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PURPOSE OF THE POLICY

To define criteriafor coverage of erythropoietic support (Epogen®, Procrit® and
Aranesp®).

STATEMENT OF THE POLICY

Epogen®, Procrit® and Aranesp®. will be covered if the contained criteriaare met,
and applies to new starts only for Medicare Part D members after appropriate coverage
of Medicare B versus Part D decision has been made.

PROCEDURES

e Covered for FDA approved indications
e 3-month authorization at atime
11 Initiation of therapy
« Hemoglobin (Hgb)baselline levels of lessthan 11 Gm/dl or less OR
Hematocrit (Hct) of 30% or less AND
« Transferrin saturation must be at least 20% AND
« Serum ferritin level isless than 100ng/ml
1.2  Maintenance therapy
« Stop or decrease if Hemoglobin (Hgb) levels greater than 12Gm/dl OR
Hematocrit (Hct) level should be maintained at 30-36
« And continuation will occur as long as the 3mo average Hgh is less than
12gnmv/di

1.3  Autologous blood donation in surgical procedures
. Baseline hemoglobin level must be between 11 Gm/dl and 13 Gm/dl.
« Estimated blood loss during the procedure must be greater than 2U
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