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   Drug Coverage Policy 
 

Effective Date .................. 09/15/2026 
Coverage Policy Number ........... ST004 
Policy Title…………..Topical Products –  
Vtama Step Therapy Policy for  
Employer Plans: Standard /  
Performance / Legacy Drug Lists 
 

Topical Products – Vtama Step Therapy 
Policy for Employer Plans: Standard / 
Performance / Legacy Drug Lists 

• Vtama® (tapinarof 1% cream - Organon) 

 
 
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. Each coverage request 
should be reviewed on its own merits. Medical directors are expected to exercise clinical judgment 
where appropriate and have discretion in making individual coverage determinations. Where 
coverage for care or services does not depend on specific circumstances, reimbursement will only 
be provided if a requested service(s) is submitted in accordance with the relevant criteria outlined 
in the applicable Coverage Policy, including covered diagnosis and/or procedure code(s). 
Reimbursement is not allowed for services when billed for conditions or diagnoses that are not 
covered under this Coverage Policy (see “Coding Information” below). When billing, providers 
must use the most appropriate codes as of the effective date of the submission. Claims submitted 
for services that are not accompanied by covered code(s) under the applicable Coverage Policy 
will be denied as not covered. Coverage Policies relate exclusively to the administration of health 
benefit plans. Coverage Policies are not recommendations for treatment and should never be used 
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as treatment guidelines. In certain markets, delegated vendor guidelines may be used to support 
medical necessity and other coverage determinations. 
 

 

Overview 
Vtama, an aryl hydrocarbon receptor agonist, is indicated for the topical treatment of plaque 
psoriasis in adults and atopic dermatitis in patients > 2 years of age.1 
 
Zoryve 0.3% cream, a phosphodiesterase 4 (PDE4) inhibitor, is indicated for the topical treatment 
of plaque psoriasis, including intertriginous areas, in patients ≥ 2 years of age.2 
 
Of note, other Zoryve products are available, but are not included in this policy. Zoryve 0.05% 
and 0.15% cream are indicated for the topical treatment of mild to moderate atopic dermatitis in 
patients 2 to 5 years of age and > 6 years of age, respectively. Zoryve 0.3% foam is indicated for 
the topical treatment of seborrheic dermatitis in patients ≥ 9 years of age and plaque psoriasis of 
the scalp and body in patients ≥ 12 years of age.6 
 
Guidelines 
The mainstay of treatment of plaque psoriasis is topical therapy, including corticosteroids, 
vitamin D analogs, calcineurin inhibitors, keratolytics (e.g., tazarotene), and combination 
therapies (e.g., a corticosteroid with a vitamin D analog).3 Joint guidelines from the American 
Academy of Dermatology (AAD) and the Medical Board of the National Psoriasis Foundation (NPF) 
[adult recommendations 2021; pediatric recommendations 2020] have been published for the 
management of psoriasis with topical therapies.4,10 Neither Vtama nor Zoryve 0.3% cream are 
addressed in the guidelines. Use of a topical corticosteroid is recommended for plaque psoriasis 
not involving intertriginous areas. A topical vitamin D analog can be used long-term for the 
treatment of psoriasis. Guidelines also address use of topical calcineurin inhibitors, topical 
tazarotene, topical salicyclic acid, and phototherapy. 
 
Guidelines of Care for the Management of Atopic Dermatitis in Adults with Topical Therapies 
(AAD 2023; focused update 2025) recommend the use of topical corticosteroids and note that 
these products are commonly used as first-line topical treatment as they suppress the release of 
proinflammatory cytokines and target a variety of immune cells.7,8 Recommendations for the 
management of pediatric patients have not been updated. However, AAD guidelines from 2014 
make similar recommendations regarding the use of topical corticosteroids in pediatric patients.9 
 
 
Coverage Policy 
 
POLICY STATEMENT 
This program has been developed to encourage the use of one Step 1 Product prior to the use of a 
Step 2 Product. If the Step Therapy rule is not met for a Step 2 Product at the point of service, 
coverage will be determined by the Step Therapy criteria below. All approvals are provided for 1 
year in duration. Meeting Step therapy Program Criteria does not satisfy any other prior 
authorization or medical necessity criteria requirements. 
 
