Zoryve (roflumilast)

Override(s) Approval Duration
Prior Authorization 1 year
Quantity Limit

Medications Quantity Limit

Zoryve (roflumilast) 0.3% cream, foam May be subject to quantity limit
Zoryve (roflumilast) 0.05% cream
Zoryve (roflumilast) 0.15% cream

APPROVAL CRITERIA

Requests for Zoryve (roflumilst) 0.3% cream may be approved if the following criteria are met:

I. Individual has a diagnosis of plaque psoriasis; AND

II.  Individual has had a trial of and inadequate response or intolerance to ONE of the
following topical therapies for psoriasis* (AAD 2020). Medication
samples/coupons/discount cards are excluded from consideration as a trial:

Medium to high potency topical corticosteroids; OR

Tazarotene; OR

Vitamin D analogs (calcitriol, calcipotriene, or calcipotriene/betamethasone

combination agents); OR

Topical calcineurin inhibitors (tacrolimus or pimecrolimus); OR

Salicylic acid; OR

Anthralin; OR

. Coal tar preparations.
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*Some therapies may be subject to Prior Authorization.

Requests for Zoryve (roflumilst) 0.3% foam may be approved if the following criteria are met:

I.  Individual has a diagnosis of seborrheic dermatitis; AND
II.  Individual has moderate to severe (IGA score of 3 or higher) disease (NCT04973228,
NCT04091646); AND
lll. Individual has had a trial of and inadequate response or intolerance to one agent from
either of the following classes for seborrheic dermatitis™:
A. Topical corticosteroid; OR
B. Topical antifungal agent (such as ketoconazole or clotrimazole);

*Some therapies may be subject to Prior Authorization.
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Individual has a diagnosis of plaque psoriasis; AND

Individual has had a trial of and inadequate response or intolerance to ONE of the
following topical therapies for psoriasis* (AAD 2020). Medication
samples/coupons/discount cards are excluded from consideration as a trial:
Medium to high potency topical corticosteroids; OR

Tazarotene; OR

Vitamin D analogs (calcitriol, calcipotriene, or calcipotriene/betamethasone
combination agents); OR

Topical calcineurin inhibitors (tacrolimus or pimecrolimus); OR

Salicylic acid; OR

Anthralin; OR

. Coal tar preparations.

GmMmo Ow>»

Requests for Zoryve (roflumilast) 0.05% cream or Zoryve (roflumilast) 0.15% cream may be
approved if the following criteria are met:

Individual has a diagnosis of mild to moderate atopic dermatitis; AND
Individual has had a trial of and inadequate response or intolerance to one agent from
each of the following classes for atopic dermatitis* or individual has a clinical reason
why they cannot be used:

A. Topical calcineurin inhibitor; AND

B. Topical corticosteroid

*Some therapies may be subject to Prior Authorization.

Requests for Zoryve (roflumilst) may not be approved for the following:

Individual has moderate or severe liver impairment (Child-Pugh class B or C).
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Federal and state laws or requirements, contract language, and Plan utilization management programs or policies may take
precedence over the application of this clinical criteria.

No part of this publication may be reproduced, stored in a retrieval system or transmitted, in any form or by any means,
electronic, mechanical, photocopying, or otherwise, without permission from the health plan.
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