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Coverage Rationale 
 
This policy is applicable for Orencia (abatacept) for injection for intravenous infusion only.  
 
Polyarticular Juvenile Idiopathic Arthritis (PJIA)  
For initial coverage of Orencia (abatacept) for Polyarticular Juvenile Idiopathic Arthritis (PJIA), the following 
will be required: 

• All of the following: 
o Diagnosis of moderately to severely active polyarticular juvenile idiopathic arthritis and 
o Prescribed by or in consultation with a rheumatologist and 
o Minimum duration of a 6-week trial and failure, contraindication, or intolerance to one of the following 

conventional therapies at maximally tolerated doses: 
 leflunomide  
 methotrexate 

OR  
• For continuation of prior Orencia therapy, defined as no more than a 45-day gap in therapy 

 
For reauthorization coverage of Orencia (abatacept) for Polyarticular Juvenile Idiopathic Arthritis (PJIA), the 
following will be required: 

• Patient demonstrates positive clinical response to therapy as evidenced by at least one of the following: 
o Reduction in the total active (swollen and tender) joint count from baseline  
o Improvement in symptoms (e.g., pain, stiffness, inflammation) from baseline  

 
Prophylaxis for Acute Graft versus Host Disease (aGVHD)  
For initial coverage of Orencia (abatacept) Prophylaxis for Acute Graft versus Host Disease (aGVHD), the 
following will be required: 

• Used for prophylaxis of acute graft versus host disease (aGVHD) and 
• Patient is 2 years of age or older and 

 

Related Policies 
• N/A 
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• Patient will receive hematopoietic stem cell transplantation (HSCT) from a matched or 1 allele-mismatched 
unrelated donor and 

• Recommended antiviral prophylactic treatment for Epstein-Barr Virus (EBV) reactivation (e.g., acyclovir) will be 
administered prior to Orencia and continued for six months after HSCT and 

• Used in combination with both of the following:  
o calcineurin inhibitor (e.g., cyclosporine, tacrolimus)  
o methotrexate 

 
Psoriatic Arthritis (PsA)  
For initial coverage of Orencia (abatacept) for Psoriatic Arthritis (PsA), the following will be required: 

• All of the following: 
o Diagnosis of active psoriatic arthritis (PsA) and  
o One of the following: 

 Actively inflamed joints  
 Dactylitis  
 Enthesitis  
 Axial disease  
 Active skin and/or nail involvement and 

o Prescribed by or in consultation with one of the following:  
 Dermatologist  
 Rheumatologist  

OR 
• For continuation of prior Orencia therapy, defined as no more than a 45-day gap in therapy 

 
For reauthorization coverage of Orencia (abatacept) for Psoriatic Arthritis (PsA), the following will be required: 

• Patient demonstrates positive clinical response to therapy as evidenced by at least one of the following: 
o Reduction in the total active (swollen and tender) joint count from baseline  
o Improvement in symptoms (e.g., pain, stiffness, pruritus, inflammation) from baseline  
o Reduction in the body surface area (BSA) involvement from baseline  

 
Rheumatoid Arthritis (RA)  
For initial coverage of Orencia (abatacept) for Rheumatoid Arthritis (RA), the following will be required: 

• All of the following: 
o  Diagnosis of moderately to severely active rheumatoid arthritis and 
o  Prescribed by or in consultation with a rheumatologist and 
o Minimum duration of a 3-month trial and failure, contraindication, or intolerance to one of the following 

conventional therapies at maximally tolerated doses:  
 methotrexate  
 leflunomide  
 sulfasalazine  

OR 
• For continuation of prior Orencia therapy, defined as no more than a 45-day gap in therapy 

 
For reauthorization coverage of Orencia (abatacept) for Rheumatoid Arthritis (RA), the following will be 
required: 

• Patient demonstrates positive clinical response to therapy as evidenced by at least one of the following:  
o Reduction in the total active (swollen and tender) joint count from baseline  
o Improvement in symptoms (e.g., pain, stiffness, inflammation) from baseline  
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Applicable Codes 
 
The following list(s) of procedure and/or diagnosis codes is provided for reference purposes only and may not be all 
inclusive. Listing of a code in this policy does not imply that the service described by the code is a covered or non-
covered health service. Benefit coverage for health services is determined by the member specific benefit plan 
document and applicable laws that may require coverage for a specific service. The inclusion of a code does not imply 
any right to reimbursement or guarantee claim payment. Other Policies and Guidelines may apply. 
 

