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Overview
Jakafi (ruxolitinib) is a kinase inhibitor indicate for the treatment of:
1. Intermediate or high-risk myelofibrosis, including primary myelofibrosis, post-polycythemia vera
myelofibrosis, and post-essential thrombocythemia myelofibrosis in adults.
2. Polycythemia vera (PV) in adults who have had an inadequate response to or are intolerant of
hydroxyurea.
3. Steroid-refractory acute graft-versus-host disease (GVHD) in adult and pediatric patients 12 years and
older.
4. Chronic graft-versus-host disease (cGVHD) after failure of one or two lines of systemic therapy in adult
and pediatric patients 12 years and older.

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:

Polycythemia Vera
1. Member has a diagnosis of polycythemia vera
2. Member has had a trial and failure, contraindication, or intolerance to hydroxyurea

Acute Graft Versus Host Disease
1. Member has a diagnosis of acute graft-versus-host disease
2. Member’s disease is steroid refractory
3. Member is 12 years of age or older

Chronic Graft Versus Host Disease
1. Member has a diagnosis of chronic graft-versus-host disease
2. Member is 12 years of age or older
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3. Member with trial and failure of at least one or more lines of systemic therapy (e.g., corticosteroids,
mycophenolate, etc.)

All oncology criteria will be reviewed against Oncology Medication Review - NCCN guidelines with a Category of
Evidence and Consensus of 1, 2A, or 2B.

Continuation of Therapy
Requests for reauthorization will be approved when the following diagnosis-specific criteria are met:
Polycythemia Vera
1. Member has had a positive clinical response to Jakafi therapy (e.g., spleen volume reduction, symptom
involvement, hematocrit control)

Acute Graft Versus Host Disease and Chronic Graft Versus Host Disease
1. Member does not show evidence of progressive disease while on therapy

Limitations
1. For acute graft-versus-host disease: Initial approvals will be granted for 6 months.

2. For polycythemia vera: Initial approvals will be granted for 8 months.

3. For chronic graft-versus-host disease: Initial approvals will be granted for 12 months.

4. Reauthorizations will be granted for 12 months.

5. Requests for members currently taking Jakafi will be reviewed against the reauthorization criteria.
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04/09/2025 — Reviewed and updated at April P&T. Added reauthorization criteria for acute graft versus host
disease. Effective 06/01/2025.

Mass General Brigham Health Plan



