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INSTRUCTIONS FOR USE 
The following Coverage Policy applies to health benefit plans administered by Cigna Companies. Certain Cigna Companies and/or lines of 
business only provide utilization review services to clients and do not make coverage determinations. References to standard benefit plan 
language and coverage determinations do not apply to those clients. Coverage Policies are intended to provide guidance in interpreting 
certain standard benefit plans administered by Cigna Companies. Please note, the terms of a customer’s particular benefit plan document 
[Group Service Agreement, Evidence of Coverage, Certificate of Coverage, Summary Plan Description (SPD) or similar plan document] may 
differ significantly from the standard benefit plans upon which these Coverage Policies are based. For example, a customer’s benefit plan 
document may contain a specific exclusion related to a topic addressed in a Coverage Policy. In the event of a conflict, a customer’s benefit 
plan document always supersedes the information in the Coverage Policies. In the absence of a controlling federal or state coverage 
mandate, benefits are ultimately determined by the terms of the applicable benefit plan document. Coverage determinations in each specific 
instance require consideration of 1) the terms of the applicable benefit plan document in effect on the date of service; 2) any applicable 
laws/regulations; 3) any relevant collateral source materials including Coverage Policies and; 4) the specific facts of the particular situation. 
Coverage Policies relate exclusively to the administration of health benefit plans. Coverage Policies are not recommendations for treatment 
and should never be used as treatment guidelines. In certain markets, delegated vendor guidelines may be used to support medical 
necessity and other coverage determinations. 

Overview 
 
This policy supports medical necessity review for the following Topical Corticosteroid products: 
 

• ApexiCon® E (diflorasone diacetate) 0.05% cream 
• Cordran® (flurandrenolide) 0.05% cream, lotion, ointment  
• Cordran® SP (flurandrenolide) 4 mcg/sq cm tape 
• diflorasone diacetate 0.05% cream 
• diflorasone diacetate 0.05% ointment 
• flurandrenolide 0.05% cream 
• flurandrenolide 0.05% lotion 
• flurandrenolide 0.05% ointment 
• hydrocortisone butyrate 0.1% lotion 
• hydrocortisone butyrate 0.1% lipid cream 
• Impoyz® (clobetasol propionate) 0.025% cream 
• Locoid® (hydrocortisone butyrate) 0.1% lotion 
• Locoid® Lipocream (hydrocortisone butyrate) 0.1% lipid cream 
• Olux™ (clobetasone propionate) 0.05% cream, foam, gel, lotion, ointment, shampoo 
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• Olux™-E (clobetasone propionate) 0.05% foam 
• Pandel®  (hydrocortisone probutate) 0.1% cream 
• Psorcon® (diflorasone diacetate) 0.05% cream 
• Tridesilon™ (desonide) 0.05% cream 

 
Receipt of sample product does not satisfy any criteria requirements for coverage. 
 
Medical Necessity Criteria 
 
Coverage criteria are listed for products in below table:  
 

Non-Covered Product Criteria 

ApexiCon E 
(diflorasone diacetate) 
0.05% cream 

ApexiCon E is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 

Cordran 
(flurandrenolide) 0.05% 
cream, lotion, ointment 

Cordran is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 

Cordran SP 
(flurandrenolide) 4 
mcg/sq cm tape 

Cordran SP is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 

diflorasone diacetate 
0.05% cream 

Diflorasone diacetate 0.05% cream is medically necessary when there is 
documentation of failure, contraindication, or intolerance to FIVE prescription 
strength topical corticosteroid products. 

diflorasone diacetate 
0.05% ointment 

Diflorasone diacetate 0.05% ointment is medically necessary when there is 
documentation of failure, contraindication, or intolerance to FIVE prescription 
strength topical corticosteroid products. 

flurandrenolide 0.05% 
cream 

Flurandrenolide 0.05% cream is medically necessary when there is 
documentation of failure, contraindication, or intolerance to FIVE prescription 
strength topical corticosteroid products. 

flurandrenolide 0.05% 
lotion 

Flurandrenolide 0.05% lotion is medically necessary when there is 
documentation of failure, contraindication, or intolerance to FIVE prescription 
strength topical corticosteroid products. 

