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PURPOSE: 
The intent of this Ilumya Prior Authorization Clinical Policy is to ensure services are medically necessary.  
 
Please refer to the member’s benefit document for specific information. To the extent there is any 
inconsistency between this policy and the terms of the member’s benefit plan or certificate of coverage, 
the terms of the member’s benefit plan document will govern. 
 
POLICY: 
Benefits must be available for health care services. Health care services must be ordered by a provider. 
Health care services must be medically necessary, applicable conservative treatments must have been 
tried, and the most cost-effective alternative must be requested for coverage consideration.  
 
GUIDELINES:  
Medical Necessity Criteria – Must satisfy any of the following: I – II 
 
Table 1: Ilumya (tildrakizumab-asmn) 

Biologic Molecule Route of Administration Drug Class 
Ilumya tildrakizumab- asmn subcutaneous injection IL – 23 antagonist 

 
I. Initial request for Ilumya (tildrakizumab – asmn) – must satisfy all of the following A – C. 

 
A. Member must have diagnosis of moderate to severe plaque psoriasis who are candidates 

for systemic therapy or phototherapy; and 
 

B. Prescribed by or in consultation with a dermatologist or rheumatologist; and  
 

C. The member has not responded to, is intolerant to, responds to but cannot tapper off 
without recurrent symptoms, or is a poor candidate for two self-administered biologic 
drugs with different mechanisms of action (ie, from different drug classes) (Table 2). 

 
II. Continuation request – allow up to 12 months.  

 
Table 2: Self- Administered Biologic Drugs for Plaque Psoriasis* 

Drug Generic/Molecule 
Name 

Is this a 
Biosimilar? 

Generic 
Available 

Route of 
Administration 

Recommended 
Age 

Drug Class 

Cimzia certolizumab N N subcutaneous 
injection 

adult TNFα 
blocker 

Cosentyx secukinumab N N subcutaneous 
injection 

adult IL – 17A 
antagonist 

Enbrel etanercept N N subcutaneous 
injection 

not age 
specific 

TNFα 
blocker 

Humira adalimumab N N subcutaneous 
injection 

adult TNFα 
blocker 

Siliq brodalumab N N subcutaneous 
injection 

adult IL – 17A 
antagonist 
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Table 2: Self- Administered Biologic Drugs for Plaque Psoriasis* continued 

Drug Generic/Molecule 
Name 

Is this a 
biosimilar? 

Generic 
Available 

Route of 
Administration 

Recommended 
Age 

Drug Class 

Skyrizi risankizuamabr 
zaa 

N N subcutaneous 
injection 

adult IL – 23 
antagonist 

Stelara ustekinumab N N subcutaneous 
injection 

adult IL – 12 & 
IL- 23 

antagonist 
Taltz ixekizumab N N subcutaneous 

injection 
adult IL – 17 

antagonist 
Tremfya guselkumab N N subcutaneous 

injection 
adult IL – 23 

antagonist 
* This list of drugs is not exhaustive, nor does it ensure coverage. Check member’s prescription benefit. 
 
DEFINITIONS: 
Biologic/biological: Biological products include a wide range of products such as vaccines, blood, and 
blood components, allergenics, somatic cells, gene therapy, tissues, and recombinant therapeutic 
proteins.  
 
BACKGROUND: 
This clinical policy is based on U.S. Food and Drug Administration (FDA) approved indications and 
dosing, expert consensus opinion and/or available reliable evidence.  
 
Prior Authorization: Yes, per network provider agreement – up to 12 months. This is subject to the 
member’s contract benefits.  
 
CODING: 
HCPCS – 2023 
J3245 Injection, tildrakizumab-asmn, 1mg (Ilumya) 
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Nondiscrimination & Language Access Policy 
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, sex, sexual orientation, or gender identity. We do not exclude people or treat them differently because of race, color, 
national origin, age, disability, sex, sexual orientation, or gender identity.

We will:
Provide free aids and services to people with disabilities to communicate effectively with us, such as:

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

Provide free language services to people whose primary language is not English, such as:
-	 Qualified interpreters
-	 Information written in other languages

If you need these services, contact us at the phone number shown on the inside cover of this contract, your id card, or aspirushealthplan.com.

If you believe that we have failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, 
disability, sex, sexual orientation, or gender identity, you can file a grievance with:

Nondiscrimination Grievance Coordinator
Aspirus Health Plan, Inc.
PO Box 1062
Minneapolis, MN 55440
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.

Language Assistance Services
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