
 
 

PHARMACY POLICY STATEMENT 
Marketplace 

 
DRUG NAME Sotyktu (deucravacitinib) 
BENEFIT TYPE Pharmacy 
STATUS Prior Authorization Required 

 
Sotyktu is a tyrosine kinase 2 inhibitor initially approved by the FDA in 2022. It is indicated for the treatment 
of moderate-to-severe plaque psoriasis in adults who are candidates for systemic therapy or phototherapy. 
Sotyku is the first drug in its class to gain FDA approval for any condition. The approval of Sotyktu was based 
on results from the Phase 3 POETYK PSO-1 and POETYK PSO-2 clinical trials, both of which compared 
Sotyktu head-to-head with Otezla 30 mg twice daily as well as with placebo. In both studies, Sotyktu 
outperformed Otezla and placebo on two commonly used measures for assessing skin clearing: Psoriasis 
Area and Severity Index (PASI) and static Physician’s Global Assessment (sPGA). 

  
Sotyktu (deucravitinib) will be considered for coverage when the following criteria are 
met: 

 
Plaque Psoriasis 
For initial authorization: 
1. Member is at least 18 years of age; AND 
2. Medication must be prescribed by or in consultation with a dermatologist; AND 
3. Member has a diagnosis of moderate to severe plaque psoriasis; AND 
4. Member has tried and failed to respond to treatment with ONE of the following: 

a) At least 12 weeks of photochemotherapy (i.e., psoralen plus ultraviolet A therapy);  
b) At least 12 weeks of phototherapy (i.e., UVB light therapy, Excimer laser treatments); 
c) At least a 4-week trial with topical antipsoriatic agents (i.e., anthralin, calcipotriene, coal tar, 

corticosteroids, tazarotene, tacrolimus, pimecrolimus); AND 
5. Member has tried and failed, or unable to tolerate a systemic non-biologic DMARD (i.e., cyclosporine, 

methotrexate, acitretin) for at least 12 weeks; AND 
6. Member has tried and failed TWO preferred biologic DMARDs for 3 months each (see appendix); 

AND 
7. Member has a negative tuberculosis test within the last 12 months.  
8. Dosage allowed/Quantity limit: Administer one tablet orally (6mg) once daily. Quantity limit: 30 

tablets per 30 days. 
 

If all the above requirements are met, the medication will be approved for 12 months. 
 
For reauthorization: 
1. Chart notes have been provided showing improvement of signs and symptoms of disease such as 

documented member’s BSA improvement, etc. 
 

If all the above requirements are met, the medication will be approved for an additional 12 months. 
 
 

CareSource considers Sotyktu (deucravacitinib) not medically necessary for the 
treatment of conditions that are not listed in this document. For any other 
indication, please refer to the Off-Label policy. 



 
 

DATE ACTION/DESCRIPTION 
09/27/2022 New policy for Sotyktu created. 
08/20/2024 Added trial of two preferred biologics for 3 months each and added appendix.  
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Appendix II: Preferred Biologic Products 
Approved for Rheumatoid Arthritis  • Actemra (requires step through preferred adalimumab product)  

• Adalimumab-adaz, adalimumab-fkjp  
• Enbrel  
• Hadlima  
• Humira  

Approved for Juvenile Idiopathic Arthritis  • Actemra (requires step through preferred adalimumab product)  
• Adalimumab-adaz, adalimumab-fkjp  
• Enbrel  
• Hadlima  
• Humira  

Approved for Ankylosing Spondylitis  • Adalimumab-adaz, adalimumab-fkjp  
• Cosentyx  
• Enbrel  
• Hadlima  
• Humira  
• Rinvoq  

Approved for Non-radiographic Axial 
Spondyloarthritis  

• Cosentyx  
• Rinvoq  

Approved for Atopic Dermatitis  • Rinvoq  
Approved for Psoriatic Arthritis  • Adalimumab-adaz, adalimumab-fkjp  

• Cosentyx  
• Enbrel  
• Hadlima  
• Humira  
• Otezla  
• Skyrizi  
• Stelara  
• Tremfya  

Approved for Plaque Psoriasis  • Adalimumab-adaz, adalimumab-fkjp  
• Cosentyx  



 
• Enbrel  
• Hadlima  
• Humira  
• Otezla  
• Skyrizi  
• Stelara  
• Tremfya  

Approved for Crohn’s Disease  • Adalimumab-adaz, adalimumab-fkjp  
• Hadlima  
• Humira  
• Stelara  
• Rinvoq  
• Skyrizi  

Approved for Ulcerative Colitis  • Adalimumab-adaz, adalimumab-fkjp  
• Hadlima  
• Humira  
• Stelara  
• Rinvoq  
• Skyrizi  
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