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Exceptions
Overview

Saphnelo (anifrolumab) is a type 1 interferon (IFN) receptor antagonist indicted for the treatment of adult
patients with moderate to severe systemic lupus erythematosus (SLE), who are receiving standard
therapy.

Coverage Guidelines

Authorization may be reviewed for members new to AllWays Health Partners who are currently receiving
treatment with the requested medication excluding when the product is obtained as samples or via
manufacturer’s patient assistance programs

OR

Authorization may be granted if the member meets all following criteria and documentation has been
submitted:

Saphnelo® (anifrolumab)
1. The member has a diagnosis of systemic lupus erythematosus
2. The prescribing physician is a theumatologist
3. The member is > 18 years of age
4. ONE of'the following:
a. Use in combination with at least ONE of the following standard of care therapeutic
categories: antimalarials, corticosteroids, or immunosuppressants
b. Physician documented contraindication to ALL of the following standard of care therapeutic
categories: Antimalarials, corticosteroids, or immunosuppressants
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Continuation of Therapy
Reauthorization may be granted with physician documentation of positive clinical response as evidence
by low disease activity and improvement in signs and symptoms of condition.

Limitations
1. Initial approvals and reauthorizations will be granted for: 12 months
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Disclaimer
AllWays Health Partners complies with applicable federal civil rights laws and does not discriminate or
exclude people on the basis of race, color, national origin, age, disability, or sex.
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