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Topical Acne and Topical Rosacea, IL Medicaid Only

PRODUCTS AFFECTED

adapalene cream, adapalene gel, adapalene-benzoyl peroxide gel, adapalene-benzoyl peroxide pads, Aklief
(trifarotene) cream, azelaic acid gel, Benzac AC (benzoyl peroxide) wash liquid, benzoyl peroxide-
erythromycin gel, BP (benzoyl peroxide) 10-1 emulsion, BP (benzoyl peroxide) cleansing wash emulsion,
brimonidine tartrate gel, Cleocin-T (clindamycin) lotion, Clindacin ETZ (clindamycin) kit, Clindacin ETZ
(clindamycin) swab, Clindacin (clindamycin) foam, Clindacin (clindamycin) Pac kit, Clindacin-P (clindamycin)
swab, clindamycin phos (once-daily) gel, clindamycin phos (twice-daily) gel, clindamycin phos-benzoyl perox
gel, clindamycin phos-benzoyl perox gel, clindamycin phosphate foam, clindamycin phosphate lotion,
clindamycin phosphate solution, clindamycin phosphate swab, clindamycin-tretinoin gel, dapsone gel, Differin
(adapalene) cream, Differin (adapalene) gel, Differin (adapalene) lotion, [Enzoclear (benzoyl peroxide) foam,
Epiduo Forte (adapalene; benzoyl peroxide) gel, Epiduo (adapalene; benzoyl peroxide) gel, Epsolay (benzoyl
peroxide) cream, Ery (erythromycin) pads, erythromycin gel, erythromycin solution, Fabior (tazarotene) foam,
Finacea (azelaic acid) foam, Finacea (azelaic acid) gel; ivermectin cream, MetroCream (metronidazole)
cream, Metrogel (metronidazole) gel, MetroLotion (metronidazole) lotion, metronidazole lotion, metronidazole
cream, Mirvaso (brimonidine) gel, Neuac (benzoyl peroxide; clindamycin) gel, Neuac (benzoyl peroxide;
clindamycin) kit, Rhofade (oxymetazoline) cream, Rosadan (metronidazole) cream, Rosadan (metronidazole)
gel, Rosadan (metronidazole) kit, Soolantra (ivermectin) cream, SSS 10-5 cream, SSS 10-5 foam,
sulfacetamide sodium (acne) lotion, sulfacetamide sodium-sulfur cream, sulfacetamide sodium-sulfur
emulsion, sulfacetamide sodium-sulfur liquid, sulfacetamide sodium-sulfur pads, sulfacetamide sodium-sulfur
suspension, sulfacetamide sod-sulfur wash liquid, Sumadan (sulfacetamide; sulfur) kit, Sumadan
(sulfacetamide; sulfur) wash liquid, Sumadan XLT (sulfacetamide; sulfur) kit, Sumaxin CP (sulfacetamide;
sulfur) kit, Sumaxin (sulfacetamide; sulfur) pads, tazarotene foam, tretinoin cream, tretinoin gel, tretinoin
microsphere pump gel, Twyneo.cream, Winlevi cream, Zma Clear suspension

COVERAGE POLICY

Coverage for services; procedures, medical devices, and drugs are dependent upon benefit eligibility as
outlined in the member's specific benefit plan. This Coverage Guideline must be read in its entirety to
determine coverage eligibility, if any. This Coverage Guideline provides information related to coverage
determinations only and does not imply that a service or treatment is clinically appropriate or inappropriate.
The provider and the member are responsible for all decisions regarding the appropriateness of care.
Providers should provide Molina Healthcare complete medical rationale when requesting any exceptions to
these guidelines.

