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If all the above requirements are met, the medication will be approved for 14 days for an acute
attack, or 12 months if meets criterion for prophylactic use.

For reauthorization:

1. Chart notes must document a positive clinical response to therapy such as symptom improvement,
pain reduction OR

2. If being used off label for prophylaxis, must have documentation of reduced frequency or severity of
attacks.

If all the above requirements are met, the medication will be approved for 14 days for an acute
attack episode, or an additional 12 months if previously met criteria for prophylactic use.

CareSource considers Panhematin (hemin for injection) not medically necessary
for the treatment of conditions that are not listed in this document. For any other
indication, please refer to the Off-Label policy.

DATE ACTION/DESCRIPTION

12/27/2022 New policy for Panhematin created.

01/29/2024 Added new reference. Added max dose from label. For prophylaxis, changed “more
than 4 attacks” to “4 or more attacks.”
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