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Intent:

The intent of this policy/guideline is to provide information to the prescribing practitioner
outlining the coverage criteria for Tazarotene Cream 0.1% under the patient’s prescription
drug benefit.

Description:
FDA-Approved Indication

Plaque Psoriasis
Tazarotene cream 0.1% is indicated for the topical treatment of patients with plaque
psoriasis.

Acne Vulgaris
Tazarotene cream 0.1% is also indicated for the topical treatment of patients with acne
vulgaris.

Applicable Drug List:
Tazarotene Cream 0.1%

Policy/Guideline:

Criteria for Initial Approval:

Plaque Psoriasis

Authorization may be granted when the requested drug is being prescribed for the

treatment of plaque psoriasis when ALL of the following criteria are met:

e The plague psoriasis affects less than or equal to 20 percent of the patient’s body
surface area (BSA).

e The patient meets ONE of the following:

o The patient has experienced an inadequate treatment response to at least ONE
topical corticosteroid [NOTE: The patient may continue to use a corticosteroid
product (e.g., clobetasol, fluocinonide, mometasone, triamcinolone, etc.).]

o The patient has experienced an intolerance to at least ONE topical corticosteroid.

o The patient has a contraindication that would prohibit a trial of ALL topical
corticosteroids.

CONTINUATION OF THERAPY

Plaque Psoriasis

Authorization may be granted when the requested drug is being prescribed for the

treatment of plaque psoriasis when ALL of the following criteria are met:

o The plaque psoriasis affects less than or equal to 20 percent of the patient’s body
surface area (BSA).
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¢ The patient has achieved or maintained a positive clinical response as evidenced by
improvement (e.g., clear or almost clear outcome, patient satisfaction, etc.)

Approval Duration and Quantity Restrictions:
Initial Approval: 3 Months
Renewal Approval: 12 Months

Quantity Level Limit: Reference Formulary for drug specific quantity level limits
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