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Drug Therapy Guidelines 
 

                                                                                            
 

  Applicable 

Oxbryta™ (voxelotor) 

Medical Benefit  Effective: 4/4/22 

Pharmacy- Formulary 1 x Next Review: 1/23 

Pharmacy- Formulary 2 x Date of Origin: 4/20 

Pharmacy- Formulary 3/Exclusive x Review Dates: 3/20, 12/20, 12/21, 1/22 

Pharmacy- Formulary 4/AON x 

 
I. Medication Description 

 
Oxbryta (voxelotor) is a hemoglobin S (HbS) polymerization inhibitor that binds to HbS with a 1:1 stoichiometry 
and exhibits preferential partitioning to red blood cells (RBCs). By increasing the affinity of Hb for oxygen, 
voxelotor demonstrates dose-dependent inhibition of HbS polymerization. Nonclinical studies suggest that 
voxelotor may inhibit RBC sickling, improve RBC deformability, and reduce whole blood viscosity. 
 
Oxbryta is indicated for the treatment of sickle cell disease in adults and pediatric patients 12 years of age and 
older. This indication is approved under accelerated approval based on increase in hemoglobin (Hb). Continued 
approval for this indication may be contingent upon verification and description of clinical benefit in 
confirmatory trial(s). 
 

II. Position Statement 
 

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

 
III. Policy  
  
 Coverage of Oxbryta is available when the following criteria have been met: 

 The member is 4 years of age or older AND 
 The member has a diagnosis of sickle cell disease AND 
 There is clinical documentation the member’s hemoglobin level is less than or equal to 10.5 g/dL AND 
 The member has experienced therapeutic failure, contraindication, or intolerance to hydroxyurea AND 
 If the request is for Oxbryta tablets for oral suspension, the member is 4 to 11 years of age. 

 
IV. Quantity Limitations 
  

Coverage is provided for up to 90 tablets (or tablets for oral suspension) per each 30 days, unless other regimens 
are medically necessary. 
 

V. Coverage Duration 
 

Initial coverage is available for 12 months and may be renewed.  
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VI. Coverage Renewal Criteria 
 
 Coverage can be renewed in 12-month intervals based upon the following criteria: 

 The prescriber attests that the member has experienced a therapeutic response defined ONE of the 
following: 

o Improvement in sickle cell disease signs, symptoms, or complications OR 
o Hemoglobin increase of > 1 g/dL from baseline without the use of concurrent transfusions 

OR 
o Decreased number of transfusions from baseline. 

 
VII. Billing/Coding Information 
 
 Oxbryta is available as 500 mg tablets and 300mg tablets for oral suspension. 
 
VIII. Summary of Policy Changes 
  

 4/27/20: new policy 
 2/26/21: no policy changes 
 3/7/22: no policy changes 
 4/4/22: added oxybryta tablets for oral suspension, updated coverage duration, initial/renewal criteria 
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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 is a guideline to allow for coverage of the pertinent medication/product, and is not meant to serve as a clinical practice guideline. 


