PRIOR AUTHORIZATION CRITERIA

BRAND NAME

(generic)
SPORANOX ORAL SOLUTION
(itraconazole)

Status: CVS Caremark® Criteria
Type: Initial Prior Authorization

POLICY

FDA-APPROVED INDICATIONS
Sporanox (itraconazole) Oral Solution is indicated for the treatment of oropharyngeal and esophageal candidiasis.

COVERAGE CRITERIA

Esophageal Candidiasis, Oropharyngeal Candidiasis
Authorization may be granted when the requested drug is being prescribed for the treatment of esophageal candidiasis or
oropharyngeal candidiasis when ONE of the following criteria are met:

e The patient has experienced an inadequate treatment response to fluconazole

e The patient has experienced an intolerance to fluconazole

e The patient has a contraindication that would prohibit a trial of fluconazole

DURATION OF APPROVAL (DOA)
e 210-A: DOA: 6 months
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