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Drug Therapy Guidelines 
 

                                                                                              Applicable 

Ferriprox® (deferiprone), deferiprone 

Medical Benefit  Effective: 12/5/22 

Pharmacy- Formulary 1 x Next Review:  12/23 

Pharmacy- Formulary 2 x Date of Origin: 6/12 

Pharmacy- Formulary 3/Exclusive x Review Dates: 3/12, 6/12, 6/13, 6/14, 12/15, 12/16, 12/17, 12/18, 

12/19, 12/20, 12/21, 10/22 Pharmacy- Formulary 4/AON x 

 

I. Medication Description 
 

Deferiprone is an iron chelator approved for the treatment of transfusional iron overload due to thalassemia 
syndromes when current chelation therapy is inadequate. Iron overload is a serious complication caused by 
frequent blood transfusions in patients with blood transfusion-dependent anemias, such as β-thalassemia. In 
patients with chronic iron toxicity, chelation treatments are effective for rapid iron removal, maintenance of low 
iron stores, prevention of hepatic, cardiac, and other organ damage caused by iron overload, and ultimately 
improved survival. 
 

II. Position Statement 
 

Coverage is determined through a prior authorization process with supporting clinical documentation for every 
request. 

 
III. Policy 
 
 Coverage is provided when: 

• The medication is prescribed by a hematologist or oncologist AND 

• There is a documented diagnosis of transfusional iron overload due to thalassemia syndromes, sickle cell 
disease, or other anemias AND 

• The member has failed prior chelation therapy with deferoxamine (Desferal) or deferasirox (Exjade, 
Jadenu) or these therapies are contraindicated for the patient AND 

• Baseline serum ferritin level is provided AND 

• Absolute neutrophil count (ANC) is > 1.5 x 109 /L 
 

IV. Quantity Limitations 
 
 Coverage is granted up to 99 mg/kg/day (33 mg/kg/dose).  
 

V. Coverage Duration 
 

Coverage is provided for up to one year and may be renewed.   
 
VI. Coverage Renewal Criteria 
 
 Coverage can be renewed based upon the following criteria: 

• Positive response to therapy as evidenced by a decrease in serum ferritin or liver iron concentration 
(LIC) from baseline AND 

• Absence of unacceptable toxicity from the drug, including AND 

• Documented absolute neutrophil count (ANC) > 1.5 x 109 /L AND 

• ONE of the following: 
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▪ The member has a serum ferritin level ≥ 500 mcg/L OR 
▪ The member has a liver iron concentration (LIC) of ≥ 3 mg Fe/g dw. 

 
VII. Billing/Coding Information 
 

• Ferriprox is available as follows: 
o Tablets: 500mg and 1000mg 
o Twice Daily Tablets: 1000mg 
o Solution: 100mg/ml  

• Deferiprone is available as 500mg tablets 
 

VIII. Summary of Policy Changes 
 

• 9/15/13: moved from Abbreviated Criteria to own policy 

• 9/15/14: no changes 

• 7/1/15: formulary distinctions made 

• 3/15/16: no policy changes 

• 1/1/17: new solution formulation added to policy  

• 1/1/18: updated coverage criteria; updated renewal criteria 

• 2/15/19: added baseline serum ferritin to coverage criteria; added serum ferritin outcomes to renewal 
criteria 

• 1/30/20: updated available products 

• 2/26/21: added generic formulation to policy 

• 3/7/22: added new FDA indication of transfusional overload related to sickle cell and other anemias to 
policy, updated renewal criteria 

• 12/5/22: removed weekly neutrophil requirement 
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The Plan fully expects that only appropriate and medically necessary services will be rendered.  The Plan reserves the right to conduct pre-payment and post-payment 
reviews to assess the medical appropriateness of the above-referenced therapies.  
 
The preceding policy applies only to members for whom the above named pharmacy benefit medications are included on their covered formulary.  Members with 
closed formulary benefits are subject to trying all appropriate formulary alternatives before a coverage exception for a non-formulary medication will be considered.   
 
The preceding policy is a guideline to allow for coverage of the pertinent medication/product, and is not meant to serve as a clinical practice guideline. 

 


