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Drug Therapy Guidelines 
 

                                                                                             
 

  Applicable* 

Prevymis™ (letermovir)  

Medical Benefit x Effective: 8/1/22 

Pharmacy- Formulary 1 x Next Review: 9/23 

Pharmacy- Formulary 2 x Date of Origin: 5/18 

Pharmacy- Formulary 3/Exclusive x Review Dates: 12/17, 9/18, 9/19, 9/20, 9/21, 6/22 

Pharmacy- Formulary 4/AON x 

 

I. Medication Description 

 

Prevymis (letermovir) inhibits the CMV DNA terminase complex (pUL51, pUL56, and pUL89) which is required for 

viral DNA processing and packaging. Biochemical characterization and electron microscopy demonstrated that 

letermovir affects the production of proper unit length genomes and interferes with virion maturation. 

Genotypic characterization of virus resistant to letermovir confirmed that letermovir targets the terminase 

complex.  

Prevymis is indicated for prophylaxis of cytomegalovirus (CMV) infection and disease in adult CMV-seropositive 

recipients [R+] of an allogeneic hematopoietic stem cell transplant (HSCT). 

 

II. Position Statement 

 

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

request.  

Previmys tablets will be covered under the pharmacy benefit. 

Previmys vials for injection will be covered under the medical benefit. 

 

III. Policy 

  

 Coverage of Prevymis is provided when the following criteria are met:  

• Medication is prescribed by a hematologist/oncologist, infectious disease, or transplant specialist 

AND 

• Member is at least 18 years of age AND 

• Complete documentation has been provided supporting the following: 

o Member has received an allogeneic hematopoietic stem cell transplant (HSCT) AND 

o Member is a confirmed CMV seropositive (R+) recipient AND 

o Medication has been requested for prophylaxis of cytomegalovirus (CMV) infection and 

disease AND 

o Medication will be initiated between Day 0 and Day 28 post-transplantation (before or after 

engraftment), and will continue through Day 100 post-transplantation AND 

o Member will not be receiving pimozide or ergot alkaloids AND 

o Member will not be receiving cyclosporine co-administered with pitavastatin or simvastatin 

AND 

o If member is concomitantly treated with cyclosporine, the Previmys dose will be decreased 

to 240 mg once daily AND 
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o If IV therapy is requested: 

▪ Medical justification (with supporting documentation) must be provided explaining 

why the patient is unable to use oral therapy AND 

▪ Anticipated duration of IV therapy has been documented AND 

▪ Member will be switched to oral Prevymis therapy as soon as he/she is able to take 

oral medications (if applicable). 

 

IV. Quantity Limitations 

  

 Coverage is available as follows: 

• Tablets: 28 tablets per 28 days through day 100 post-transplantation OR 

• Vials for injection: 28 vials per 28 days through day 100 post-transplantation (if applicable) AND 

•  240mg tablet or 240 mg/12 vial will only be approved for members treated concomitantly with 

cyclosporine 

 

V. Coverage Duration 

 

Coverage duration will not exceed 100 days post-transplantation. 

 

VI. Coverage Renewal Criteria 

 

 n/a 
 

VII. Billing/Coding Information 

 

Available as: 

• Tablets: 240mg, 480mg  

• Solution for injection, single-dose vials: 240mg/12mL, 480mg/24mL 

• J3490 

 

VIII. Summary of Policy Changes 

  

• 5/7/18: new policy 

• 11/1/18: no policy changes 

• 11/15/19: no policy changes 

• 1/1/21: no policy changes 

• 11/29/21: no policy changes 

• 8/1/22: no policy changes 
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*These guidelines are not applicable to benefits covered under Medicare Advantage. Medicare Advantage benefit coverage requests are reviewed in accordance with 

the guidance set forth in Chapter 15 Section 50 of the Centers for Medicare & Medicaid Services Medicare Benefit Policy Manual. 

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. 


