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Clinical Policy Title: olezarsen
Policy Number: RxA.885
Drug(s) Applied: Tryngolza
Original Policy Date: 06/19/2025
Last Review Date: 07/13/2026

Line of Business Policy Applies to: All lines of business (except Medicare)

Criteria

I.  Initial Approval Criteria
A. Familial Chylomicronemia Syndrome (FCS) (must meet all):
1. Confirmation of diagnosis using one of the following (a or b):
a. Genetic confirmation of biallelic pathogenic variants in FCS-causing genes (LPL, GPIHBP1,
APOAS5, APOC2, or LMF1);
b. North American FCS (NAFCS) score 2 45 and trial and failure of at least one triglyceride lowering
therapy (e.g., statins, fibrates, omega-3 fatty acids);
2. Documentation of baseline fasting TG > 880mg/dL;
3. Medication will be used concomitantly with a low-fat diet (< 20 gm/day of fat).
Approval duration
All Lines of Business (except Medicare): 12 months

B. Severe Hypertriglyceridemia (must meet all):
1. Diagnosis of severe hypertriglyceridemia;
2. Used as an adjunct to diet to reduce triglycerides and the risk of acute pancreatitis;
3. Documented fasting triglyceride level > 500 mg/dL;
4. Trial and failure of one triglyceride lowering therapy (e.g., statins, fibrates, omega-3 fatty
acids).
Approval duration
All Lines of Business (except Medicare): 12 months

. Continued Therapy Approval
A. ALL Indications (must meet all):
1. Auto-approval based on lookback functionality within the past 120 days as a proxy for member
responding positively to therapy.
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This clinical policy has been developed to authorize, modify, or determine coverage for individuals with similar conditions. Specific care and treatment may vary
depending on individual need and benefits covered by the plan. This policy is not intended to dictate to providers how to practice medicine, nor does it constitute a
contract or guarantee regarding payment or results. This document may contain prescription brand name drugs that are trademarks of pharmaceutical manufacturers
that are not affiliated with RxAdvance.
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https://www.accessdata.fda.gov/drugsatfda_docs/label/2026/218614s004lbl.pdf

Policy established. 6/19/2025 6/19/2025
Policy reviewed 12/11/2025 12/11/2025

Policy Reviewed:

1. New FDA approved indication added 07/13/2026 N/A

(Severe Hypertriglyceridemia)
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