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Drug Therapy Guidelines 
 

                                                                                              Applicable 

Doptelet® (avatrombopag) 

Medical Benefit  Effective: 10/3/22 

Pharmacy- Formulary 1 x Next Review: 6/23 

Pharmacy- Formulary 2 x Date of Origin: 8/18 

Pharmacy- Formulary 3/Exclusive x Review Dates: 6/18, 6/19, 9/19, 6/20, 6/21, 8/22 

Pharmacy- Formulary 4/AON x 

 

I. Medication Description 

 

Doptelet (avatrombopag) is an orally bioavailable, small molecule thrombopoietin (TPO) receptor agonist that 

stimulates proliferation and differentiation of megakaryocytes from bone marrow progenitor cells, resulting in 

an increased production of platelets. Avatrombopag does not compete with TPO for binding to the TPO receptor 

and has an additive effect with TPO on platelet production. 

 

II. Position Statement 

 

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

 

III. Policy 

 

Coverage of Doptelet is available for the following indications when the stated criteria have been met: 

• Thrombocytopenia in members with chronic liver disease who are scheduled to undergo a procedure: 

o Medication has been prescribed by a hepatologist or hematologist AND 

o Member is at least 18 years of age AND 

o Diagnosis of chronic liver disease with thrombocytopenia (platelet count < 50 x 109/L) has been 

documented AND 

o Member will undergo a procedure and the medication will be administered in accordance with 

FDA-approved dosing (based on platelet count) and timing (based on date of procedure). 

• Thrombocytopenia in members  with chronic immune thrombocytopenia (ITP) who have had an 

insufficient response to a previous treatment: 

o Member is at least 18 years of age AND 

o Documentation has been provided confirming  chronic ITP diagnosis AND 

o Member has previously attempted therapy with at least one appropriate agent (e.g. 

corticosteroids, immunoglobulins, immunosuppressive drugs, etc). 

 

IV. Quantity Limitations 

 

Coverage is available as follows: 

• For thrombocytopenia in members with chronic liver disease, coverage is based on the member’s 

platelet count prior to the scheduled procedure: 

o For platelet count less than 40 x109/L: fifteen 20 mg tablets per procedure will be covered 

o For platelet count 40 x109/L to 50 x109/L: ten 20 mg tablets per procedure will be covered. 
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• For thrombocytopenia in members with chronic ITP: 

o 20 mg tablets: up to 60 tablets per each 30 days will be covered. 

 

V. Coverage Duration 

 

Coverage is available as follows: 

• For the treatment of thrombocytopenia in members with chronic liver disease: 

o One time (5-day) treatment is available per scheduled procedure. 

• For the treatment of chronic ITP: 

o Coverage is available for up to 6 months and may be renewed. 

 

VI. Coverage Renewal Criteria 

 

• For the treatment of chronic liver disease prior to a procedure: 
o Prior authorization criteria must be met for each scheduled procedure. 

• For the treatment of chronic ITP, coverage can be renewed in 6-month increments based upon the 

following criteria: 

o Demonstrated response to therapy (e.g. increased and maintained platelet count of ≥50 x109/L, 

resolution of bleeding symptoms, etc.) AND 

o Continued need for therapy as evidenced by platelet counts AND 

o Absence of unacceptable toxicity from the drug. 

 
VII. Billing/Coding Information 

 

 Doptelet is available as 20 mg tablets packaged as follows: 

• Carton of one blister card with 10 tablets 

• Carton of one blister card with 15 tablets 

• Carton of two blister cards with 15 tablets (30 tablets total) 

   

VIII. Summary of Policy Changes 

 

• 8/15/18: new policy 

• 8/15/19: no policy changes 

• 11/15/19: moved from Abbreviated Criteria to own policy 

o added criteria  for chronic ITP diagnosis 

o specified renewal criteria, quantity limitations, coverage duration, and billing/coding 

information 

• 8/1/20: no policy changes 

• 8/30/21: no policy changes 

• 10/3/22: no policy changes 

 

IX. References 
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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. 


