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CRX-ALL-0595-20 

Zyclara (imiquimod) 
 

Override(s) Approval Duration 

Prior Authorization – Age 
Quantity Limit 

56 days of treatment per year 

 

Medications Quantity Limit 

Zyclara 2.5% cream (pump) 1 pump bottle (28 actuations) per 28 
days; 56 days of treatment per year 

Zyclara 3.75% cream (packets) 14 packets per 28 days; 56 days of 
treatment per year 

Zyclara 3.75% cream (pump) – Brand and generic 
 

1 pump bottle (28 actuations) per 28 
days; 56 days of treatment per year 

 
APPROVAL CRITERIA 
  
Requests for Zyclara (imiquimod) may be approved when the following criterion is met: 
 

I. Individual has had a trial of and inadequate response or intolerance to one preferred 
topical anogenital wart agent.  Preferred agents are as follows: fluorouracil 5% cream, 
fluorouracil 2% topical solution, fluorouracil 5% topical solution, imiquimod 5% cream 
packets, podofilox solution. 
 

II. If Zyclara (imiquimod) packets are requested for individuals with actinic keratosis, 28 
packets per 28 days may be approved, if two packets per day are needed to cover the 
treatment area. 
 

III. If Zyclara (imiquimod) 3.75% packets are requested for external genital warts, 28 
packets per 28 days may be approved. 
 

IV. If Zyclara (imiquimod) is requested to treat additional actinic keratosis lesions or 
episodes of external genital warts, an additional course of treatment may be 
approved. 

 
Requests for Zyclara (imiquimod) for individuals LESS than 12 years of age will be reviewed on 
a case-by-case basis. 
 
Note: Zyclara (imiquimod) is NOT indicated for the treatment of common warts (verruca 
vulgaris). 
 
Note:  Preferred agents also cover diagnoses of external genital warts (imiquimod 5% cream) 
along with actinic keratosis (all listed preferred agents) 
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Federal and state laws or requirements, contract language, and Plan utilization management programs or polices may take 
precedence over the application of this clinical criteria. 
 
No part of this publication may be reproduced, stored in a retrieval system or transmitted, in any form or by any means, 
electronic, mechanical, photocopying, or otherwise, without permission from the health plan. 
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