HCPCS Code Description 
J0129 Injection, abatacept, 10 mg 

 
ICD-10 Code Description 

D89.810 Acute graft-versus-host disease 
M05.10–M05.19  Rheumatoid lung disease with rheumatoid arthritis of unspecified site 
M05.20–M05.29  Rheumatoid vasculitis with rheumatoid arthritis 
M05.30–M05.39  Rheumatoid heart disease with rheumatoid arthritis 
M05.40–M05.49  Rheumatoid myopathy with rheumatoid arthritis 
M05.50–M05.59  Rheumatoid polyneuropathy with rheumatoid arthritis 
M05.60–M05.69 Rheumatoid arthritis with involvement of other organs and systems 
M05.70–M05.79  Rheumatoid arthritis with rheumatoid factor without organ or systems  

M05.7A  Rheumatoid arthritis with rheumatoid factor of other specified site  
M05.80–M05.8A  Other rheumatoid arthritis with rheumatoid factor 

M05.9  Rheumatoid arthritis with rheumatoid factor, unspecified 
M06.00–M06.09  Rheumatoid arthritis without rheumatoid factor 

M06.0A  Rheumatoid arthritis without rheumatoid factor, other specified site 
M06.20–M06.29 Rheumatoid bursitis 
M06.30–M06.39 Rheumatoid nodule 
M06.80–M06.8A  Other specified rheumatoid arthritis 

M06.9  Rheumatoid arthritis, unspecified 
M08.20–M08.29  Juvenile rheumatoid arthritis with systemic onset 

M08.2A  Juvenile rheumatoid arthritis with systemic onset, other specified site 
M08.3 Juvenile rheumatoid polyarthritis (seronegative) 

M08.40-M08.48 Pauciarticular juvenile rheumatoid arthritis 
M08.4A Pauciarticular juvenile rheumatoid arthritis, other 

specified site 
M08.80  Other juvenile arthritis, unspecified site 
M08.90  Juvenile arthritis, unspecified, unspecified site 

L40 Psoriasis 
L40.50-L40.59 Arthropathic psoriasis 
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Background 
 
Orencia (abatacept), a selective costimulation modulator, inhibits T cell (T lymphocyte) activation by binding to CD80 
and CD86, thereby blocking interaction with CD28. This interaction provides a costimulatory signal necessary for full 
activation of T lymphocytes. Activated T lymphocytes are implicated in the pathogenesis of RA, pJIA and PsA and are 
found in the synovium of patients with RA, pJIA and PsA. (Orencia Prescribing Information 2023) 
 
Clinical Evidence 
 
Rheumatoid arthritis (RA) 
 
Orencia (abatacept), Remicade (infliximab), and placebo were compared in a Phase 3, randomized, double-blind trial (n 
= 431). Enrolled patients had an inadequate response to MTX, and background MTX was continued during the trial. 
Although efficacy was comparable between abatacept and infliximab after 6 months of treatment, some differences in 
favor of abatacept were evident after 1 year of treatment. After 1 year, the mean changes from baseline in disease 
activity score based on erythrocyte sedimentation rate (DAS28-ESR) were -2.88 and -2.25 in the abatacept and infliximab 
groups, respectively (estimate of difference, -0.62; 95% confidence interval [CI], -0.96 to -0.29). Abatacept demonstrated 
greater efficacy vs infliximab on some (but not all) secondary endpoints, including the proportion of patients with a good 
European League Against Rheumatism (EULAR) response (32.0% vs 18.5%), low disease activity score (LDAS) (35.3% vs 
22.4%), ACR 20 responses (72.4% vs 55.8%), and improvements in the Medical Outcomes Study short-form-36 (SF-36) 
physical component summary (PCS) (difference of 1.93). Overall, abatacept had a relatively more acceptable safety and 
tolerability profile, with fewer serious adverse events (AEs) and discontinuations due to AEs than the infliximab group 
(Schiff et al 2008).    
 
