MEDICATION POLICY
WAYRILZ

Applicable Drugs: Wayrilz (rilzabrutinib) Preferred: N/A

Non-preferred: N/A
Date of Origin: 10/23/2025
Date Last Reviewed / Revised: 10/23/2025

PRIOR AUTHORIZATION CRITERIA

(May be considered medically necessary when criteria | fo VIII are met)

VI.
VII.

VIII.

Documented diagnosis of persistent or chronic immune thrombocytopenia (ITP).

Documented platelet count < 30 x 107 in the absence of anemia, leukopenia, or other
identifiable causes of thrombocytopenia (eg, medications).

Documented insufficient response to BOTH of the following:
A. Corticosteroids (eg, prednisone or dexamethasone).
B. Immunoglobulins (eg, IVIG or anti-D).
Documented trial or contraindication to ONE of the following:
A. Elfrombopag
B. Romiplostim
C. Rituximab
D. Fostamatinib
Minimum age requirement: 18 years old.
Treatment must be prescribed by or in consultation with a hematologist.

Request is for a medication with the appropriate FDA labeling, or its use is supported
by current clinical practice guidelines.

Refer to the plan document for the list of preferred products. If the requested agent is
not listed as a preferred product, must have a documented failure, intolerance, or
contraindication to a preferred product(s).

EXCLUSION CRITERIA

Absolute neutrophil count < 1.5x107 / L

AST/ALT > 1.5 times the upper limit of normal

Total bilirubin > 1.5 times the upper limit of normal

eGFR < 50mL/min/1.73 m2 (Cockcroft and Gault method)
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e Active infection

¢ Myelodysplastic Syndrome

OTHER CRITERIA
e N/A

QUANTITY / DAYS SUPPLY RESTRICTIONS
e 800 mg dose/day: Sixty 400mg tablets per 30 days.

APPROVAL LENGTH
e Authorization: 3 months.

e Re-Authorization Length and Renewal Criteria: 12 months, with an updated letter of medical
necessity or progress notes showing current medical necessity criteria are met and that the
medication is effective AND must meet the following criteria:

1. Documented improvement in platelet count (> 50 x 107 / L).

2. Adherence to freatment regimen.

APPENDIX
N/A
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DISCLAIMER: Medication Policies are developed to help ensure safe, effective and appropriate use of selected
medications. They offer a guide to coverage and are not infended to dictate to providers how to practice medicine. Refer
fo Plan for individual adoption of specific Medication Policies. Providers are expected to exercise their medical judgement
in providing the most appropriate care for their patients.
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