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Zolinza®  (vorinostat)  
 
FDA-APPROVED INDICATION 
Zolinza is indicated for the treatment of cutaneous manifestations in patients with cutaneous T-cell 
Lymphoma (CTCL) who have progressive, persistent, or recurrent disease on or following 2 systemic 
therapies. 
 
 
COVERAGE POLICY 
Zolinza is covered for members who meet the following criteria: 
A. Covered for cutaneous manifestations of CTCL after trial/failure of a minimum of two systemic 

treatments, one of which must be Targretin, unless contraindicated. 
 
 
DOSE 
The recommended dose of Zolinza is 400 mg orally once daily with food. 
Quantity limit: 120 capsules/month. 
 

NON COVERAGE 
Zolinza is NOT covered for members with the following criteria: 

A. Usage in non-FDA approved indications are considered experimental/ investigational, and 
therefore NOT covered. 
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