flurandrenolide 0.05% 
ointment 

Flurandrenolide 0.05% ointment is medically necessary when there is 
documentation of failure, contraindication, or intolerance to FIVE prescription 
strength topical corticosteroid products. 

hydrocortisone butyrate 
0.1% lotion 

Hydrocortisone butyrate 0.1% lotion is medically necessary when there is 
documentation of failure, contraindication, or intolerance to FIVE prescription 
strength topical corticosteroid products. 

hydrocortisone butyrate 
0.1% lipid cream 

Hydrocortisone butyrate 0.1% lipid cream is medically necessary when there is 
documentation of failure, contraindication, or intolerance to FIVE prescription 
strength topical corticosteroid products. 

Impoyz  
(clobetasol propionate) 
0.025% cream 

Impoyz is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 

Locoid 
(hydrocortisone 
butyrate) 0.1% lotion 

Locoid is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 
 

Locoid Lipocream 
(hydrocortisone 
butyrate) 0.1% lipid 
cream 

Locoid Lipocream is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 
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Non-Covered Product Criteria 

Olux 
(clobetasone 
propionate) 0.05% 
cream, foam, gel, lotion, 
ointment, shampoo 

Olux is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 

Olux-E  
(clobetasone 
propionate) 0.05% foam 

Olux-E is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 
 

Pandel 
(hydrocortisone 
probutate) 0.1% cream 

Pandel is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 

Psorcon 
(diflorasone diacetate) 
0.05% cream 

Psorcon is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 

Tridesilon 
(desonide) 0.05% cream 

Tridesilon is medically necessary when there is documentation of failure, 
contraindication, or intolerance to FIVE prescription strength topical corticosteroid 
products. 

 
When coverage is available and medically necessary, the dosage, frequency, duration of therapy, and site of 
care should be reasonable, clinically appropriate, and supported by evidence-based literature and adjusted 
based upon severity, alternative available treatments, and previous response to therapy. 
 
Reauthorization Criteria 
 
Topical corticosteroid products are considered medically necessary for continued use when the above medical 
necessity criteria are met AND there is documentation of beneficial response. 
 
Authorization Duration 
 
Initial approval duration is up to 12 months. 
Reauthorization approval duration is up to 12 months.  
 
Background 
 
OVERVIEW 
 
Topical corticosteroids are among the most commonly prescribed medications in the outpatient dermatology 
setting.1  Topical corticosteroids have been found to be effective in the treatment of a number of dermatoses, 
ranging from minor conditions like contact dermatitis to more severe conditions like psoriasis.2-4  These agents 
are effective for conditions that are characterized by hyperproliferation, inflammation, and immunologic 
involvement.1,3  They are also widely used in the treatment of vesiculo-erosive diseases of the oral mucosa to 
reduce pain and inflammation and they can also provide symptomatic relief for burning/pruritic lesions.1 
 
A number of factors should be considered when choosing a topical corticosteroid, including diagnosis, steroid 
potency, delivery vehicle, frequency of administration, duration of therapy, and adverse event (AE) profile.3  The 
topical corticosteroids are available in many formulations (ointment, cream, gel, lotion, etc); the formulation can 
affect the potency of the corticosteroid as well as patient acceptance and compliance.5 
 
DISCUSSION OF THE CLASS 
Indications 



 
 

Page 4 of 9 
Coverage Policy Number: IP0281  

Topical corticosteroids are used for a broad variety of conditions.  Table 1 lists the conditions for which topical 
corticosteroids are used (Note:  This is not an all-inclusive list).  The indications for topical corticosteroids differ 
not only for the different chemical entities but also for the different formulations.  Some skin conditions require 
more potent corticosteroids and some conditions can be treated with milder corticosteroids (see Potency).3  For 
example, high or super-high potency topical corticosteroids, alone or in combination with other topical therapies, 
are the mainstay therapy for psoriasis; medium to high potency topical corticosteroids are effective for atopic 
dermatitis and eczema; and milder corticosteroids are used for dermatoses affecting areas with thin skin (e.g., 
eyelids, face, genitals). 
 