Treatment with Orencia (abatacept) was directly compared to treatment with Humira (adalimumab), when added to 
MTX, in a multicenter, investigator-blind, randomized controlled trial (n = 646) of RA patients with inadequate response 
to MTX. After 2 years, the proportions of patients achieving ACR 20 responses were comparable between abatacept and 
adalimumab treatment groups (59.7 and 60.1%, respectively; difference 1.8%; 95% CI, -5.6 to 9.2%). ACR 50 and ACR 70 
responses were also similar between the 2 groups after 2 years of treatment. Rates of AEs were similar between 
treatment groups (Schiff et al 2014). 
 
A randomized, open-label trial evaluated biologic treatments in patients with RA who had had an inadequate response 
to a TNF inhibitor (Gottenberg et al 2016). Patients (n = 300) were randomized to receive a second TNF inhibitor (n = 
150) or a non-TNF-targeted biologic (n = 150) of the prescriber’s choice. The second TNF inhibitors, in order of 
decreasing frequency, included Humira (adalimumab), Enbrel (etanercept), Cimzia (certolizumab), and Remicade 
(infliximab), and the non-TNF biologics included Actemra (tocilizumab), Rituxan (rituximab), and Orencia (abatacept). 
The primary endpoint was the proportion of patients with a good or moderate EULAR response at week 24, defined as a 
decrease in DAS28-ESR of > 1.2 points resulting in a score of ≤ 3.2.  
 
At week 24, 52% of patients in the second anti-TNF group and 69% of patients in the non-TNF group achieved a good or 
moderate EULAR response (p = 0.003 or p = 0.004, depending on how missing data were handled). Secondary disease 
activity scores also generally supported better efficacy for the non-TNF biologics; however, HAQ scores did not differ 
significantly between groups. Among the non-TNF biologics, the proportion of EULAR good and moderate responders at 
week 24 did not significantly differ between abatacept, rituximab, and tocilizumab (67%, 61%, and 80%, respectively). 
There were 8 patients (5%) in the second TNF inhibitor group and 16 patients (11%) in the non-TNF biologic group that 
experienced serious AEs (p = 0.10), predominantly infections and cardiovascular events. There were some limitations to 
this trial; notably, it had an open-label design, and adherence may have differed between groups because all non-TNF 
biologics were given as infusions under observation and most of the TNF inhibitor drugs were self-injected by patients. 
The authors concluded that among patients with RA inadequately treated with TNF inhibitors, a non-TNF biologic was 
more effective in achieving a good or moderate disease activity response at 24 weeks; however, a second TNF inhibitor 
was also often effective in producing clinical improvement.      
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Another recent randomized trial (Manders et al 2015) evaluated the use of Orencia (abatacept) (n = 43), Rituxan 
(rituximab) (n = 46), or a different TNF inhibitor (n = 50) in patients (n =139) with active RA despite previous TNF 
inhibitor treatment. Actemra (tocilizumab) was not included. In this trial, there were no significant differences with 
respect to DAS28, HAQ-DI, or SF-36 over the 1-year treatment period, and AEs also appeared similar. A cost-
effectiveness analysis was also included in this publication, but results are not reported in this review.     
 
A Cochrane review examined Orencia (abatacept) for the treatment of RA. ACR 50 response was not significantly 
different at 3 months but was significantly higher in the abatacept group at 6 and 12 months compared to placebo 
(relative risk [RR], 2.47; 95% CI, 2 to 3.07 and RR, 2.21; 95% CI, 1.73 to 2.82). Similar results were seen in ACR 20 and ACR 
70 (Maxwell et al 2009). 
 
