Division of Medical Assistance

N.C. Prior Authorization Program

Topical Anti-inflammatory Medications



Therapeutic Class Code: Q5K 
Therapeutic Class Description: Topical Anti-inflammatory Medications
	Medication
	NDC
	Generic Code Number(s)

	Elidel 
	
	15348

	Locoid 
	00496080215, 00496080245, 00496082145
	

	Protopic 
	
	12289, 12302


Early and Periodic Screening, Diagnostic and Treatment Provision

Early Periodic Screening, Diagnostic and Treatment (EPSDT) allows a recipient less than 21 years of age to receive services in excess of the limitations or restrictions below and without meeting the specific criteria in this section when such services are medically necessary health care services to correct or ameliorate a defect, physical or mental illness, or a condition [health problem]; that is, documentation shows how the service product or procedure will correct or improve or maintain the recipient’s health in the best condition possible, compensate for a health problem, prevent it from worsening, or prevent the development of additional health problems.

EPSDT DOES NOT ELIMINATE THE REQUIREMENT FOR PRIOR APPROVAL IF PRIOR APPROVAL IS REQUIRED. Additional information on EPSDT guidelines may be accessed at http://www.ncdhhs.gov/dma/epsdt
Criteria for Coverage of Elidel and Protopic 0.03%: 

· For areas other than groin or face, failed 2 generic topical corticosteroids in highest potency class and patient is greater than 2 years of age.
· For groin and face failed 2 topical generic corticosteroids from preferred list in any potency class and patient is greater than 2 years of age.
OR

· Patient has a documented adverse reaction or contraindication that precludes trial of 2 generic topical corticosteroids from preferred list. 
Criteria for coverage of Protopic 0.1%:
· For areas other than groin or face, failed 2 generic topical corticosteroids in highest potency class and patient is greater than 18 years of age.
· For groin and face failed 2 topical generic corticosteroids from preferred list in any potency class and patient is greater than 18 years of age.
OR

· Patient has a documented adverse reaction or contraindication that precludes trial of 2 generic topical corticosteroids from preferred list. 
Criteria for coverage of Locoid:

· Has failed 2 topical generic corticosteroids from preferred list in medium potency class
OR

· Patient has a documented adverse reaction or contraindication that precludes trial of 2 generic topical corticosteroids from preferred list. 
Preferred Generic Topical Corticosteroids
	Very High Potency
	High Potency
	Medium Potency
	Low Potency

	Augmented betamethasone dipropoinate 0.05% ointment
	Augmented betamethasone dipropionate 0.05% cream
	Betamethasone valerate 0.1% cream
	Hydrocortisone cream 2.5%

	Clobetasol propionate 0.05% cream or ointment
	Fluocinonide 0.05% cream or ointment
	Triamcinolone 0.025% ointment
	


Procedures

1.   Exemption Forms will not be accepted for this drug class.
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