Table 1.  Conditions Treated with Topical Corticosteroids.3 

High-potency steroids 
(Groups I to III) 

Medium potency steroids 
(Groups IV and V) 

Low potency steroids 
(Groups VI and VII) 

Alopecia areata 
Atopic dermatitis (resistant) 
Discoid lupus 
Hyperkeratotic eczema 
Lichen planus 
Lichen sclerosus (skin) 
Lichen simplex chronicus 
Nummular eczema 
Poison ivy (severe) 
Psoriasis 
Severe hand eczema 

Anal inflammation (severe) 
Asteatotic eczema 
Atopic dermatitis 
Lichen sclerosus (vulva) 
Scabies (after scabicide) 
Seborrheic dermatitis 
Severe dermatitis 
Severe intertrigo (short-term) 
Stasis dermatitis 

Dermatitis (diaper) 
Dermatitis (eyelids) 
Dermatitis (face) 
Intertrigo 
Perianal inflammation 

 
Absorption 
The topical corticosteroids are better absorbed through areas of inflammation or desquamation than healthy, 
intact skin and more readily absorbed through the strateum corneum of infants than that of adults.5  Body areas 
where the epidermis is thin (e.g., face) are more permeable than areas where the epidermis is thick (e.g., soles 
of feet).  Regional differences in percutaneous absorption (percentage of total dose absorbed across the body) 
are as follows:  genitalia (42%) > mandible (13%) > forehead (6%), scalp (3.5%) > forearm (1.0%) > palm 
(0.83%) > sole of feet (0.14%).  Absorption is generally increased with the use of occlusive dressings.1  A simple 
plastic dressing can increase steroid penetration by 7-fold compared with dry skin.  Some reports note that the 
use of occlusive dressings can increase the potency of the topical corticosteroid by as much as 100-fold.5  
Occlusive dressings can also cause irritation, folliculitis, and infection; the application site should be monitored 
closely.3  Occlusive dressings should not be applied to the face or intertriginous areas. 
 
Formulation/Vehicle Issues 
The topical corticosteroids are available in multiple formulations, including ointments, creams, gels, lotions, 
solutions, and newer formulations such as shampoos and foams.1-3,5  Many factors affect the choice of 
formulation for a patient, including:  anatomic area of application, disease responsiveness, severity of disease, 
extent of body surface area involvement, age of the patient, suitability of the vehicle, and potency of the 
corticosteroid molecule.1-2 
 
Ointments are generally the most potent vehicle (compared with creams, gels, lotions, etc) due to their occlusive 
nature.5  Because ointments are associated with a higher penetrability, they are particularly useful for thickened 
skin over the palms or soles of feet, over lichenified skin, or for dry, thick, hyper-keratotic lesions.1-2  Ointments 
are generally greasy and may be associated with poor patient satisfaction and compliance.  Additionally, 
ointments should not be used in hairy areas. 
 
Creams are more cosmetically-appealing, less greasy, and more suited for moist or weeping areas of the skin or 
the intertriginous areas where ointments are not recommended.2-3,5  Creams also have lubricating qualities.  For 
a given corticosteroid product, creams are generally less potent than the same steroid in an ointment formulation 
and more potent than the same steroid in a lotion formulation.1,5  However, creams often contain preservatives, 
which can cause irritation, stinging, and allergic reactions.1,3 
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Gels combine the best therapeutic advantage of ointments with the cosmetic advantage of creams.5  They are 
generally non-greasy and non-occlusive but may cause local stinging and irritation.1-2  Gels are quick-drying and 
can be applied to the scalp, face, or hairy areas. 
 
Lotions spread easily and are useful for large surface areas, hairy areas, and skin flexures.1-3,5  Of the different 
formulations, lotions and gels are the least greasy and leave the least residue.  Lotions also provide a 
cooling/drying effect due to their evaporative nature.  Therefore, lotions are useful for treating moist dermatoses 
and/or pruritus. 
 
Solutions are alcohol-based formulations and generally contain water or non-aqueous liquids such as alcohol or 
propylene glycol.2  Like lotions, solutions evaporate and provide a cooling/drying effect.  Solutions are useful for 
hairy and intertriginous areas. 
 
Foams are pressurized liquids packed with a propellant which form a liquid/semi-solid product upon actuation.2,5  
Foams are non-messy and are easily and readily applied.  They are very useful for the scalp and are 
cosmetically-appealing.  However, foams are generally more expensive than other vehicles. 
 