Juvenile idiopathic arthritis (JIA) 
 
In a trial of pediatric patients (6 to 17 years of age) with JIA (extended oligoarticular, polyarticular, or systemic without 
systemic manifestations), the patients treated with placebo had significantly more flares than the patients treated with 
Orencia (abatacept) (p = 0.0003). The time to flare was significantly different favoring abatacept (p = 0.0002) (Ruperto et 
al 2008). 
 
Psoriatic arthritis (PsA) 
 
Orencia (abatacept) gained FDA approval for the treatment of PsA based on 2 double-blind, placebo-controlled clinical 
trials in patients with an inadequate response or intolerance to DMARD therapy (Mease et al 2011, Mease et al 2017[a]). 
In a Phase 2 dose-finding trial (n = 170), patients received abatacept 3 mg/kg, 10 mg/kg, or 30/10 mg/kg (2 doses of 30 
mg/kg then 10 mg/kg) on days 1, 15, 29 and then every 28 days (Mease et al 2011). Compared to placebo (19%), the 
proportion of patients achieving ACR 20 was significantly higher with abatacept 10 mg/kg (48%; p = 0.006) and 30/10 
mg/kg (42%; p = 0.022) but not 3 mg/kg (33%). A Phase 3 trial (n = 424) randomized patients to abatacept 125 mg 
weekly or placebo (Mease et al 2017[a]). At week 24, the proportion of patients with ACR 20 response was significantly 
higher with abatacept (39.4%) vs placebo (22.3%; p < 0.001). 
 
A network meta-analysis of 30 randomized trials (N = 10,191) compared the efficacy of infliximab, apremilast, 
adalimumab, tofacitinib, ustekinumab, golimumab, abatacept, secukinumab, certolizumab, brodalumab, etanercept, and 
ixekizumab in PsA (Qiu et al 2020). Direct and indirect comparisons were performed. In direct comparisons, most agents 
were better than placebo in terms of ACR 20 response rate (except adalimumab, tofacitinib, and abatacept), and no 
agent was significantly different from placebo in terms of serious adverse events. In the network meta-analysis, 
etanercept and infliximab were more effective than golimumab for ACR 20 response, and infliximab was more effective 
than certolizumab for PASI 75 response. Etanercept and infliximab were ranked as the most effective treatments. 
 
A meta-analysis of 11 randomized studies (N = 5382) revealed that TNF inhibitors, IL inhibitors, and abatacept are more 
likely to achieve radiographic non-progression compared with placebo (Wu et al 2020). Ixekizumab and adalimumab had 
a similar proportion of non-progressors. 
 
Prophylaxis for Acute Graft versus Host Disease (aGVHD) 
 
The efficacy and safety of Orencia (abatacept) in the prophylaxis of acute GVHD was assessed in a Phase 2 trial of adults 
and children with hematologic malignancies undergoing hematopoietic stem cell transplantation (HSCT) from a matched 
or 1 allele-mismatched unrelated donor (Watkins et al 2021). A cohort of patients with 8/8 HLA-matched HSCT (N = 142) 
were randomized to blinded abatacept or placebo, each in addition to a calcineurin inhibitor (CNI) and MTX. At day 100, 
abatacept was associated with numeric improvements in the primary endpoint of severe (grade 3 to 4) acute GVHD 
(hazard ratio, 0.45; 95% CI, 0.22 to 0.90). At day 180, severe acute GVHD-free-survival (SGFS) was 93.2% for CNI/MTX 
plus abatacept vs 82% for CNI/MTX plus placebo (p = 0.05). In an open-label single-arm cohort of patients undergoing 
7/8 HLA-matched HSCT (n = 43), grade 3 to 4 acute GVHD was 2.3% for CNI/MTX plus abatacept, which compared 
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favorably with a nonrandomized matched cohort of CNI/MTX (30.2%, p < 0.001); the SGFS was also better (97.7% vs 
58.7%, p < 0.001). 
 
A study using data from the Center for International Blood and Marrow Transplant Research (CIBMTR) of patients 6 
years and older who underwent HSCT from a 1 allele-mismatched unrelated donor demonstrated that treatment with 
abatacept in addition to CNI and MTX was associated with greater overall survival at day 180 post-HSCT compared with 
patients not treated with abatacept (98% vs 75%) (Orencia prescribing information 2021). 
 