Documentation Requirements:

Molina Healthcare reserves the right to require that additional documentation be made available as
part of its coverage determination; quality improvement; and fraud; waste and abuse prevention
processes. Documentation required may include, but is not limited to, patient records, test results and
credentials of the provider ordering or performing a drug or service. Molina Healthcare may deny
reimbursement or take additional appropriate action if the documentation provided does not support
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Drug and Biologic Coverage Criteria
the initial determination that the drugs or services were medically necessary, not investigational or
experimental, and otherwise within the scope of benefits afforded to the member, and/or the
documentation demonstrates a pattern of billing or other practice that is inappropriate or excessive.

DIAGNOSIS:
Acne Vulgaris, Rosacea

REQUIRED MEDICAL INFORMATION:
A. ACNE VULGARIS:

Molina Reviewer Note: Preferred topical acne products require prior authorization for
members under the age of 10. Preferred topical tretinoin products require prior
authorization for members over age 35. Trial and failure of other agents not required if
the product is preferred.

1. Documentation of a diagnosis of acne vulgaris.
AND

2. FOR NON-PREFERRED TOPICAL RETINOIDS (per lllinois Medicaid Preferred Drug
List): Documentation of an adequate trial (of at least 4 weeks) of at least two preferred
topical retinoid products.
OR

3. FOR OTHER NON-PREFERRED TOPICAL PRODUCTS (per lllinois Medicaid
Preferred Drug List): Documentation of ‘an adequate trial (of at least 4 weeks) of two
topical treatments for acne: topical antibiotic, topical retinoid or topical benzoyl
peroxide.
AND

4. Prescriber attests that (or the clinical reviewer-has found) the member does not have
any FDA labeled contraindications that have not been addressed by the prescriber
within the documentation submitted for review.
OR

5. FOR PREFERRED TOPICAL ACNE PRODUCTS (for members under age 10):
documentation that the requested product is FDA labeled or compendia supported for
the member’s current age and diagnosis.
OR

6. FOR PREFERRED TOPICAL TRETINOIN PRODUCTS (for members over age 35):
documentation that:the requested product is FDA labeled or compendia supported for
the member’s current age and diagnosis.

B. ROSACEA

Molina Reviewer Note: Preferred topical acne products, which may also be FDA labeled
for rosacea, require prior authorization for members under the age of 10. Trial and failure
of other agents not required if the product is preferred.

1. Documentation of a diagnosis of rosacea.
AND

2: FOR NON-PREFERRED PRODUCTS (per lllinois Medicaid Preferred Drug List):
Documentation of a trial and failure of a formulary preferred topical metronidazole
product.
AND

3. Prescriber attests that (or the clinical reviewer has found) the member does not
have any FDA labeled contraindications that have not been addressed by the
prescriber within the documentation submitted for review.
OR

4. FOR PREFERRED PRODUCTS: For members under age 10, documentation that the
requested product is FDA labeled or compendia supported for the member’s current age
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Drug and Biologic Coverage Criteria
and diagnosis.

CONTINUATION OF THERAPY:

A. ALL INDICATIONS:
1. Prescriber attests to (or the clinical reviewer has found) adherence to therapy at least

85% of the time.

AND

2. Prescriber attests that (or the clinical reviewer has found) the member has had.no
intolerable adverse effects or drug toxicity.
AND

3. Prescriber attests to (or the clinical reviewer has found) positive clinical response as
demonstrated by improvements in the condition’s signs and symptoms.

DURATION OF APPROVAL:
Initial authorization: 12 months, Continuation of Therapy: 12 months

PRESCRIBER REQUIREMENTS:
None

AGE RESTRICTIONS (for Non-preferred products only):

ACNE:

Note: Preferred topical acne products require prior/authorization for members under the age of 10.
Preferred topical tretinoin products require prior authorization for members over age 35.

ROSACEA:

Note: Preferred topical acne products, which may.also be FDA labeled for rosacea, require prior
authorization for members under the age of 10.

QUANTITY:
See lllinois PDL for quantity limitations.

PLACE OF ADMINISTRATION:
The recommendation is that topical medications in this policy will be for pharmacy benefit coverage
and patient self-administered.

