
Daclizumab (Zinbryta™) and Ocrelizumab (Ocrevus™) 
Goal(s): 

 Restrict use of daclizumab and ocrelizumab to patients with relapsing-remitting multiple sclerosis 
(RRMS) or primary progressive multiple sclerosis (PPMS) who have failed multiple drugs for the 
treatment of PPMS or RRMS. 

 Ensure appropriate baseline monitoring to minimize patient harm. 
 
Length of Authorization:  

 6 to 12 months 
 
Requires PA: 

 Zinbryta™ (daclizumab) 

 Ocrevus™ (ocrelizumab) pharmacy or physician administered claims 
 
Covered Alternatives:   

 Current PMPDP preferred drug list per OAR 410-121-0030 at www.orpdl.org 

 Searchable site for Oregon FFS Drug Class listed at www.orpdl.org/drugs/ 
 

Approval Criteria 

1. What diagnosis is being treated? Record ICD10 code. 

2. Is the medication FDA-approved or 

compendia-supported for the requested 

indication? 

Yes: Go to #3 No: Pass to RPh. 
Deny; medical 
appropriateness   

3. Is the drug being used to treat an OHP-

funded condition AND is the requested 

treatment funded by the OHP for that 

condition? 

 

Note: Treatments referenced on an 

unfunded line of the prioritized list are 

not funded by the OHP. 

Yes: Go to #4 No: Pass to RPh. 
Deny; not funded by 
the OHP. 

4. Is this a request for continuation of 

therapy? 

Yes: Go to Renewal Criteria No: Go to #5 

5. Is the patient an adult (age ≥18 years) 

diagnosed with relapsing remitting 

multiple sclerosis (RRMS)? 

Yes: Go to #6 No: Go to #10 

http://www.orpdl.org/
http://www.orpdl.org/drugs/


 

Approval Criteria 

6. Has the patient failed trials for at least 2 

drugs indicated for the treatment of 

RRMS? 

Yes: Document drug and 
dates trialed: 
1._________________(dates) 
2._________________(dates) 
 
Go to #7 

No: Pass to RPh. 
Deny; medical 
appropriateness 

7. Is the drug daclizumab? Yes: Go to # 8 No: Go to # 10 

8. Does the patient have a higher degree 

of ambulatory ability (e.g., Expanded 

Disability Status Scale score ≤5) 

Yes: Go to #9 No: Pass to RPh. 
Deny; medical 
appropriateness 

9. Does the patient have hepatic disease 

or hepatic impairment, including ALT or 

AST ≥2-times the upper limit of normal, 

or have a history of auto-immune 

hepatitis? 

Yes: Pass to RPh. Deny; 
medical appropriateness 

No: Go to #12 

10. Is the drug ocrelizumab? Yes: Go to # 11 No: Pass to RPh. 
Deny; medical 
appropriateness 

11.  Has the patient been screened for an 

active Hepatitis B infection? 

Yes: Go to #12 No: Pass to RPh. 
Deny; medical 
appropriateness 

12. Is the prescriber a neurologist who 

regularly treats RMS? 

Yes: Approve daclizumab 150 
mg once monthly for 6 months 
or ocrelizumab 300 mg every 
2 weeks x 2 doses followed by 
600mg IV every 6 months for 
12 months 

No: Pass to RPh. 
Deny; medical 
appropriateness 

Renewal Criteria 



 

Approval Criteria 

1. Has the patient’s condition improved as 

assessed by the prescribing physician and 

physician attests to patient’s improvement. 

 

 

Yes: Approve for 12 
months.  
 
Document baseline 
assessment and 
physician attestation 
received. 

No: Pass to RPh; Deny; 
medical 
appropriateness. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
P&T/DUR Review: 11/17 (DM); 1/17  
Implementation:  1/1/18; 4/1/17 


