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DRUG NAME Pegasys (peginterferon alfa-2a)
BILLING CODE Must use valid NDC code
BENEFIT TYPE Pharmacy
SITE OF SERVICE ALLOWED Home
COVERAGE REQUIREMENTS Prior Authorization Required (Preferred Product)
QUANTITY LIMIT— 4 per 28 days
LIST OF DIAGNOSES CONSIDERED NOT
MEDICALLY NECESSARY

Pegasys (peginterferon alfa-2a) is a preferred product and will only be considered for
coverage under the pharmacy benefit when the following criteria are met:

Members must be clinically diagnosed with one of the following disease states and meet their individual criteria as stated.

HEPATITIS B

For initial authorization:

1. Member is an adult with chronic Hepatitis B (CHB) and compensated liver disease (Child-Pugh A
score less than or equal to 6) or a child (3 years of age or older) with non-cirrhotic CHB; AND

2. Medication must be prescribed by a board certified hepatologist, gastroenterologist, infectious disease
specialist, a physician assistant or a nurse practitioner working with the above specialists; AND

3. Member has two elevated ALT lab values within the past 12 months (> 60 IU/L for men, > 38 IU/L for
women) and HBV DNA levels > 20,000 1U/ml; AND

4. Member has tried and failed course of treatment with tenofovir (for 212 years of age) or entecavir (for
=2 years of age); AND

5. Member does not have any of the following;
a) Acute autoimmune hepatitis;
b) HIV;
¢) Hepatic decompensation.

6. Dosage allowed: Adults: 180 mcg (1.0 mL) once weekly by subcutaneous administration in the
abdomen or thigh; pediatrics: BSA x 180 mcg/1.732 m? subcutaneously once weekly.

Note: Serial monitoring of HBV-DNA levels along with ALT level should be used in determining the need
for a treatment.

If member meets all the requirements listed above, the medication will be approved for 12 months.
For reauthorization:
1. Member must be in compliance with all other initial criteria.

If member meets all the reauthorization requirements above, the medication will be approved for
an additional 12 months.
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HEPATITIS C

For initial authorization:

1. Member is 5-17 years of age previously untreated with interferon alfa; AND

2. Medication must be prescribed by a board certified hepatologist, gastroenterologist, infectious disease
specialist, a physician assistant or a nurse practitioner working with the above specialists.

3. Dosage allowed: Pediatrics: BSA x 180 mcg/1.732 m? subcutaneously once weekly.

If member meets all the requirements listed above, the medication will be approved for 12 months.

For reauthorization:
1. Member must be in compliance with all other initial criteria.

If member meets all the reauthorization requirements above, the medication will be approved for
an additional 12 months.

MYELOPROLIFERATIVE NEOPLASMS (MYELOFIBROSIS (MF),
POLYCYTHEMIA VERA (PV), AND ESSENTIAL THROMBOCYTHEMIA (ET))

For initial authorization:

1. Member has diagnosis of Myeloproliferative Neoplasms (or one of the following: myelofibrosis (MF),

polycythemia vera (PV), or essential thrombocythemia (ET)); AND

Medication must be prescribed by oncologist or hematologist; AND

Member has tried and failed course of treatment with at least two of the following:

a) Low-dose aspirin (81-100 mg);

b) Phlebotomy (to maintain a hematocrit level of <45%) and/or hydroxyurea;

c) Anagrelide.

4. Dosage allowed: 180 mcg (1.0 mL) once weekly by subcutaneous administration in the abdomen or
thigh.

2.
3.

Note: Pegasys will be considered for younger members, pregnant members, or members who defer
hydroxyurea.

If member meets all the requirements listed above, the medication will be approved for 12 months.

For reauthorization:
1. Member must be in compliance with all other initial criteria.

If member meets all the reauthorization requirements above, the medication will be approved for
an additional 12 months.

CareSource considers Pegasys (peginterferon alfa-2a) not medically necessary
for the treatment of the following disease states based on a lack of robust
clinical controlled trials showing superior efficacy compared to currently
available treatments:

e Acute hepatitis B
e Bechet’s disease
e Chronic uveitis



Y
CareSource

ACTION/DESCRIPTION

03/21/20018 New policy for Pegasys created. Coverage for adults for Hepatitis C was removed
since no longer recommended by AASLD guidelines and since other more effective
treatments are currently available. NCCN recommendations of off-label use added.
CHB criteria revised.
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