Administration (amount to use, frequency of application, and duration of use) 
There is a standardized technique, devised by Long and Finley, which uses the “fingertip unit” (FTU) to measure 
the amount of a topical preparation necessary for a specific anatomic area.1-2,5  FTU is defined as the amount of 
ointment that can be squeezed from the fingertip to the first crease of the finger with a 5 mm diameter nozzle.  If 
a standard nozzle tube is used, one FTU is equal to 0.5 g of cream or ointment. An estimate of the number of 
FTUs required to cover various areas of the body is as follows:  head/neck = 4.5 FTUs; trunk (front/back) = 7 
FTUs; one arm = 3 FTUs, one hand = 1 FTU; one leg = 6 FTUs; and one foot = 2 FTUs.5  Once daily (QD) or 
twice daily (BID) application of topical corticosteroids is typically recommended; more frequent applications do 
not provide better results and may be associated with increased local and/or systemic AEs.1,3  Although AEs are 
rare with low potency topical corticosteroids, intermittent therapy (e.g., every other day, twice a week, only during 
the weekends, or after a steroid-free period of 1 week) may be recommended for long-term treatment of large 
skin areas.1,5-6  In general, most topical corticosteroids, regardless of potency, should not be used for more than 
2 to 4 weeks duration.1  Super-high potency topical corticosteroids should not be used for more than 3 
continuous weeks and the maximum strength is generally 50 g/week.3.5-6  High potency and medium potency 
topical corticosteroids rarely cause cutaneous AEs if used for less than 6 to 8 weeks, although these AEs can 
occur with shorter courses of treatment, especially on the face or intertriginous areas.5  Medium and low potency 
topical corticosteroids can be used daily for < 3 months.6  Areas that are most susceptible to corticosteroid-
induced atrophy, telangiectasia, and acneiform eruption (like the face, intertriginous areas, and genitals) should 
be treated for 1 to 2 weeks. 
 
 
Potency 
The US classification system for topical corticosteroids divides the various topical corticosteroids into seven 
groups based on their potency:  group I is the most potent and group VII is the least potent.5  A group I agent 
(e.g., clobetasol propionate ointment) is approximately 1,000-times more potent than hydrocortisone 1%.  The 
potency of a topical corticosteroid is usually assessed by measurement of its vasoconstrictive properties; the 
extent by which the agent causes cutaneous vasoconstriction (blanching effect) in a normal, healthy person.1,3  
The method used to measure potency is an imperfect method for predicting the clinical effectiveness of 
corticosteroids.  The potency of a topical corticosteroid can also differ depending on the formulation or vehicle of 
the corticosteroid (e.g., ointments tend to be more potent than creams) and the potency can vary among 
patients. 
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Table 2.  Potency Ratings of the Topical Corticosteroids.6* 

Group V:  Medium-Low Potency 
Betamethasone dipropionate 0.05% lotion 
Betamethasone valerate 0.1% cream 
Desonide 0.05% lotion, ointment 
Fluocinolone acetonide 0.025% cream 
Flurandrenolide 0.05% cream 
Fluticasone propionate 0.05% cream 
Hydrocortisone butyrate 0.1% cream 
Hydrocortisone valerate 0.2% cream 
Prednicarbate 0.1% cream 
Triamcinolone acetonide 0.1% lotion 
Group VI:  Low Potency 
Alclometasone dipropionate 0.05% cream, lotion 
Betamethasone valerate 0.05% lotion 
Desonide 0.05% cream 
Fluocinolone acetonide 0.01% cream, oil, solution 
Triamcinolone acetonide 0.1% cream 

Generic Name (example Brand Names) Strength Formulations 
Group I:  Super-High Potency 
Betamethasone dipropionate, augmented 0.05% ointment, gel 
Clobetasol propionate 0.05% cream, foam, gel, lotion, ointment, 

shampoo 
Diflorasone diacetate 0.05% ointment 
Fluocinonide 0.1% cream 
Flurandrenolide 4 mcg/m2 tape 
Halobetasol propionate 0.05% cream, ointment, lotion 
Group II:  High Potency 
Amcinonide 0.1% ointment 
Betamethasone dipropionate, augmented 0.05% cream, lotion 
Betamethasone dipropionate 0.05% cream, ointment 
Desoximetasone 0.25% cream, ointment, spray 

