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Overview

Jesduvroq (daprodustat) and Vafseo (vadadustat) are hypoxia-inducible factor propyl hydroxylase (HIF PH)
inhibitors indicated for the treatment of anemia due to chronic kidney disease in adults. Jesduvroq is approved
in patients who have been receiving dialysis for at least four months, and Vafseo is approved in patients who
have been receiving dialysis for at least three months.

Both Jesduvroq and Vafseo were studied in patients who were hyporesponsive to erythropoietin stimulating
agents (ESAs). Jeduvroq was studied in patients with a baseline hemoglobin between 8.0 and 11. 5 g/dL, while
Vafseo was studied in patients with a hemoglobin level between 8.0 and 11.0 g/dL.

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 when the following diagnosis-specific criteria is met:
1. Member has a diagnosis of chronic kidney disease (CKD)
Member is 18 years of age or older
Jesduvroq: Member has been on dialysis for at least 4 months
Vafseo: Member has been on dialysis for at least 3 months
Member has adequate iron stores as confirmed by one of the following:
a. Serum ferritin level = 100 mcg/mL
b. Serum transferrin saturation (TSAT) > 20%
6. Member is hyporesponsive to erythropoiesis-stimulating agent (ESA) therapy, defined as hemoglobin
8.0-11.5 g/dL
7. Requested medication is prescribed by or in consultation with a nephrologist or hematologist
8. Requested medication will not be used concurrently with an ESA (e.g., Aranesp, Epogen, Procrit)
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Continuation of Therapy
Requests for continuation of therapy will be approved when the following criteria are met:
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1. Member has had a positive clinical response to therapy, as demonstrated by an increase in hemoglobin
2. Member has adequate iron stores as confirmed by one of the following:
a. Serum ferritin level = 100 mcg/mL
b. Serum transferrin saturation (TSAT) > 20%
Limitations
1. |Initial requests will be approved for 6 months.
2. Reauthorization requests will be approved for 12 months.
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