Clinical Guidelines 
 
Rheumatoid arthritis (RA) 
The America College of Rheumatology (ACR) recommends the use of conventional DMARDs, a TNF inhibitor, a non-TNF 
inhibitor biologic (tocilizumab, sarilumab, abatacept, or rituximab [only in patients that have had an inadequate 
response to TNF inhibitors or have a history of lymphoproliferative disorder]), or a JAK inhibitor (tofacitinib, baricitinib, 
upadacitinib). For patients who are not at target, switching to a medication in a different class is conditionally 
recommended over switching to a medication in the same class for patients receiving a biologic or JAK inhibitor. 
Biosimilars are considered equivalent to FDA-approved originator biologics. Anakinra was excluded from the ACR 
guideline because of its low use and lack of new data. (Fraenkel et al 2021).  
 
EULAR guidelines for RA management were recently updated (Smolen et al 2023). EULAR recommends that therapy with 
DMARDs should be initiated as soon as the RA diagnosis is made with treatment aimed at reaching a target of sustained 
remission or low disease activity in every patient. If the treatment target is not achieved with the first conventional 
synthetic DMARD (csDMARD) strategy, in the absence of poor prognostic factors, other csDMARDs should be 
considered. If poor prognostic factors are present with csDMARD failure, a biological DMARD should be added; JAK 
inhibitors may be considered, but pertinent risk factors should be taken into account. In patients who cannot use 
csDMARDs as a comedication, IL-6 inhibitors and targeted synthetic DMARDs may have some advantages compared with 
other biologic DMARDs. If a biological or targeted synthetic DMARD has failed, treatment with another should be 
considered. If one TNF or IL-6 inhibitor therapy has failed, patients may receive an agent with another mode of action or 
a second TNF or IL-6 inhibitor.  
 
The ACR released a position statement on biosimilars, which stated that the decision to substitute a biosimilar product 
for a reference drug should only be made by the prescriber and the prescriber. The ACR “supports the use of biosimilars 
to increase patients’ access to biologics” and “opposes insurer-mandated force switching to biosimilars” (ACR 2024). 
Similarly, the Task Force on the Use of Biosimilars to Treat Rheumatological Disorders recommends that both healthcare 
providers and patients should take part in the decision-making process for switching amongst biosimilars (Kay et al 
2018).  
 
EULAR has released guidelines for use of antirheumatic drugs in pregnancy, which state that etanercept and 
certolizumab are among possible treatment options for patients requiring therapy (Götestam Skorpen et al 2016). 
 
The ACR/Arthritis Foundation guidelines for the management of osteoarthritis of the hand, hip, and knee strongly 
recommends against the use of biologics (e.g., TNF inhibitors, IL-1 receptor antagonists) for any form of osteoarthritis 
(Kolasinski et al 2020). 
 
Juvenile idiopathic arthritis (JIA) 
The ACR and Arthritis Foundation published a guideline for the treatment of JIA in 2019 focusing on therapy for non-
systemic polyarthritis, sacroiliitis, and enthesitis. In children and adolescents with JIA and polyarthritis with moderate to 
high disease activity, addition of a biologic (TNF inhibitor, abatacept, or tocilizumab) is conditionally recommended. 
Patients with continued disease activity and primary TNF inhibitor failure are conditionally recommended to receive 
abatacept or tocilizumab over a second TNF inhibitor. Children and adolescents with JIA and active sacroiliitis despite 
treatment with NSAIDs are strongly recommended to add TNF inhibitor therapy over continuing NSAID monotherapy 
(Ringold et al 2019). 
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A 2021 guideline from the ACR addresses the treatment of oligoarthritis, temporomandibular joint arthritis, and SJIA 
(Onel et al 2022). For SJIA, an IL-1 inhibitor or IL-6 inhibitor is conditionally recommended for initial treatment; no 
specific agent is preferred. Monotherapy with an NSAID may also be considered for initial treatment of SJIA without 
macrophage activation syndrome. Systemic glucocorticoids are conditionally recommended as part of initial therapy for 
patients with macrophage activation syndrome. If residual arthritis is present despite these therapies, a conventional 
synthetic DMARD may be added or a different biologic therapy may be tried. Patients without macrophage activation 
syndrome who experience incomplete response or intolerance to an initial IL-1 or IL-6 inhibitor may be switched to an 
alternative IL-1 or IL-6 inhibitor. 
 