0.05% gel 
Fluocinonide 0.05% cream, gel, ointment, solution 
Halcinonide 0.1% cream 
Mometasone furoate 0.1% ointment 
Triamcinolone acetonide 0.5% ointment 
Group III:  Medium-High Potency 
Amcinonide 0.1% cream, lotion 
Betamethasone valerate 0.1% ointment 
Diflorasone diacetate 0.05% cream 
Fluocinonide-E 0.05% cream 
Fluticasone propionate 0.005% ointment 
Halcinonide 0.1% ointment 
Triamcinolone acetonide 0.5% cream 
Triamcinolone acetonide 0.1% ointment 
Group IV:  Medium Potency 
Betamethasone valerate 0.12% foam 
Desoximetasone 0.05% cream 
Fluocinolone acetonide 0.025% ointment 
Flurandrenolide 0.05% ointment 
Hydrocortisone valerate 0.2% ointment 
Mometasone furoate 0.1% cream, lotion, solution 
Prednicarbate 0.1% ointment 
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Group VII:  Lowest Potency 
Hydrocortisone preparations not previously listed 
Formulations containing dexamethasone, methylprednisolone, or prednisolone 

* This list is not all-inclusive and may not include all available topical corticosteroids (strength or formulation). 
 
GUIDELINES 
There are numerous guidelines that address conditions for which topical corticosteroids may be utilized.  
Discussion of each guideline is beyond the scope of this document.  The following information is a summary of 
the available data. 
 
In general, it is recommended that the lowest potency topical corticosteroid be used for as short a period of time 
as possible.5  It is important to weigh the benefits against the risks when picking a topical  corticosteroid:  more 
potent corticosteroids can provide greater benefits but are associated with a greater risk of AEs.  In general, low 
potency corticosteroids are the safest agents for long-term use, on large surface areas, on the face/areas with 
thinner skin, and in children.  The super-high and high potency topical corticosteroids should not be used on the 
face, groin, axillae, or under occlusion, except in rare situations or for short durations.1,3 
 
Super-high potency topical corticosteroids are recommended for severe dermatoses over non-facial/non-
intertriginous areas (e.g., psoriasis, severe atopic dermatosis, severe contact dermatosis; palms/soles).5  
Medium potency topical corticosteroids are appropriate for mild-to-moderate non-facial/non intertriginous 
dermatoses.  Low-to-medium strength topical corticosteroids should be considered when large areas are being 
treated because of the likelihood of systemic absorption.  Eyelids and genital dermatoses should be treated with 
low potency topical corticosteroids. 
 
It is recommended that therapy be switched to a corticosteroid of a lower potency or a non-steroidal preparation 
when the skin condition has resolved.5  There is a risk for rebound of the skin condition being treated and this 
can be avoided by tapering the topical therapy with a gradual reduction of both potency and dosing frequency at 
2-week intervals. 
 
SAFETY 
Special Populations 
Data on the safety of topical corticosteroids in pregnant women are limited and based on observational studies, 
most of which have methodological flaws.5  However, available data suggest that mild or moderate topical 
corticosteroids should be preferred over potent or super potent preparations in pregnant women who need 
treatment with topical corticosteroids.  All of the topical corticosteroids are in the FDA pregnancy category C.4  It 
is not known if topical corticosteroids are secreted in breast milk; no AEs have been noted in lactating women.5 
 
Children usually require significantly less topical corticosteroids for a given condition compared with adults 
because children have a smaller body surface area.5  One guideline for topical corticosteroids suggests that 
infants be given one-fifth of the adult dose, children be given two-fifths of the adult dose and adolescents be 
given two-thirds of the adult dose.  In addition to lower quantities, potent or super-potent topical corticosteroids 
should not be used in children < 12 years of age.  The use of lower potency topical corticosteroids (groups IV to 
VII [Table 2]) is generally safe in children when used for short durations and for appropriate inflammatory 
conditions. 
 
