
 
 

 

 

PRIOR AUTHORIZATION POLICY 
 

POLICY: Topical Retinoids – Panretin® (alitretinoin topical gel – Eisai, Inc.) 
 
APPROVAL DATE: 06/12/2019 
 
 
OVERVIEW 
Panretin, a topical retinoid, is indicated for topical treatment of cutaneous lesions in patients with Acquired 
Immunodeficiency Syndrome (AIDS)-related Kaposi sarcoma (KS).1  It is not indicated when systemic 
anti-KS therapy is required (e.g., more than 10 new KS lesions in the prior month, symptomatic 
lymphedema, symptomatic pulmonary KS, or symptomatic visceral involvement).  There is no experience 
to date using Panretin gel with systemic anti-KS treatment. 
 
Disease Overview 
KS is a multifocal malignancy of endothelial cells, presenting with characteristic red or brown papules.2,3  
Skin lesions are most common although other areas may be involved, including the oral mucosa and 
lymphatic system.4  KS is caused by human herpesvirus 8, which is also known as Kaposi sarcoma-
associated herpesvirus (KSHV).2  KSHV infections are usually asymptomatic but may lead to disease in 
immunosuppressed individuals.  The incidence of KS in the US is approximately six cases per million 
people annually.3  AIDS-related KS, also known as epidemic KS, is the most common type of KS in the 
United States.  In persons infected with HIV, the development of KS is an AIDS-defining illness.  
Additionally, about one in 200 transplant recipients in the US will develop KS (iatrogenic/transplant-
associated KS).  In the iatrogenic/transplant-associated form, adequate response is often achieved by 
reduction or cessation of immunosuppression.  Other forms of KS include classic KS and endemic KS, 
which are not common in the US. 
 
Guidelines  
Use of Panretin is addressed in the National Comprehensive Cancer Network (NCCN) guidelines for AIDS-
related Kaposi sarcoma (version 2.2019 – November 29, 2018).2  Panretin is an option (category 2A) for 
first-line or relapsed/refractory therapy in symptomatic, limited cutaneous KS, and it may be used with or 
without antiretroviral therapy.  Other treatment options in this setting include systemic therapy, topical 
imiquimod, intralesional chemotherapy, radiation, or local excision (all category 2A).  For patients with 
advanced cutaneous, oral, visceral, or nodal disease, Panretin is not recommended; a clinical trial, systemic 
therapy, or radiation treatment may be used (all in conjunction with antiretroviral therapy). 
 
 
POLICY STATEMENT 
Prior authorization is recommended for prescription benefit coverage of Panretin.  Because of the 
specialized skills required for evaluation and diagnosis of patients treated with Panretin, approval requires 
Panretin to be prescribed by or in consultation with a physician who specializes in the condition being 
treated.  All approvals are provided for 1 year unless otherwise noted below.   
 
Prior authorization and prescription benefit coverage are not recommended for cosmetic uses. 
 
Automation:  None 
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RECOMMENDED AUTHORIZATION CRITERIA 
Coverage of Panretin is recommended in those who meet the following criteria:   
 
FDA-Approved Indications 
 
1. Kaposi Sarcoma Related to Acquired Immunodeficiency Syndrome.  Approve for 1 year in patients 

who meet all of the following (A and B): 
A) Patient is not receiving systemic therapy for Kaposi sarcoma; AND 
B) Panretin is prescribed by or in consultation with a dermatologist, oncologist, or infectious disease 

specialist. 
(Note:  AIDS-related Kaposi sarcoma may also be referred to as epidemic Kaposi sarcoma). 

 
 
CONDITIONS NOT RECOMMENDED FOR APPROVAL 
Panretin has not been shown to be effective, or there are limited or preliminary data or potential safety 
concerns that are not supportive of general approval for the following conditions.  Rationale for non-
coverage for these specific conditions is provided below.  (Note:  This is not an exhaustive list of Conditions 
Not Recommended for Approval.) 
 
1. Cosmetic Uses (e.g., photoaging of the skin).  Cosmetic use is not recommended for coverage as this 

indication is excluded from coverage in a typical pharmacy benefit. 
 

2. Coverage is not recommended for circumstances not listed in the Recommended Authorization Criteria.  
Criteria will be updated as new published data are available.   
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