
 
 

PHARMACY POLICY STATEMENT 

Marketplace 
 

DRUG NAME Entyvio (vedolizumab) 
BENEFIT TYPE Medical or pharmacy 
STATUS Prior Authorization Required 

 

Entyvio is an integrin receptor antagonist indicated in adults for the treatment of moderately to severely active 
ulcerative colitis (UC) or moderately to severely active Crohn’s disease (CD). It targets the immune system 
of the gut and has a favorable safety profile, without the risk for PML that can occur with the more broadly 
acting anti-integrin drug, Tysabri, which is also used for Crohn’s disease.  
CD and UC are inflammatory bowel diseases. CD can affect any part of the GI tract whereas UC only affects 
the large intestine (colon and rectum). CD can affect the entire thickness of the bowel wall whereas UC only 
affects the inner-most lining.  

 
Entyvio (vedolizumab) will be considered for coverage when the following criteria are 
met: 

 

Crohn’s Disease (CD) 

For initial authorization: 
1. Member is at least 18 years of age; AND 

2. Medication must be prescribed by or in consultation with a gastroenterologist; AND 

3. Member has a documented diagnosis of moderately to severely active CD; AND 

4. Dosage allowed/Quantity limit: administer 300 mg IV infusion at 0, 2, and 6 weeks, and every 8 
weeks thereafter. Quantity limit: 1 vial per 56 days following induction.  

Note: Therapy should be discontinued if no evidence of therapeutic benefit by week 14.  
 

If all the above pin 614(g)-14(i)8(st)-7(;)-7( )-(e)-14( )-7(p)-7(i)8(n)-14( 614(g)-14(i)8(st)-7(;)-7( )-(432b)-14(08(n)-14( 08(n)-s] TJ

ET

Q

q

4u).53 Tm3n)-14( 08(n)-s8(i)8(t)f

1 0 0 1 65.675 302.7 Tm

0 G

[(a)-14(l)-7(l)-7( )-7(t)-23(h)-31(e)-14( )-72544(l)(h)-31(e)-14( )-7)-14( )- )-7(3)-31(h)-14(e)-14(DC 55.275 4e)-14(DC 53g1(/)-7(Q)-7

Q

q

49.v)tial