Topical corticosteroids should be with caution in the elderly patients due to larger surface area to body weight 
ratio and skin fragility.1 
 
Adverse Events (AEs) 
Topical corticosteroids are associated with a wide array of AEs; the AEs are broadly classified as local and 
systemic AEs.2  Table 3 presents the various AEs associated with topical corticosteroids.  The risk of AEs 
depends on the potency of the steroid, duration of use (extended duration of therapy vs. shorter duration of 
therapy), volume of product applied (excessive amount applied vs. small amount applied), site of application, and 
age of the patient.  The risk of AEs is minimized by using corticosteroids of lower potency; tapering of doses or 
frequency of application once initial therapeutic response is achieved; using intermittent therapy; and avoiding 
occlusive dressings.  Some patients may develop contact allergies to topical corticosteroids although in most 
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cases, the allergy is due to the vehicle or preservative(s).5  The prevalence of positive contact allergy to topical 
corticosteroids is estimated to be in the range of 0.2% to 6%.2  Contact allergy should be suspected when 
symptoms are worsening or there is lack of expected improvement in conditions otherwise responsive to topical 
corticosteroids. 
 
Local AEs include stinging, burning, irritation, atrophy, striae, telangiectasia, purpura, hypopigmentation, 
acneiform eruptions, rosacea-like perioral and periorbital dermatitis, and hypertrichosis.1-2  Atrophy, 
telangiectasia, and striae can occur as early as 2 to 3 weeks after QD application of potent and super-potent 
topical corticosteroids, especially if applied to intertriginous and thin-skinned highly-permeable areas.5  The most 
common AE with topical corticosteroids is skin atrophy.3  Although skin atrophy can occur with all topical 
corticosteroids, the risk is increased with use of higher potency corticosteroids, occlusive dressings, application 
on thinner skin (e.g., face, intertriginous areas), and use in older patients. 
 
Tachyphylaxis, defined as a rapidly diminishing response to successive doses of a drug rendering it less 
effective, can occur with topical corticosteroids.1-2,5  Clinical trials studying this phenomenon are lacking.  It has 
been proposed that poor patient compliance may be perceived as tachyphylaxis, rather than an actual reduction 
in drug efficacy.  To alleviate tachyphylaxis, a drug-free interval or use of intermittent therapy or switching to 
alternative agents should be considered. 
 
Systemic AEs include hypothalamic-pituitary-adrenal axis suppression, new onset diabetes 
mellitus/hyperglycemia, iatrogenic Cushing’s syndrome, mineralocorticoid effects (e.g., edema, hypocalcemia, 
hypokalemia, hypertension), glaucoma, and adrenal suppression.1-2,5  The use of high and super-high potency 
topical corticosteroids are more likely to be associated with systemic AEs.  Factors that predispose to 
hypothalamic-pituitary-adrenal suppression include:  use of high or super-high potency topical corticosteroids, 
chronic use, application to highly permeable areas, treatment of large areas, use of occlusive dressings, poor 
skin integrity, liver failure, and young age.5 
 
Table 3.  Potential Side Effects of Topical Corticosteroids.3 

Cutaneous/local effects Systemic effects 
• Atrophic changes:  easy bruising, increased 

fragility, steroid atrophy; striae; telangiectasia. 
• Infections:  aggravation of cutaneous infection, 

secondary infections; masked infection (e.g., 
tinea incognito). 

• Miscellaneous:  contact dermatitis, 
photosensitization; hyper/hypopigmentation; 
delayed wound healing; steroid-induced acne or 
rosacea. 

• Ocular changes:  cataracts, glaucoma, ocular 
hypertension. 

• Endocrine:  Cushing’s disease; hypothalamic-
pituitary-adrenal suppression. 

• Metabolic:  decreased growth rate, 
hyperglycemia. 

• Renal/electrolyte:  hypertension, hypocalcemia, 
peripheral edema. 

 
The information contained in this document is developed solely for the use of Express Scripts Strategic 
Development, Inc. and its clients and reflects review and evaluation of many sources, including, but not limited to 
published medical literature.  However, the references cited are not intended to be, and may not be relied on as, 
an exhaustive list of available information, and this document should not be used without reference to other 
relevant information, laws or regulations applicable to your organization. 
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