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Intent: 

The intent of this policy/guideline is to provide information to the prescribing practitioner 
outlining the coverage criteria for Olumiant under the patient’s prescription drug benefit. 

Description: 

FDA-Approved Indications 
A. Olumiant is indicated for the treatment of adult patients with moderately to severely 

active rheumatoid arthritis who have had an inadequate response to one or more tumor 
necrosis factor (TNF) blockers. 

B. Olumiant is indicated for the treatment of coronavirus disease 2019 (COVID-19) in 
hospitalized adults requiring supplemental oxygen, non-invasive or invasive mechanical 
ventilation, or extracorporeal membrane oxygenation (ECMO). 

C. Olumiant is indicated for the treatment of adult patients with severe alopecia areata and 
can be reviewed under the Alopecia Areata Products NJ State Protocol. 

Note: The criteria outlined in this policy is only applicable to coverage in the outpatient 
setting. Hospitalized members receiving Olumiant for the treatment of COVID-19 will be 
managed according to the member’s inpatient benefit. 

All other indications are considered experimental/investigational and not medically 
necessary. 

Applicable Drug List: 

Non-preferred: Olumiant 

Policy/Guideline: 

Documentation for all indications: 
The patient is unable to take Rinvoq and ONE additional preferred product (a preferred 
adalimumab product, Enbrel or Kevzara), where indicated, for the given diagnosis due to a 
trial and inadequate treatment response or intolerance, or a contraindication. 
Documentation is required for approval. 

Documentation: 
A. Rheumatoid arthritis (RA) 

1. Initial requests: Chart notes, medical record documentation, or claims history 
supporting previous medications tried, including response to therapy (if applicable). 

2. Continuation requests: Chart notes or medical record documentation supporting 
positive clinical response. 

Prescriber Specialty: 
This medication must be prescribed by or in consultation with ONE of the following: 
A. Rheumatoid arthritis: rheumatologist 
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Criteria for Initial Approval: 

A. Rheumatoid arthritis (RA) 
1. Authorization of 12 months may be granted for adult members for treatment of 

moderately to severely active rheumatoid arthritis (RA) when the member has 
experienced an inadequate response, intolerance, or a contraindication to at least 
one tumor necrosis factor (TNF) inhibitor. 

2. Authorization of 12 months may be granted for adult members who have previously 
received a biologic (other than a TNF inhibitor) or targeted synthetic drug (e.g., 
Rinvoq, Xeljanz) indicated for moderately to severely active rheumatoid arthritis. 

Continuation of Therapy: 

A. Rheumatoid arthritis (RA) 
Authorization of 12 months may be granted for all adult members (including new 
members) who are using the requested medication for moderately to severely active RA 
and who achieve or maintain a positive clinical response as evidenced by disease 
activity improvement of at least 20% from baseline in tender joint count, swollen joint 
count, pain, or disability. 

Other Criteria: 
For all indications: Member has had a documented negative tuberculosis (TB) test (which 
can include a tuberculosis skin test [TST] or an interferon-release assay [IGRA])* within 6 
months of initiating therapy for persons who are naïve to biologic drugs or targeted 
synthetic drugs associated with an increased risk of TB. 

* If the screening testing for TB is positive, there must be further testing to confirm there is 
no active disease (e.g., chest x-ray). Do not administer the requested medication to 
members with active TB infection. If there is latent disease, TB treatment must be started 
before initiation of the requested medication.   

For all indications: Member cannot use the requested medication concomitantly with any 
other biologic drug, targeted synthetic drug, or potent immunosuppressant such as 
azathioprine or cyclosporine. 

Approval Duration and Quantity Restrictions: 

Approval:   
Initial and Renewal Approval: 12 months 

Quantity Level Limit: 30 tablets per 30 days 
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