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Clinical Policy Title: Bimekizumab-bkzx
Policy Number: RxA.812

Drug(s) Applied: Bimzelx

Original Policy Date: 09/12/2024

Last Review Date: 12/11/2025

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

Criteria

. Initial Approval Criteria
A. Plaque Psoriasis (must meet all):
1. Diagnosis of moderate to severe plaque psoriasis;
2.  Member meets the following (a, b, and c):
a. Trial and failure of > 3 months of at least one (1) conventional systemic therapy (methotrexate,
cyclosporine, acitretin, phototherapy);
b. Trial and failure of at least two (2) of the following agents: adalimumab (Abrilada, Hadlima,
adalimumab-aaty), Cimzia, Enbrel, Skyrizi, Stelara, or Tremfya;
c. Trial and failure of Taltz.
Approval duration
All Lines of Business (except Medicare): 12 months

B. Psoriatic Arthritis (must meet all):
1. Diagnosis of active Psoriatic arthritis;
2. Trial and failure of at least two (2) of the following agents: Enbrel, adalimumab (Abrilada, Hadlima,
adalimumab-aaty), Cimzia, Rinvoq /LQ, Simponi, Skyrizi, Stelara, Taltz, Tremfya, Xeljanz/XR
Approval duration
All Lines of Business (except Medicare): 12 months

C. Ankylosing spondylitis (must meet all):
1. Diagnosis of active ankylosing spondylitis (AS) or non-radiographic axial spondyloarthritis (nr-AxSpA);
2. Trial and failure of at least two (2) of the following agents (a or b):
a. For AS: Cimzia, Enbrel, adalimumab (Abrilada, Hadlima, adalimumab-aaty), Rinvoq, Simponi,
Xeljanz/XR, or Taltz.
b. For nr-AxSpA: Cimzia, Rinvoq, or Taltz
Approval duration
All Lines of Business (except Medicare): 12 months

D. Hidradenitis Suppurativa (HS) (must meet all):

1. Diagnosis of moderate to severe HS;

2. Trial and failure of a least > 3 months of systemic antibiotic therapy (e.g. clindamycin with rifampin,
minocycline, doxycycline), unless contraindicated or clinically significant adverse effects are
experienced;
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3. Trial and failure of one (1) of the following agents, unless contraindicated or clinically significant adverse
effects are experienced: adalimumab (Abrilada, Hadlima or adalimumab-aaty).

Approval duration

All Lines of Business (except Medicare): 12 months

E. Continued Therapy Approval
A. All Indications in Section | (must meet all):
1. Member is currently receiving medication that has been authorized by RxAdvance or the member has
met initial approval criteria.
Approval duration
All Lines of Business (except Medicare): 12 months
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