Psoriatic arthritis (PsA) 
 
Joint guidelines from the American Academy of Dermatology (AAD)/National Psoriasis Foundation (NPF) state that 
topical medications (e.g., corticosteroids, vitamin D analogues) are the most common agents used to treat mild to 
moderate PsO. They are commonly used as adjunctive therapy to phototherapy, systemic agents, and biologics (Elmets 
et al 2021). Phototherapy is viewed as a reasonable and effective treatment option for patients requiring more than 
topical medications and/or those wishing to avoid systemic medications (Elmets et al 2019). Although biologic therapies 
have changed the treatment landscape, non-biologic systemic agents (e.g., methotrexate) either as monotherapy or in 
combination with biologics, are still widely used due to benefit for widespread disease, comparatively low cost, 
increased availability, and ease of administration (Menter et al 2020[a]). 
 
Joint guidelines from the AAD/NPF on the treatment of psoriasis with biologics address the effectiveness of these drugs 
as monotherapy or in combination to treat moderate-to-severe disease in adults. The guideline does not provide 
relevant ranking for preferences of individual biologics, but does recommend that etanercept, infliximab, adalimumab, 
ustekinumab, secukinumab, ixekizumab, brodalumab, guselkumab, risankizumab, and tildrakizumab can all be 
recommended as a monotherapy option for patients. Further recommendations on specific presentations of the disease, 
combination therapy, and dosing recommendations are included in the guidance (Menter et al 2019).  
 
The AAD/NPF guideline on PsO in pediatric patients states that etanercept, adalimumab, and ustekinumab are effective 
biologic therapies for moderate to severe pediatric psoriasis. Infliximab can be recommended as monotherapy or in 
combination with MTX for use in pediatric patients with severe plaque or pustular psoriasis that is unresponsive to other 
systemic medications, rapidly progressive, unstable, and/or life threatening (Menter et al 2020[b]).  
 
EULAR 2023 PsA guidelines recommend biologic DMARDs in patients with peripheral arthritis and an inadequate 
response to at least 1 synthetic DMARD, such as MTX. For patients with peripheral arthritis, an inadequate response to 
at least 1 synthetic DMARD, and relevant skin involvement, biologics targeting IL-12/23 or IL-17 pathways may be 
considered. In patients with peripheral arthritis and an inadequate response to at least one synthetic DMARD and at 
least one biologic DMARD, JAK inhibitors may be considered; JAK inhibitors may also be considered in patients for whom 
biologic DMARD therapy is not appropriate. Apremilast is considered a treatment option in patients with peripheral 
arthritis and an inadequate response to at least 1 synthetic DMARD, in whom biologics and JAK inhibitors are not 
appropriate (Gossec et al 2024).  
 
