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REMICADE (Infliximab) 1V Injection

Coverage Criteria

Rheumatoid Arthritis - patient must demonstrate inadequate response to at least 1 DMARD or intolerance to 2
DMARDs; Remicade is to be used in combination with methotrexate.

Crohn's Disease - patient must demonstrate an inadequate response to at least 2 first-line agents unless the
patient has multiple draining enterocutaneous or rectovaginal fistulae.

Ulcerative Colitis - patient must demonstrate an inadequate response to at least 2 first-line agents such as oral
or rectal 5-ASA products or glucocorticosteroids.

Ankylosing Spondylitis - patient must demonstrate inadequate response to at least 2 NSAIDs or intolerance to
2 NSAIDs. If the ankylosing spondylitis is predominantly peripheral arthritis, patient must demonstrate an
inadequate response or intolerance to sulfasalazine only.

Psoriasis - patient must be a candidate for systemic therapy or phototherapy.

Reactive Arthritis - patient must demonstrate inadequate response to at least 2 first-line agents such as
NSAIDs, or DMARDSS.

Inflammatory Bowel Disease Arthritis - patient must demonstrate an inadequate response to at least 2 first-line
agents such as sulfasalazine, azathioprine, 6-mercaptopurine, MTX or oral steroids.

Required Medical Information
Patient must be evaluated for latent TB with a PPD test. Patient must also be assessed for the risk of hepatitis B
and, if appropriate, be tested.

Exclusion Criteria
Patients are excluded if they have an active infection or moderate to severe CHF.
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