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ACTEMRA

Coverage Criteria / Required Medical Information
Must have an inadequate response to at least one nonbiologic DMARD or intolerance/contraindication to at least 2
nonbiologic DMARDs. Must have an inadequate response or intolerance/contraindication to one TNF antagonist.

Screening for latent tuberculosis is required. If results are positive, patient must have completed treatment or must
currently be receiving treatment for latent tuberculosis. Evaluate for HBV risk and initiate treatment if appropriate.

For renewals, patient must have responded to Actemra therapy (e.g., condition improved or stabilized).
Exclusion Criteria

Patients are excluded if they have an active infection (including TB). Concurrent therapy with other biologic
agent(s).
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