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Overview
Taltz (ixekizumab) is a humanized interleukin-17A antagonist insisted for the treatment of:
e Patients 6 years of age and older with moderate-to-severe plaque psoriasis who are candidates for
systemic therapy or phototherapy
e Adults with active ankylosing spondylitis
e Adults with active non-radiographic axial spondyloarthritis with objective signs of inflammation

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 program

OR

Authorization may be granted if the member meets all the following diagnosis-specific criteria::

Moderate to severe plaque psoriasis
1. At least 3% of body surface area (BSA) is affected OR crucial body areas (e.g., hands, feet, face, neck,
scalp, genitals/groin, intertriginous areas) are affected.
2. The member meets ONE of the following criteria:
a. Minimum duration of 4-week trial and failure, intolerance, or contraindication to ONE of the
following topical therapies
1. Corticosteroids (e.g., betamethasone, clobetasol)

2. Vitamin D analogs (e.g., calcitriol, calcipotriene)

3. Tazarotene

4. Calcineurin inhibitors (e.g., tacrolimus, pimecrolimus)
5. Anthralin

6. Coaltar

b. The member has severe psoriasis that warrants a biologic DMARD as first-line therapy
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3. Trial and failure, intolerance, or contraindication to THREE of the following:

a. Cimzia

b. Enbrel

c. Humira, Hadlima, Adalimumab-adaz, Adalimumab-fkjp
d. Skyrizi

e. Stelara

f. Tremfya

4. Trial and failure, intolerance, or contraindication to Cosentyx

Active psoriatic arthritis (PsA)
1. Member has a diagnosis of active psoriatic arthritis
2. Trial and failure, intolerance, or contraindication to TWO of the following:
a. Cimzia
Enbrel
Humira, Hadlima, Adalimumab-adaz, Adalimumab-fkjp
Rinvog/Rinvoq LQ
Simponi
Skyrizi
Stelara
Tremfya
i. Xeljanz/XR

3. Trial and failure, intolerance, or contraindication to BOTH of the following:

a. Cosentyx

b. Orencia
4. The member has ONE of the following:
Actively inflamed joints
Dactylitis
Enthesitis
Axial disease
Active skin and/or nail involvement
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Active ankylosing spondylitis
1. The member has a diagnosis of ankylosing spondylitis
2. The member has experienced trial and failure, contraindication or intolerance to at least two non-

steroidal anti-inflammatory drugs (NSAIDs) (e.g., ibuprofen, naproxen) at maximally tolerated doses.

3. Trial and failure, intolerance, or contraindication to TWO of the following:

Cimzia

Enbrel

Humira, Hadlima, Adalimumab-adaz, Adalimumab-fkjp

Rinvoq

Simponi

. Xeljanz/XR

4. Trial and failure, intolerance, or contraindication to Cosentyx
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Non-Radiographic axial spondyloarthritis (nr-axSpa)
1. Member has a diagnosis of non-radiographical axial spondyloarthritis
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2. Member has objective signs of inflammation (e.g., C-reactive protein [CRP] levels above the upper limit
of normal and/or sacroiliitis on magnetic resonance imaging [MRI], indicative of inflammatory disease,
but without definitive radiographic evidence of structural damage on sacroiliac joints)

3. The member has experienced trial and failure, contraindication or intolerance to at least two non-
steroidal anti-inflammatory drugs (NSAIDs) (e.g., ibuprofen, naproxen) at maximally tolerated doses.

4. Trial and failure, intolerance, or contraindication to BOTH of the following:

a. Cimzia
b. Rinvoq
5. Trial and failure, intolerance, or contraindication to Cosentyx

Continuation of Therapy

Reauthorization of Taltz for all FDA-approved indications will be granted for who achieve or maintain positive
clinical response after at least 3 months of therapy with Taltz 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 limit applies:
Taltz 80OMG/ML 80 mg (1 ml) per 28 days
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Review History
02/20/19 — Reviewed

09/18/19 - Added new indication of AS and updated references

11/20/19 — Added Skyrizi as preferred trial for PS

03/16/2022 — Reviewed and Updated for March P&T; Added Rinvoq and Skyrizi as preferred trial for PsA.
Effective 05/01/2022

9/21/2022 — Reviewed and Updated for Sept P&T. added Rinvoq as preferred agent for ankylosing spondylitis.
Effective 11/1/22.
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https://www.uptodate.com/contents/clinical-manifestations-of-axial-spondyloarthritis-ankylosing-spondylitis-and-nonradiographic-axial-spondyloarthritis-in-adults/abstract/1
https://www.uptodate.com/contents/clinical-manifestations-of-axial-spondyloarthritis-ankylosing-spondylitis-and-nonradiographic-axial-spondyloarthritis-in-adults/abstract/1
http://www.ncbi.nlm.nih.gov/pubmed/26072109
https://www.uptodate.com/contents/treatment-of-psoriasis-in-adults/abstract/171
https://www.uptodate.com/contents/treatment-of-psoriasis-in-adults/abstract/171
https://www.uptodate.com/contents/treatment-of-psoriasis-in-adults/abstract/174
https://www.uptodate.com/contents/treatment-of-psoriasis-in-adults/abstract/174
https://www.uptodate.com/contents/treatment-of-psoriatic-arthritis/abstract/85
https://www.uptodate.com/contents/treatment-of-psoriatic-arthritis/abstract/85
https://www.uptodate.com/contents/treatment-of-psoriatic-arthritis/abstract/85
https://www.uptodate.com/contents/treatment-of-psoriatic-arthritis/abstract/85
https://www.uptodate.com/contents/clinical-manifestations-of-axial-spondyloarthritis-ankylosing-spondylitis-and-nonradiographic-axial-spondyloarthritis-in-adults/abstract/126
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11/15/2023 — Reviewed and Updated at Nov P&T; For Psoriatic Arthritis: 5% BSA changed to at least 3%.
Removed TB requirement. Updated preferred agents to prior use with 3 of the following agents: Cimzia, Enbrel,
Humira or biosimilars, Skyrizi, Stelara, Tremfya, AND Cosentyx. Updated topical therapies. For Psoriatic arthritis:
Updated preferred agents to require previous use of TWO of the following: Cimzia, Enbrel, Humira or
biosimilars, Rinvoq, Simponi, Skyrizi, Stelara, Tremfya, Xeljanz/XR, AND Cosentyx, Orencia. Removed
requirement of traditional DMARD. Separated out ankylosing spondylitis and non-radiographical axial
spondyloarthritis criteria. Removed appendix. Effective 1/1/20240

9/11/2024 — Reviewed and updated at September P&T. Added Rinvoq LQ as a step through treatment option for
psoriatic arthritis. Effective 11/1/2024.

10/09/2024 — Reviewed and updated at October P&T. Effective 11/1/2024: updated plaque psoriasis criteria to
remove requirement of documentation for conventional therapies. Effective 1/1/2025: added Amijevita (Nuvaila)
as a preferred adalimumab product for all indications. Removed biologic step requirements for all indications.
Updated reauthorization criteria to require documentation of clinical improvement.
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