DRUG INFORMATION

ROUTE OF ADMINISTRATION:
Topical

DRUG CLASS:
Topical Acne Products
Topical Rosacea Products

FDA-APPROVED USES:
Indicated for topical treatment of acne vulgaris and treatment of inflammatory lesions of acne rosacea
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Drug and Biologic Coverage Criteria
COMPENDIAL APPROVED OFF-LABELED USES:

None

APPENDIX

APPENDIX:

Treatment algorithm for the topical treatment of acne vulgaris in adults, adolescents, and preadolescents
(9 years of age and older). For both Mild and Moderate to Severe. Adopted from the Guidelines of care for
the management of acne vulgaris J Am Acad Dermatol 2024.

TOPICAL TREATMENTS

Multimodal therapy combining multiple mechanisms of
action is recommended

Topical retinoids

Topical antibiotics
= Monotherapy is not recommended |

Topical antibiotic & BP

Topical retinoid & BP

inations .

Topical retinoid

& antibiotic
= Concomitant use of BP can prevent the

xed-dose comb

L | development of antibiolic resistance.

Multimedal Topical Therapy

BACKGROUND AND OTHER CONSIDERATIONS

BACKGROUND:
None

CONTRAINDICATIONS/EXCLUSIONS/DISCONTINUATION:
All other uses of topical acne products are considered experimental/investigational and therefore, will

follow Molina’s Off-Label policy.

OTHER SPECIAL CONSIDERATIONS:
None
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Drug and Biologic Coverage Criteria

AVAILABLE DOSAGE FORMS ‘

Adapalene CREA 0.1%

Adapalene GEL 0.3%

Adapalene-Benzoyl Peroxide GEL 0.1-2.5%
Adapalene-Benzoyl Peroxide GEL 0.3-2.5%
Adapalene-Benzoyl Peroxide PADS 0.1-2.5%
Aklief CREA 0.005%

Azelaic Acid GEL 15%

Benzac AC Wash LIQD 5%

Benzoyl Peroxide-Erythromycin GEL 5-3%
BP 10-1 EMUL 10-1%

BP Cleansing Wash EMUL 10-4%
Brimonidine Tartrate GEL 0.33%

Cleocin-T LOTN 1%

Clindacin ETZ KIT 1%

Clindacin ETZ SWAB 1%

Clindacin FOAM 1%

Clindacin Pac KIT 1%

Clindacin-P SWAB 1%

Clindamycin Phos (Once-Daily) GEL 1%
Clindamycin Phos (Twice-Daily) GEL 1%
Clindamycin Phos-Benzoyl Perox GEL 1.2-2.5%
Clindamycin Phos-Benzoyl Perox GEL 1.2-3.75%
Clindamycin Phos-Benzoyl Perox GEL 1.2-5%
Clindamycin Phos-Benzoyl Perox GEL 1-5%
Clindamycin Phosphate FOAM 1%
Clindamycin Phosphate LOTN 1%
Clindamycin Phosphate SOLN 1%
Clindamycin Phosphate SWAB 1%
Clindamycin-Tretinoin GEL 1.2-0.025%
Dapsone GEL 5%

