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1.

Prior Authorization
Stelara (ustekinumab)
California, Florida-CHIP, Hawaii, Maryland, Nevada, New
Mexico, New York, Ohio, Rhode Island
12/2013
2/2018

4/2018

Background:
Stelara (ustekinumab) is a human interleukin-12 and -23 antagonist indicated for the
treatment of adult patients with moderate to severe plaque psoriasis who are candidates
for phototherapy or systemic therapy. It is also indicated for active psoriatic arthritis,
alone or in combination with methotrexate. In addition, it is also indicated for moderately
to severely active Crohn’s disease in patients who have failed or were intolerant to
treatment with immunomodulators or corticosteroids, but never failed a tumor necrosis
factor (TNF) blocker or patients who have failed or were intolerant to treatment with one
or more TNF blockers.
Stelara IV is not a pharmacy benefit for the UnitedHealthcare Community Plan

2.

Coverage Criteria:

A. Plaque Psoriasis
1. Initial Authorization
a. Diagnosis of moderate to severe plaque psoriasis
-ANDb. Prescribed or recommended by a dermatologist
-ANDc. Patient is not receiving Stelara in combination with any of the following:
(1) Biologic DMARD [eg, Enbrel (etanercept), Humira (adalimumab),
Cimzia (certolizumab), Simponi (golimumab)]
(2) Janus kinase inhibitor [eg, Xeljanz (tofacitinib)]
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(3) Phosphodiesterase 4 (PDE4) inhibitor [e.g. Otezla (apremilast)]

-ANDd. One of the following:
(1) Both of the following:
(a) History of failure, contraindication, or intolerance to both of the
following:
•
•

Humira (adalimumab)
Enbrel (etanercept)
-AND-

(b) History of failure, contraindication, or intolerance to Cosentyx
(secukinumab)
-OR(2) For continuation of prior Stelara therapy
-ANDe. One of the following:
(1) Requested medication is Stelara 45 mg/0.5 mL
-OR(2) Both of the following:
(a) Requested medication is Stelara 90 mg/1 mL
-AND(b) Patient’s weight is > 100 kg (220 lbs)
Authorization will be issued for 12 months.
2. Reauthorization
a. Documentation of positive clinical response to Stelara therapy
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-ANDb. Patient is not receiving Stelara in combination with any of the following:
(1) Biologic DMARD [eg, Enbrel (etanercept), Humira (adalimumab),
Cimzia (certolizumab), Simponi (golimumab)]
(2) Janus kinase inhibitor [eg, Xeljanz (tofacitinib)]
(3) Phosphodiesterase 4 (PDE4) inhibitor [e.g. Otezla (apremilast)]
Authorization will be issued for 12 months.
B. Psoriatic Arthritis
1. Initial Authorization
a. One of the following:
(1) Both of the following:
(a) Requested medication is Stelara 45 mg/0.5 mL
-AND(b) Diagnosis of active psoriatic arthritis
-OR(2) All of the following:
(a) Requested medication is Stelara 90 mg/1 mL
-AND(b) Patient’s weight is > 100 kg (220 lbs)
-AND(c) Diagnosis of active psoriatic arthritis
-AND(d) Diagnosis of co-existent moderate to severe psoriasis
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b. Prescribed or recommended by a rheumatologist or dermatologist
-ANDc. Patient is not receiving Stelara in combination with any of the following:
(1) Biologic DMARD [eg, Enbrel (etanercept), Humira (adalimumab),
Cimzia (certolizumab), Simponi (golimumab)]
(2) Janus kinase inhibitor [eg, Xeljanz (tofacitinib)]
(3) Phosphodiesterase 4 (PDE4) inhibitor [e.g. Otezla (apremilast)]
-ANDd. One of the following:
(1) History of failure, contraindication, or intolerance to two of the
following:
•
•
•

