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Overview

Prescriptions that meet the initial step therapy requirements will adjudicate automatically at the point of sale. If
the prescription does not meet the initial step therapy requirements, the prescription will deny with a message
indicating that prior authorization (PA) is required. Refer to the criteria below and submit a PA request for the
members who do not meet the initial step therapy requirements at the point of sale.

Initial Step-Therapy Requirements:

First-Line: Medications listed on first-line are covered without prior-authorization.

Second-Line: Second-line medications will pay if the member has had a 14-day fill of at least two (2) different
first-line medications or a second-line medication within the past 180 days.

Coverage Guidelines

If a member does not meet the initial step therapy requirements, then approval of a second-line medication will
be granted if the member has had a documented inadequate response or side effect to at least two different
1st-line therapies

FIRST-LINE* SECOND-LINE

Capsaicin cream Doxepin 5% Cream
Lidocaine patch

Super potent topical steroids

Betamethasone dipropionate, augmented 0.05% (gel,
lotion, ointment)

Clobetasol propionate 0.05% (cream, foam, gel, ointment,
solution)

Fluocinonide 0.1% cream

Flurandrenolide 4mcg/cm tape

Halobetasol propionate 0.05% (cream, lotion, ointment)

Potent topical corticosteroids

Amcinonide 0.1% cream

Betamethasone dipropionate 0.05% cream
Betamethasone valerate 0.1% ointment & foam 0.12%

Mass General Brigham Health Plan includes Mass General Brigham Health Plan, Inc.
and Mass General Brigham Health Insurance Company.



FIRST-LINE* SECOND-LINE

Desoximetasone 0.05% cream

Diflorasone diacetate 0.05% cream & ointment
Fluocinonide 0.05% cream, gel, ointment and solution
Fluticasone propionate 0.005% ointment

Halcinonide 0.1% cream & ointment

Halobetasol propionate 0.01% lotion

Mometasone furoate 0.1% ointment

Triamcinolone acetonide 0.5% cream & ointment

Pimecrolimus
Tacrolimus
*Please note: Some first-line agents require a PA. Please refer to the Drug Look Up tool for coverage.

Limitations
1. A quantity limit of 45 grams per 30 days applies.
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Review History

11/20/2019 — Reviewed at P&T

11/18/2020- Reviewed at P&T

09/21/2022 — Reviewed at Sept P&T; Separated Comm/Exch vs MH policies; no clinical updates. Effective
01/01/2023
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