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. Pyrukynd (mitapivay
Effective 06/01/2023

Plan L) MassHealth UPPL Prior Authorization
XICommercial/Exchange Program Type 0 Quantity Limit
Benefit Pharmacy Benefit L] Step Therapy
[] Medical Benefit (NLX)
Specialty This medication has been designated specialty and must be filled at a contracted
Limitations specialty pharmacy.
Specialty Medications
All Plans ‘ Phone: 866-814-5506 Fax: 866-249-6155
Non-Specialty Medications
Contact MassHealth Phone: 877-433-7643 Fax: 866-255-7569
Information Commercial Phone: 800-294-5979 Fax: 888-836-0730
Exchange Phone: 855-582-2022 Fax: 855-245-2134
Medical Specialty Medications (NLX)
All Plans Phone: 844-345-2803 ‘ Fax: 844-851-0882
Exceptions N/A
Overview

FDA Approved Indications

Pyrukynd is indicated for the treatment of hemolytic anemia in adults with pyruvate kinase (PK) deficiency.

Coverage Guidelines

Authorization may be granted for members new to the plan who are currently receiving treatment with
Pyrukynd, excluding when the product is obtained as samples or via manufacturer’s patient assistance

programs.
OR

Authorization may be granted for treatment when all the following criteria are met:
1. Diagnosis of hemolytic anemia with PK deficiency
2. Physician documentation of BOTH of the following:

a.

ONE of the following:
i.

Enzyme assay demonstrating deficiency in PK enzyme activity

Genetic testing demonstrating presence of at least 2 mutant alleles in the PKLR gene, of

which at least 1 is a missense mutation
b. ONE of the following:
Documentation of 6 blood transfusion episodes in the last 12 months
Hemoglobin (Hb) level of < 10g/dL

Continuation of Therapy

Reauthorization may be granted for members who meet the following:
1. Diagnosis of hemolytic anemia with PK deficiency

Mass General Brigham Health Plan includes Mass General Brigham Health Plan, Inc.
and Mass General Brigham Health Insurance Company.




2. The member has achieved or maintained a positive clinical response to therapy (e.g., improvement in
hemoglobin levels, reduction in blood transfusions)

Limitations
1. Initial approvals will be granted for 7 months
2. Reauthorizations will be granted for 12 months
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