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Medical and Specialty Medications
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Information Non-Specialty Medications
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Exceptions N/A

Overview
Kevzara (sarilumab) is an interleukin (IL-6) receptor antagonist indicated for the treatment of:
e Adults patients with moderately to severely active rheumatoid arthritis
e Adult patients with polymyalgia rheumatica (PMR)
e Patients who weigh 63 kilograms or more with active polyarticular juvenile idiopathic arthritis (pJIA)

Coverage Guidelines

Authorization may be granted for members new to the plan within the past 90 days who are currently receiving
treatment with the requested medication, excluding when the product is obtained as samples or via
manufacturer’s patient assistance programs.

OR

Authorization may be granted when all the following diagnosis-specific criteria have been met:

Moderately to severely active rheumatoid arthritis (RA)
1. Diagnosis of moderately to severely active RA
2. Member has trial and failure, contraindication or intolerance to TWO of the following:

a. Cimzia

b. Enbrel

c. Humira (Abbvie), Adalimumab-adaz, Adalimumab-fkjp, Hadlima, Amjevita (Nuvaila)
d. Rinvoq

e. Simponi

f.  Xeljanz or Xeljanz XR
3. Member has trial and failure, contraindication or intolerance to BOTH of the following:
a. Actemra
b. Orencia
4. Member has had minimum duration of a 3-month trial and failure, contraindication, or intolerance to
ONE of the following conventional therapies at maximally tolerated doses:
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a. Methotrexate
b. Leflunomide
c. Sulfasalazine

Active Polyarticular Juvenile Idiopathic Arthritis (pJIA)
1. Diagnosis of active polyarticular juvenile idiopathic arthritis (pJIA)
2. Minimum duration of a 6-week trial and failure, intolerance, or contraindication to ONE of the following
conventional therapies at maximally tolerated doses
a. Leflunomide
b. Methotrexate
3. Member has trial and failure, contraindication or intolerance to TWO of the following:

a. Cimzia
b. Enbrel
c. Humira (Abbvie), Adalimumab-adaz, Adalimumab-fkjp, Hadlima, Amjevita (Nuvaila)
d. Xeljanz

e. Rinvog/Rinvoq LQ

4. Member has a trial and failure, contraindication, or intolerance to BOTH of the following:
a. Actemra
b. Orencia

Polymyalgia Rheumatica (PMR)
1. Diagnosis of polymyalgia rheumatica (PMR)
2. Member meets ONE of the following:
a. Member has had inadequate response to corticosteroids (e.g., prednisone)
b. Member cannot tolerate tapering of corticosteroids (e.g., prednisone)

Continuation of Therapy
Requests for reauthorizations for all diagnoses will be granted when the following criteria are met:
1. Documentation is submitted supporting improvement in member’s condition as evidenced by low
disease activity or improvement in signs and symptoms of the condition.

Limitations
1. Approvals will be granted for 24 months
2. The following quantity limits apply:

Kevzara pen 150 mg/1.14 mL 1 pack (2 x 150 mg pen) per 4 weeks
Kevzara pen 200 mg/1.14 mL 1 pack (2 x 200 mg pen) per 4 weeks
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Review History

02/26/18 — Reviewed

06/01/18 — Implemented

02/20/19 — Updated

11/20/19 — Added Rinvoq as a preferred trial for RA.

11/15/2023 — Reviewed and Updated for Nov P&T; Removed TB requirement. Updated preferred drugs to prior
use of TWO of the following: Cimzia, Enbrel, Humira or biosimilars, Rinvoq, Simponi, Xeljanz or Xeljanz XR AND
Actemra AND Orencia. Added additional conventional therapies. Added indication of polymyalgia rheumatica.
Removed appendix. Effective 1/1/2024

10/09/2024 — Reviewed and updated for October P&T. Updated RA criteria to include Amjevita (Nuvaila) as a
preferred adalimumab product. Added criteria for pJIA. Updated reauthorization criteria to require
documentation of clinical response to therapy. Effective 1/1/2025.
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