Dapsone GEL 7.5%

Differin CREA 0.1%

Differin GEL 0.3%

Differin LOTN 0.1%

Enzoclear FOAM 9.8%

Epiduo Forte GEL 0.3-2.5%

Epiduo GEL 0.1-2.5%

Epsolay CREA 5%

Ery PADS 2%

Erythromycin GEL 2%

Erythromyecin SOLN 2%

Fabior FOAM 0.1%

Finacea FOAM 15%

Finacea GEL 15%

Ivermectin CREA 1%

MetroCream CREA 0.75%

Molina Healthcare, Inc. confidential and proprietary © 2026

Metrogel GEL 1%

MetroLotion LOTN 0.75%
metroNIDAZOLE LOTN 0.75%
metroNIDAZOLE CREA 0.75%

Mirvaso GEL 0.33%

Neuac GEL 1.2-5%

Neuac KIT 1.2-5%

Rhofade CREA 1%

Rosadan CREA 0.75%

Rosadan GEL 0.75%

Rosadan KIT 0.75% CREAM

Rosadan KIT 0.75% GEL

Soolantra CREA 1%

SSS 10-5 CREA 10-5%

SSS 10-5 FOAM 10-5%

Sulfacetamide Sodium (Acne) LOTN 10%
Sulfacetamide Sodium-Sulfur CREA 10-2%
Sulfacetamide Sodium-Sulfur CREA 10-5%
Sulfacetamide:Sodium-Sulfur EMUL 10-1%
Sulfacetamide Sodium-Sulfur LIQD 10-2%
Sulfacetamide Sodium-Sulfur LIQD 10-5%
Sulfacetamide Sodium-Sulfur LIQD 9.8-4.8%
Sulfacetamide Sodium-Sulfur LIQD 9-4%
Sulfacetamide Sodium-Sulfur LIQD 9-4.5%
Sulfacetamide Sodium-Sulfur LOTN 9.8-4.8%
Sulfacetamide Sodium-Sulfur PADS 10-4%
Sulfacetamide Sodium-Sulfur SUSP 8-4%
Sulfacetamide Sodium-Sulfur SUSP 9-4.25%
Sulfacetamide Sod-Sulfur Wash LIQD 9-4.5%
Sumadan KIT 9-4.5%

Sumadan Wash LIQD 9-4.5%

Sumadan XLT KIT 9-4.5%

Sumaxin CP KIT 10-4%

Sumaxin PADS 10-4%

Tazarotene FOAM 0.1%

Tretinoin CREA 0.025%

Tretinoin CREA 0.05%

Tretinoin CREA 0.1%

Tretinoin GEL 0.01%

Tretinoin GEL 0.025%

Tretinoin GEL 0.05%

Tretinoin Microsphere Pump GEL 0.08%
Twyneo CREA 0.1-3%

Winlevi CREA 1%

Zma Clear SUSP 9-4.5%
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Drug and Biologic Coverage Criteria
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SUMMARY OF REVIEW/REVISIONS

DATE

ANNUAL REVIEW - Notable revisions: 02/2026
FDA-Approved Uses

References

ANNUAL REVIEW - Notable revisions: 01/2025
No criteria changes with this annual review.

Off-cycle Updates: 07/2024
Products Affected — removed isotretinoin

Required Medical Information

Appendix

References

Off-cycle Updates: 04/2024
RMI — clarified age restrictions

References

ANNUAL REVIEW - Notable revisions: 01/2024
Products Affected

Required Medical Information

Age Restrictions

Other Special Considerations

Available Dosage Forms

Annual updates 01/2023
New criteria creation 07/2021

Molina Healthcare, Inc. confidential and proprietary © 2026

Page 6 of 6

This document contains confidential and proprietary information of Molina Healthcare and cannot be reproduced, distributed, or printed without written permission from Molina
Healthcare. This page contains prescription brand name drugs that are trademarks or registered trademarks of pharmaceutical manufacturers that are not affiliated with Molina

Healthcare.



	DIAGNOSIS:
	Acne Vulgaris, Rosacea
	PRESCRIBER REQUIREMENTS:
	None
	AGE RESTRICTIONS (for Non-preferred products only):
	ACNE:
	Note: Preferred topical acne products require prior authorization for members under the age of 10. Preferred topical tretinoin products require prior authorization for members over age 35.
	Note: Preferred topical acne products, which may also be FDA labeled for rosacea, require prior authorization for members under the age of 10.
	ROUTE OF ADMINISTRATION:
	Topical
	DRUG CLASS:
	Topical Acne Products
	Topical Rosacea Products
	FDA-APPROVED USES:
	Indicated for topical treatment of acne vulgaris and treatment of inflammatory lesions of acne rosacea
	COMPENDIAL APPROVED OFF-LABELED USES:
	None
	BACKGROUND:

