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Overview
Fabrazyme (agalsidase beta) is a hydrolytic lysosomal neutral glycosphingolipid-specific enzyme indicated for the
treatment of confirmed Fabry disease in adults and pediatric patients at least 2 years of age.

Coverage Guidelines
Authorization may be granted for members new to the plan within the past 90 days who are currently receiving
treatment with the requested medication, excluding when the product is obtained as samples or via
manufacturer’s patient assistance programs.
OR
Authorization may be granted for members when all the following criteria are met:

1. Member meets ONE of the following:

a. The member is diagnosed with Fabry disease as confirmed by enzyme assay demonstrating a
deficiency of alpha-galactosidase enzyme activity or by genetic testing: Documentation is
required

b. The member is a symptomatic obligate carrier: Documentation is required

2. The member will not use Fabrazyme in combination with Galafold or Elfabrio
3. The prescriber is a nephrologist, cardiologist or a specialist in metabolic disorders or genetics

Continuation of Therapy
Requests for reauthorization will be approved when the following criteria are met:
1. Documentation (e.g., medical charts/lab results) is submitted demonstrating that the member is
responding to therapy (e.g., reduction in plasma globotriaosylceramide [GL-3] or GL-3 inclusions,
improvement and/or stabilization in renal function, pain reduction)

Limitations
1. Initial approvals and reauthorizations will be granted for 12 months
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Review History

09/22/2021- Administrative change to custom template; added prescriber is a specialist. Effective 02/01/2022.
09/21/2022 — Reviewed at Sept P&T; no changes.

12/11/2024 — Reviewed at December P&T. Updated initial criteria to require that member will not use
Fabrazyme in combination with Elfabrio. Updated reauthorization criteria to include additional examples of
positive response and clarified that documentation requires medical charts or lab results. Effective 03/01/2025.
10/08/2025 — Reviewed and updated at October P&T. Updated policy to indicate it no longer applies to the
medical benefit. Effective 01/01/2026.
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