The Group for Research and Assessment of Psoriasis and Psoriatic Arthritis (GRAPPA) recommendations for PsA vary 
based on whether the arthritis is peripheral or axial and based on prior therapies, and may include DMARDS, NSAIDs, 
simple analgesics, a TNF inhibitor, an IL-12/23 inhibitor, an IL-23 inhibitor, an IL-17 inhibitor, a JAK inhibitor, or a PDE-4 
inhibitor (Coates et al 2022[b]).  
The American College of Rheumatology/National Psoriasis Foundation guideline on PsA recommends that a TNF 
inhibitor is preferred in treatment-naïve patients with active PsA, although an oral therapy (MTX, sulfasalazine, 
leflunomide, cyclosporine, or apremilast) can be a first-line option in patients without severe PsA and without severe 
psoriasis, or if a patient has another compelling reason to avoid a TNF inhibitor. In patients who fail oral therapy, a 
switch to a TNF inhibitor is preferred and placed ahead of IL-17 biologics (secukinumab, ixekizumab, brodalumab), IL-
12/23 biologics (ustekinumab), abatacept, and tofacitinib (Singh et al 2019). 
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In 2020, the International Psoriasis Council Biosimilar Working Group published a consensus statement for the use of 
biosimilars in the treatment of patients with psoriasis (Cohen et al 2020). There was consensus from the Group that 
prescribing biosimilars to biologic-naïve patients or switching a stable patient from a reference product to a biosimilar 
product is appropriate if the patient and physician agree to do so. Furthermore, switching between different biosimilars 
should be performed with caution, until more evidence is generated supporting this practice, and multiple switches 
between various biosimilars and reference biologics is not the preferred option but is acceptable. Lastly, treatment 
switches should not occur in less than an adequate period of time (usually 6 months) from initiation of the reference 
product, allowing full assessment of its therapeutic effect. 
 
Prophylaxis for Acute Graft versus Host Disease (aGVHD) 
 
The NCCN Drugs & Biologics Compendium, NCCN recommends (2A) abatacept for the treatment of chronic graft-versus-
host disease (GVHD) as additional therapy in conjunction with systemic corticosteroids following no response (steroid-
refractory disease) to first-line therapy options. (NCCN 2025) 
 
U.S. Food and Drug Administration (FDA) 
 
This section is to be used for informational purposes only. FDA approval alone is not a basis for coverage. 
 
ORENCIA is a selective T cell costimulation modulator indicated for: 

• the treatment of adult patients with moderately to severely active rheumatoid arthritis (RA).  
• the treatment of patients 2 years of age and older with moderately to severely active polyarticular juvenile 

idiopathic arthritis (pJIA).  
• the treatment of patients 2 years of age and olderwith active psoriatic arthritis (PsA).  
• the prophylaxis of acute graft versus host disease (aGVHD), in combination with a calcineurin inhibitor and 

methotrexate, in adults and pediatric patients 2 years of age and older undergoing hematopoietic stem cell 
transplantation (HSCT) from a matched or 1 allele-mismatched unrelated donor. 
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Nondiscrimination & Language Access Policy 
Discrimination is Against the Law. Aspirus Health Plan, Inc. complies with applicable Federal civil rights laws and does not discriminate on 
the basis of race, color, national origin, age, disability,  or sex, (including sex characteristics, including intersex traits; pregnancy or related 
conditions; sexual orientation, gender identity and sex stereotypes), consistent with the scope of sex discrimination described at 45 CFR 
§ 92.101(a)(2). Aspirus Health Plan, Inc. does  not exclude people or treat them less favorably because of race, color, national origin, age, 
disability, or sex.

Aspirus Health Plan, Inc.:
Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to communicate effectively with 
us, such as:

-	 Qualified sign language interpreters.
-	 Written information in other formats (large print, audio, accessible electronic formats, other formats).

Provides free language assistance services to people whose primary language is not English, which may include:
-	 Qualified interpreters.
-	 Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact the Nondiscrimination 
Grievance Coordinator at the address, phone number, fax number, or email address below.

If you believe that Aspirus Health Plan, Inc. has  failed to provide these services or discriminated in another way on the basis of race, color, 
national origin, age, disability, or sex, you can file a grievance with:

Nondiscrimination Grievance Coordinator
Aspirus Health Plan, Inc.
PO Box 1890
Southampton, PA 18966-9998
Phone: 1-866-631-5404 (TTY: 711)
Fax: 763-847-4010
Email: customerservice@aspirushealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Nondiscrimination Grievance Coordinator is 
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically 
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201  
1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. This notice is available at Aspirus Health Plan, Inc.’s website: 
https://aspirushealthplan.com/webdocs/70021-AHP-NonDiscrim_Lang-Assist-Notice.pdf.

70021 07-24 ©2024 Aspirus Health Plan, Inc. All rights reserved.
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