
PURPOSE OF THE POLICY
To establish guidelines for coverage of medications in the treatment of Hepatitis B.

STATEMENT OF THE POLICY
To define the criteria for coverage of lamivudine, Hepsera® (adefovovir dipivoxil),
Tyzeka® (telbivudine), Pegasys® (peginterferon alfa-2a) for Hepatitis B treatment.
Applies to new starts only for Medicare Part D members.

PROCEDURES
1. General criteria for initial review of coverage
1.1 Coverage requires the documentation of hepatitis B AND
1.2 ALT > 2 times upper normal limit

2. Exclusion criteria
2.1 Hepsera

 Children under age 12
2.2 Pegasys (peginterferon alfa-2a)

 Contraindicated in decompensated liver disease

3. The recommended treatment duration for HBeAg-positive chronic hepatitis B is
a minimum of 1 year.
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