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POLICY

FDA-APPROVED INDICATIONS
Sporanox (itraconazole) Oral Solution is indicated for the treatment of oropharyngeal and esophageal candidiasis.

COVERAGE CRITERIA
The requested drug will be covered with prior authorization when the following criteria are met:
e The requested drug is being prescribed for the treatment of oropharyngeal candidiasis or esophageal candidiasis

AND
O The patient has experienced an inadequate treatment response to fluconazole
OR
O The patient has experienced an intolerance to fluconazole
OR
o The patient has a contraindication that would prohibit a trial of fluconazole
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