
DRUG DETERMINATION POLICY 

Title: DDP-22 Atopic Dermatitis Agents 

Effective Date: 03/01/2022 

Important Information - Please Read Before Using This Policy 

Physicians Health Plan 
PHP Insurance Company 

PH P Service Company 

The following policy applies to health benefit plans administered by PHP and may not be covered by 
all PHP plans. Please refer to the member's benefit document for specific coverage information. If 
there is a difference between this general information and the member's benefit document, the 
member's benefit document will be used to determine coverage. For example, a member's benefit 
document may contain a specific exclusion related to a topic addressed in a coverage policy. 

Benefit determinations for individual requests require consideration of: 

1. The terms of the applicable benefit document in effect on the date of service.
2. Any applicable laws and regulations.
3. Any relevant collateral source materials including coverage policies.
4. The specific facts of the particular situation.

Contact PHP Customer Service to discuss plan benefits more specifically. 

1.0 Policy: 

This policy describes the determination process for coverage of specific drugs that require prior 
approval. 

This policy does not guarantee or approve benefits. Coverage depends on the specific benefit plan. 
Drug Determination Policies are not recommendations for treatment and should not be used as 
treatment guidelines. 

2.0 Background or Purpose: 

Dupixent and Eucrisa are specialty drugs indicated for a number of diagnoses and are associated with 
some adverse effects. These criteria were developed and implemented to ensure appropriate use for 
the intended diagnoses and mitigation of adverse effects, if possible. 

3.0 Clinical Determination Guidelines: 

Document the following with chart notes: 

I. Phosphodiesterace-4 Enzyme Inhibitor: Eucrisa topical (crisaborole) [must meet all listed below]:

A. Age: at least three months.

B. Diagnosis and severity: mild to moderate atopic dermatitis.

C. Other therapies: contraindicated, inadequate response for two months of each agent or signif
icant adverse effects to one therapy from topical steroids and one calcineurin inhibitor.

1. Topical mid-strength to super-potent corticosteroid: unless the face, neck and/or
intertriginous areas are affected.

2. Topical calcineurin Inhibitor: tacrolimus, pimecrolimus.

D. Dosage regimen:

1. Eucrisa topical (crisaborole): apply a thin film to affected area(s) two times daily.
E. Approval:
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