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Drug Therapy Guidelines 
 

                                                                                             
 

  Applicable 

Mycapssa® (ocreotide) 

Medical Benefit  Effective: 7/1/22 

Pharmacy- Formulary 1 x Next Review: 3/23 

Pharmacy- Formulary 2 x Date of Origin: 12/20 

Pharmacy- Formulary 3/Exclusive x Review Dates: 9/20, 3/21, 4/22 

Pharmacy- Formulary 4/AON x 

 

I. Medication Description 

 

Octreotide is a synthetic analog of the naturally occurring hormone somatostatin. Octreotide is specifically 

formulated to have a longer half-life and to be more selective for inhibition of glucagon, growth hormone, and 

insulin release with less chance of rebound hypersecretion of these hormones following stoppage. 

 

II. Position Statement 

 

Coverage is determined through a prior authorization process with supporting clinical documentation for every 

request.  

 

III. Policy 

  

 Coverage of Mycapssa is available when the following criteria have been met: 

• Medication is prescribed by, or in consultation with, an endocrinologist AND 

• Member has a confirmed diagnosis of acromegaly AND 

• Member has had a clinical response to ocreotide acetate injection or lanreotide injection AND  

o Treatment with ocreotide acetate injection or lanreotide injection has been tolerated AND 

• Member has had an inadequate response or is medically unable to be treated with at least ONE of the 

following: 

o Surgery 

o Radiation therapy 

 

IV. Quantity Limitations 

  

 Coverage is available for up to 112 capsules per 28 days 

 

V. Coverage Duration 

 

Coverage is available for 6 months and may be renewed for 12 month increments.  

 

VI. Coverage Renewal Criteria 

 

 Coverage can be renewed based upon the following criteria: 

• Member displays improvement in disease signs and symptoms from baseline AND 
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• Serum IGF-1 levels have normalized (according to the lab reference range based on member age and 
gender) AND 

• Absence of unacceptable toxicity from the drug 
 

VII. Billing/Coding Information 

 

Available as 20mg delayed-release capsules 

VIII. Summary of Policy Changes 

  

• 12/15/20: new policy 

• 5/28/21: Simplified initial criteria based on a literature review 

• 7/1/22: no policy changes 

 

IX. References 

  
1. Mycapssa® [package insert]. Scotland, UK: MW Encap Ltd.; Revised: 06/2020  

2. Micromedex Solutions. Truven Health Analytics, Inc. Ann Arbor, MI. Accessed 09/2020.  

3. IPD Analytics, LLC. Accessed 09/2020.  

4. Melmed S, Katznelson L. Treatment of Acromegaly. Snyder P, ed. UpToDate. Waltham, MA: UpToDate Inc. 

https://www-uptodate-com (Accessed on November 03, 2020.) 

5. Giustina, A., Chanson, P., Kleinberg, D. et al. Expert consensus document: A consensus on the medical 

treatment of acromegaly. Nat Rev Endocrinol 10, 243–248 (2014). https://doi.org/10.1038/nrendo.2014.21 

 
The Plan fully expects that only appropriate and medically necessary services will be rendered.  The Plan reserves the right to conduct pre-payment and post-payment 

reviews to assess the medical appropriateness of the above-referenced therapies.  

The preceding policy applies only to members for whom the above named pharmacy benefit medications are included on their covered formulary. Members with 

closed formulary benefits are subject to trying all appropriate formulary alternatives before a coverage exception for a non-formulary medication will be considered. 

The preceding policy is a guideline to allow for coverage of the pertinent medication/product, and is not meant to serve as a clinical practice guideline. 


