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Non-Preferred Clobetasol Agents - Commercial 
BSC Medication Policy to Determine Medical Necessity        
Reviewed by P&T Committee  blueshieldca.com 

NON-PREFERRED CLOBETASOL FORMULATIONS 
 
Applies To: 
clobetasol propionate 0.05 % FOAM  
OLUX 0.05 % FOAM 
clobetasol propionate 0.05 % EMULSION FOAM  
OLUX-E 0.05 % FOAM 
 
Diagnoses Considered for Coverage: 

• Psoriasis 
• Inflammatory skin conditions (dermatoses)  
• Atopic dermatitis 
 

Coverage Criteria: 
 
For diagnosis listed above: 

• Responding to generic clobetasol 0.05 topical solution but requires the 
foam for a medically necessary reason. 

 
Coverage Duration: 1 year 

Effective Date: 11/30/2022 


