
ALASKA MEDICAID 
Prior Authorization Criteria 

 
Ampyra® (dalfampridine) 

 
INDICATION: 1 
 
“AMPYRA (dalfampridine) is indicated as a treatment to improve walking in patients with 
multiple sclerosis (MS). This was demonstrated by an increase in walking speed.” 
 
CRITERIA FOR APPROVAL: 
 
1.  The patient has multiple sclerosis (MS); AND 

2.  The patient has a Creatinine Clearance (CrCl) of > 50mL/min; AND 

3.  The patient has a Kurtzke Expanded Disability Status Score (EDSS) of > 4.0 and < 7.0 OR  

a. The patient has difficulty walking but is able to walk 25 feet with or without the 
assistance of a cane, crutches or braces.   

 
CRITERIA CAUSING DENIAL: 
 
1.  The patient does not have multiple sclerosis (MS); OR 

2.  The patient has a Creatinine Clearance (CrCl) of ≤ 50mL/min; OR 

3.  The patient has a Kurtzke Expanded Disability Status Score (EDSS) of ≤ 4.0 or ≥ 7.0; OR 

4.  The patient does not have difficulty walking or is restricted to a wheelchair. 

 
LENGTH OF AUTHORIZATION: 
 
1. Prior authorization may be approved for up to six (6) months.   

2. Prior authorization may be renewed if the patient meets the criteria for approval and reports  
having experienced an increase in walking speed while taking Ampyra®. 

 
DISPENSING LIMIT: 
 
1.  The dispensing limit is a thirty (30) days supply. 

2.  The quantity limit is two (2) tablets per day. 
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