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Criteria

I.  Initial Approval Criteria
A. Adult-Onset Still’s Disease (AOSD) (must meet all):
1. Diagnosis of Adult-Onset Still’s Disease (AOSD);
2. Patient has active systemic features (e.g., fever, arthralgia/arthritis, evanescent rash, lymphadenopathy,
hepatomegaly, splenomegaly, sore throat).

Approval duration
All Lines of Business (except Medicare): 12 months

B. Systemic Juvenile Idiopathic Arthritis (SJIA) (must meet all):
1. Diagnosis of Systemic Juvenile Idiopathic Arthritis (SJIA);
2. Trial and failure of at least one conventional systemic therapy (methotrexate, leflunomide), unless
contraindicated or clinically significant adverse effects are experienced.

Approval duration
All Lines of Business (except Medicare): 12 months

C. Gout Flares (must meet all):
1. Diagnosis of Gout Flares;
2. Patient has experienced at least 3 gout flares in the last 12 months;
3. Both of the following (i AND ii):
i. Non-steroidal anti-inflammatory drugs (NSAIDs) and colchicine are contraindicated, are not
tolerate, or do not provide an adequate response;
ii. Repeated courses of corticosteroids are not appropriate.

Approval duration
All Lines of Business (except Medicare): 12 months

D. Periodic Fever Syndromes (must meet all):
1. Diagnosis of Periodic Fever Syndromes;
2. Patient has documented evidence of one of the following (i, ii, iii or iv):
i. Cryopyrin-associated periodic syndromes (CAPS) including:
1. Familial Cold Autoinflammatory Syndrome (FCAS);
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2. Muckle-Wells Syndrome (MWS);
ii. Tumor Necrosis Factor (TNF) Receptor Associated Periodic Syndrome (TRAPS);
iii. Hyperimmunoglobulin D Syndrome (HIDS)/Mevalonate Kinase Deficiency (MKD);
iv. Familial Mediterranean Fever (FMF).

Approval duration
All Lines of Business (except Medicare): 12 months

1. Continued Therapy Approval
A. All Indications:
1. Auto-approval based on lookback functionality within the past 120 days as a proxy for member

responding positively to therapy

Approval duration
All Lines of Business (except Medicare): 12 months
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