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SANDOSTATIN LAR DEPOT (Octreotide)

Coverage Criteria
Diagnosis is Acromegaly or severe diarrhea/flushing episodes associated with Metastatic Carcinoid Tumors or
profuse watery diarrhea associated with VIP-Secreting Tumors.

Prior Sandostatin Inj. therapy (not depot form) effective and tolerated for at least 2 weeks.
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