Step 1: Topical Corticosteroids (medium-, medium-high, high-, and/or super-high potency 
prescription topical corticosteroid) [Brand and Generic Products] See Table 1} 
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Table 1. Topical Corticosteroids (Groups 1, 2, 3, and 4).5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Step 2: Vtama 
 
CRITERIA 
 
1. Vtama. Approve if the patient meets ONE of the following (A or B): 

A) Patient meets BOTH of the following (i and ii): 
i. Patient is ≥ 18 years of age; AND 

Generic Name  Strength Formulations 
Group 1: Super-High Potency 
Betamethasone dipropionate, augmented 0.05% ointment, gel, lotion 
Clobetasol propionate 0.05% cream, foam, gel, lotion, 

ointment, shampoo, solution, 
spray 

Fluocinonide 0.1% cream 
Flurandrenolide 4 mcg/m2 tape 
Halobetasol propionate 0.05% cream, foam, ointment, lotion 
Group 2: High Potency 
Amcinonide 0.1% ointment 
Betamethasone dipropionate, augmented 0.05% cream 
Betamethasone dipropionate 0.05% cream, ointment 
Clobetasol propionate 0.025% cream 
Desoximetasone 0.25% cream, ointment, spray 

0.05% gel 
Diflorasone diacetate 0.05% cream (emollient), ointment 
Fluocinonide 0.05% cream, gel, ointment, solution 
Halcinonide 0.1% cream, ointment 
Halobetasol propionate 0.01% lotion 
Group 3: Medium-High Potency 
Amcinonide 0.1% cream, lotion 
Betamethasone dipropionate 0.05% cream (emollient) 
Betamethasone valerate 0.1% ointment 

0.12% foam 
Desoximetasone 0.05% cream, ointment 
Diflorasone diacetate 0.05% cream 
Fluocinonide-E 0.05% cream (emollient) 
Fluticasone propionate 0.005% ointment 
Mometasone furoate 0.1% ointment 
Triamcinolone acetonide 0.5% cream, ointment 
Group 4: Medium Potency 
Betamethasone dipropionate 0.05% spray 
Clocortolone pivalate 0.1% cream 
Fluocinolone acetonide 0.025% ointment 
Flurandrenolide 0.05% ointment 
Hydrocortisone valerate 0.2% ointment 
Mometasone furoate 0.1% cream, lotion, solution 
Triamcinolone acetonide 0.1% cream, ointment 

0.05% ointment 
0.2 mg per 
2-second 

spray 

aerosol spray 
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ii. Patient meets ONE of the following (a or b): 
a) Patient has tried one Step 1 Product; OR 
b) Patient is treating plaque psoriasis and meets ONE of the following (1, 2, or 3):  

1. Patient has tried one topical vitamin D analog; OR  
Note: Topical vitamin D analogs include calcipotriene 0.005% cream, 
calcipotriene 0.005% foam, calcipotriene 0.005% ointment, calcipotriene 
0.005% solution, calcitriol 3 mcg/g ointment (Vectical, generic), Sorilux, Pellix. 

2. Patient has tried one combination product containing a topical vitamin D analog 
and topical corticosteroid; OR  
Note: Topical products containing a vitamin D analog and a topical corticosteroid 
include calcipotriene 0.005% and betamethasone dipropionate 0.064% ointment 
(Taclonex, generic), calcipotriene 0.005% and betamethasone dipropionate 
0.064% suspension (Taclonex, generic), Enstilar, Wynzora. 

3. Patient is treating plaque psoriasis affecting one of the following areas: face, 
eyes/eyelids, skin folds, and/or genitalia; OR 

B) Patient meets ALL of the following (i, ii, and iii): 
i. Patient is > 2 years of age; AND 
ii. Patient is treating atopic dermatitis; AND 
iii. Patient meets ONE of the following (a or b): 

a) Patient has tried one prescription topical corticosteroid (brand or generic); OR 
b) Patient is treating atopic dermatitis affecting an area on or around the face, 

eyes/eyelids, axilla, or genitalia. 
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Summary of Changes Review Date Effective Date 

New policy. 
 

04/09/2026 06/01/2026 

Vtama: Brand Dovonex was removed from the Note listing 
topical vitamin D analogs (obsolete). Pellix was added to the 
Note listing topical vitamin D analogs. 
 

08/06/2026 09/15/2026 

 
 
The policy effective date is in force until updated or retired. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
“Cigna Companies” refers to operating subsidiaries of The Cigna Group. All products and services are provided exclusively 
by or through such operating subsidiaries, including Cigna Health and Life Insurance Company, Connecticut General Life 
Insurance Company, Evernorth Behavioral Health, Inc., Cigna Health Management, Inc., and HMO or service company 
subsidiaries of The Cigna Group. © 2026 The Cigna Group. 
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