Cimzia (certolizumab)
Humira (adalimumab)
Enbrel (etanercept)
-OR-

(2) For continuation of prior Stelara therapy
Authorization will be issued for 12 months.
2. Reauthorization
a. Documentation of positive clinical response to Stelara therapy
-ANDb. Patient is not receiving Stelara in combination with any of the following:
(1) Biologic DMARD [eg, Enbrel (etanercept), Humira (adalimumab),
Cimzia (certolizumab), Simponi (golimumab)]
(2) Janus kinase inhibitor [eg, Xeljanz (tofacitinib)]
(3) Phosphodiesterase 4 (PDE4) inhibitor [e.g. Otezla (apremilast)]
Authorization will be issued for 12 months.
C. Crohn’s Disease (CD)
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1. Initial Authorization for Maintenance Dosing
a. Stelara 90 mg/1 mL will be approved based on all of the following criteria:
(1) Diagnosis of moderately to severely active Crohn’s disease
-AND(2) One of the following:
(a) History of failure, contraindication or intolerance to Humira
(adalimumab) and Cimzia (certolizumab)]
-OR(b) For continuation of prior Stelara therapy
-AND(3) Patient is not receiving Stelara in combination with any of the following:
(a) Biologic DMARD [e.g., Remicade/Inflectra (infliximab), Humira
(adalimumab), Cimzia (certolizumab), Simponi (golimumab)]
(b) Janus Kinase Inhibitor [e.g., Xeljanz (tofacitinib)]
(c) Phosphodiesterase 4 (PDE4) inhibitor [e.g. Otezla (apremilast)]
-AND(4) Prescribed by or in consultation with a gastroenterologist
Authorization will be issued for 12 months.
2. Reauthorization
(1) Documentation of positive clinical response to Stelara therapy
-AND(2) Patient is not receiving Stelara in combination with any of the following:
(a) Biologic DMARD [e.g., Remicade/Inflectra (infliximab), Humira
(adalimumab), Cimzia (certolizumab), Simponi (golimumab)]
(b) Janus Kinase Inhibitor [e.g., Xeljanz (tofacitinib)]
(c) Phosphodiesterase 4 (PDE4) inhibitor [e.g. Otezla (apremilast)]
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Authorization will be issued for 12 months.

3.
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Program
Date
12/2013
3/2015

Program type – Prior Authorization
Change Control
Change
New Criteria
▪ For plaque psoriasis, removed requirement to try conventional
therapies, including phototherapy (one of the following:
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ultraviolet light B [UVB] used alone or in combination with
topical or systemic treatments, pulsed dye laser, psoralen and
exposure to ultraviolet light A [PUVA], photochemotherapy) and
systemic therapy (one of the following: methotrexate,
cyclosporine, acitretin, hydroxyurea, sulfasalazine, 6-thioguanine,
mycophenolate).
▪ For plaque psoriasis, changed requirement of trial of Humira
and Enbrel to trial of Humira only due to Enbrel PDL deletion
▪ The examples of biologic DMARDs in the concomitant therapy
criterion have been revised to list the most commonly utilized
products: Enbrel (etanercept), Humira (adalimumab), Cimzia
(certolizumab), Simponi (golimumab).
▪ Reauthorization criteria revised to include concomitant therapy
criteria (biologic DMARD or janus kinase inhibitor).
▪ For psoriatic arthritis (initial authorization), added
rheumatologist as a prescriber.
▪ For psoriatic arthritis changed requirement of trial of Humira
and Enbrel to trial of Humira and Cimzia due to Enbrel PDL
deletion and Cimzia PDL addition
3/2016

Added Enbrel to prerequisite therapy requirement for both
psoriasis and psoriatic arthritis initial therapy sections
Removed all “notes to prescriber”
Updated policy template

10/2016

Updated background.
Added Phosphodiesterase 4 (PDE4) inhibitor to combination
therapy requirements.
Added criteria section for Crohn’s disease.

2/2017

Added statement that Stelara IV is not a pharmacy benefit.
Updated policy template.

9/2017

Added Otezla to preferred products for diagnoses of psoriatic
arthritis and plaque psoriasis

2/2018

Removed Otezla as a step therapy medication. Added step
through Cosentyx for psoriasis section.
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