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Spevigo (spesolimab-sbzo) is also available on the pharmacy benefit. Please see the
Notes MassHealth Drug List for coverage and criteria.
Overview

Spevigo (spesolimab-sbzo) is an interleukin-36 receptor antagonist indicated for the treatment of generalized
pustular psoriasis (GPP) flares in adults.

Coverage Guidelines
Authorization may be reviewed on a case by case basis for members who are new to the plan currently receiving
treatment with requested medication excluding when the product is obtained as samples or via manufacturer’s
patient assistance programs.
OR
Authorization may be granted for members when all the following criteria are met:
1. Diagnosis of Generalized Pustular Psoriasis (GPP)
2. ONE of the following:
a. Member is 218 years of age
b. BOTH of the following:
i. Member is 212 years of age
ii. Member’s current weight is 240 kg
3. For Spevigo (spesolimab-sbzo) prefilled syringe, ONE of the following:
a. Inadequate response or adverse reaction to ONE, or contraindication to ALL of the following:
i. Enbrel (etanercept)
ii. Humira (adalimumab)
ii. infliximab
v. Stelara (ustekinumab)
v. Taltz (ixekizumab)
b. Documentation of positive response to treatment for an acute pustular psoriasis flare using
Spevigo vial (spesolimab-sbzo)
4. Appropriate dosing

Mass General Brigham Health Plan includes Mass General Brigham Health Plan, Inc.
and Mass General Brigham Health Insurance Company.


https://www.mass.gov/druglist

Continuation of Therapy
For subcutaneous Spevigo in maintenance therapy in members not experiencing an acute GPP flare:
Resubmission by prescriber will infer a positive response to therapy.

Limitations
1. Initial approvals
a. Forintravenous Spevigo in management of acute GPP flares: up to 2 doses to be given within 1
month
b. For subcutaneous Spevigo in maintenance of GPP remission: 6 months
2. Reauthorizations
a. Forintravenous Spevigo in management of acute GPP flares: if a member has only received one
dose, a second dose may be approved as long as the two doses are administered at least a week
apart. Maximum lifetime dose has not been established. Additional doses beyond 2 doses will
be reviewed on a case-by-case basis.
b. For subcutaneous Spevigo in maintenance therapy in members not experiencing an acute GPP
flare: 12 months
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Review History

Reviewed and created for P&T. Matched MH UPPL criteria to be in compliance with Masshealth unified
formulary requirements. Effective 4/1/23.

10/9/24 — Reviewed and updated for P&T. Pharmacy criteria for Spevigo vial and syringe will be available on
MHDL, while medical criteria will be managed on the MGBHP website. Added maintenance therapy for GPP per
labeling. Added pediatric dosing following FDA approval. Effective 11/1/24
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