1%) AND meet one of the following: 

a. Poor and/or frequent venous access AND risk outweighs benefit for obtaining a port or an 
alternative route of administration; 

b. Clinical documentation that prior prophylaxis with factor VIII (e.g., Advate, Adynovate, 
Eloctate, etc.) was ineffective for the prevention of bleeding episodes;  

c. Prescriber attested that member is not a candidate for factor VIII and the clinical rationale 
is strongly supported by chart notes; AND 

6. Bypassing agents (e.g., Feiba, NovoSeven RT, Sevenfact) are discontinued the day before 
starting Hemlibra (if applicable); AND 

7. Prophylactic use of factor replacements are discontinued after loading dose period is finished.  

Note: Factor VIII may be used as on-demand therapy for breakthrough bleeding. 

8. Dosage allowed: �����P�J���N�J���V�X�E�4���R�Q�F�H���Z�H�H�N�O�\���I�R�U���W�K�H���I�L�U�V�W�������Z�H�H�N�V�����I�R�O�O�R�Z�H�G���E�\���D���P�D�L�Q�W�H�Q�D�Q�F�H��
�G�R�V�H���R�I�����������P�J���N�J���R�Q�F�H���H�Y�H�U�\���Z�H�H�N�����2�5�����P�J���N�J���R�Q�F�H���H�Y�H�U�\�������Z�H�H�N�V�����2�5�������P�J���N�J���H�Y�H�U�\�������Z�H�H�N�V�� 

If member meets all the requirements listed above, the medication will be approved for 6 
months. 

Note: Approval will be for the lowest number of vials to achieve requested dosage. 



 
For reauthorization: 

1. Member’s recent weight in kilograms is documented on medication prior authorization request; 
AND 

2. Chart notes have been provided showing that the member experienced a reduction in bleeding 
episodes compared to baseline. 

  

If member meets all the reauthorization requirements above, the medication will be 
approved for an additional 6 months. 

  

  

Von 



 
For initial authorization: 

1. For Obizur, member must be 18 years of age or older with a baseline anti-porcine factor VIII 
inhibitor titer less than 20 BU; AND 

2. Member has an FDA approved indication for use as listed in Table A; AND 
3. Medication is being prescribed by or in consultation with a hematologist; AND 
4. Member’s recent weight (kg), history of bleeds, and fibrinogen level (if available, Fibryga and 

RiaSTAP only) have been provided for review. 
5. Dosage allowed: Per package insert.  

  

If member meets all the requirements listed above, the medication will be approved for 30 
days for perioperative management or 6 months for all other cases. 

  

Note: Approval will be for requested dosage, but no more than +/- 5-10% of prescribed assays. 

For reauthorization: 

1. Member’s recent weight (kg) and history of bleeds have been provided for review; AND 
2. Member has experienced positive clinical response from the use of factor; AND 
3. If request is for a dosage increase, provider must submit a clinical rationale supported by chart 

notes. 

  

If member meets all the reauthorization requirements above, the medication will be 
approved for an additional 6 months. 

  

Anti-Clotting Products - (ATryn, Ceprotin) 

For initial authorization: 

1. Member has an FDA approved indication for use as listed in Table A; AND 
2. Medication is being prescribed by or in consultation with a hematologist; AND 
3. 



 
  

If member meets all the reauthorization requirements above, the medication will be 
approved for an additional 6 months. 

  

Table A 

Drug Class Drug Name Indications J Code 

Recombinant Factor VIII 
(Hemophilia A) 

Advate 

�x On-demand treatment and control of bleeding episodes 
�x 





 

von Willebrand 
Factor/Coagulation 
Factor VIII Complex 

(Human) 

Alphanate 

�x Control and prevention of bleeding in patients with 
hemophilia A  

�x Surgical and/or invasive procedures in adult and 
pediatric patients with von Willebrand Disease in 
whom desmopressin (DDAVP) is either ineffective or 
contraindicated. Not indicated for patients with severe 
�9�:�'�����7�\�S�H���������X�Q�G�H�U�J�R�L�Q�J���P�D�M�R�U���V�X�U�J�H�U�\ 

J7186 

Humate-P 

Hemophilia A 

�x Treatment and prevention of bleeding in adults 

Von Willebrand disease 

�x Treatment of spontaneous and trauma-induced bleeding 
episodes 

�x Perioperative management 

J7187 

Wilate 

Children and adults with von Willebrand disease for: 

�x On-demand treatment and control of bleeding episodes 
�x Perioperative management 

 
Adolescents and adults with hemophilia A for: 

�x On-demand treatment and control of bleeding episodes 
�x Routine prophylaxis to reduce the frequency of bleeding 

episodes 

�-��������  

vonWillebrand 
Recombinant Factor Vonvendi 

Adults with von Willebrand disease for: 

�x On-demand treatment and control of bleeding episodes 
�x Perioperative management 
�x Routine prophylaxis to reduce the frequency of bleeding 

�H�S�L�V�R�G�H�V���L�Q���S�D�W�L�H�Q�W�V���Z�L�W�K���V�H�Y�H�U�H���7�\�S�H�������Y�R�Q���:�L�O�O�H�E�U�D�Q�G��
disease receiving on-demand therapy.  

J7179 

Bypassing Agent 

Feiba 

Hemophilia A and B with inhibitors for: 

�x On-demand treatment and control of bleeding episodes 
�x Perioperative management 
�x Routine prophylaxis to reduce the frequency of bleeding 

episodes 

J7198 

NovoSeven 
RT 

�x Treatment of bleeding episodes and peri-operative 
management in adults and children with hemophilia A 
or B with inhibitors 

�x 





 
hemophilia A, hemophilia B, Feiba, NovoSevenRT, Sevenfact, Von Willebrand 
Disease, miscellaneous factors, and anti-clotting products (previously only had 
one set of criteria for hemophilia factor replacement). Updated Hemlibra’s 
weight requirement, reauth criteria, and dosage allowed section. Added 
approval instruction note for the factors and Hemlibra. Updated initial approval 
duration for all agents. 

09/13/2022 Annual Review. Transferred to new template. Updated references. Removed 
discontinued medications from policy (Helixate, Kogenate). Updated Table A 
indications (VonVendi). Added baseline titer requirements for Obizur. 
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