
 

 

 

Statement on Questions from a Health Insurance Company 

Regarding Prescriptions for Ocrevus and Kesimpta 

In a letter sent nationwide to neurologists in private practice, as well as general practitioners, and 

hospital neurology departments, a health insurance company, in its role as a health insurer, 

questions the cost-effectiveness of intravenous therapy in a hospital or doctor’s office (presumably 

Ocrevus) compared to subcutaneous home therapy (presumably Kesimpta) and poses the following 

questions to the recipients to avoid unnecessary case-by-case reviews: 

1. How does your organization ensure that patients are informed factually and objectively about 

all available treatment options − including the possibility of home therapy? 

 

1.1. Is this information provided both for new prescriptions and for patients already undergoing 

treatment (e.g., as part of treatment reviews)? 
 

1.2. Please provide us with sample patient information documents that are used and 

distributed in your organization as part of the treatment selection process. 
 

2. How do you explain the significantly higher use of intravenous therapy in your organization 

compared to other facilities − both for new prescriptions and for patients already undergoing 

treatment? 
 

3. How do you explain the discrepancy between the majority of patients documented in the 

studies who would prefer home therapy and the actual care practices observed at your facility? 

In this letter, the health insurer refers to the following two studies: 

i. Polynomics 2025, Evolution of High-Efficacy Therapies for Relapsing Multiple Sclerosis: Does 

Innovation Meet Patient Preferences?, Value in Health, Volume 28, Issue S2  
 

ii. Polynomics 2025, Cost Savings From Patient Preference-Based Allocation of High-Efficacy 

Therapies for MS: Evidence From Switzerland, Value in Health, Volume 28, Issue S2  

 

Since a large number of physicians have been confronted with these questions, the 

«Immunotherapies» working group of the Medical-Scientific Advisory Board (MSAB) of the Swiss 

Multiple Sclerosis Society (SMSG) has decided to issue the following statement regarding this 

letter: 

In general, health insurers are permitted to assess whether expensive medications must be 

reimbursed under the criteria established by the FOPH regarding efficacy, safety, and cost-

effectiveness (WZW criteria) and the List of Specialties, i.e., whether there is an obligation to 

provide coverage under mandatory health insurance pursuant to Art. 32 of the Health Insurance 
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Act (KVG). Furthermore, health insurers may conduct an economic efficiency review in cases of 

conspicuous costs, whereby a screening procedure must be carried out first, followed by a case-by-

case analysis. 

From the perspective of the MSAB of the SMSG, the health insurance company’s argument is 

medically and legally untenable: it erroneously generalizes that, given equal efficacy and 

appropriateness, the more cost-effective home therapy − i.e., Kesimpta over Ocrevus − should 

automatically be preferred. This contradicts Art. 32 KVG, as the WZW criteria must be assessed 

equally and strictly on a case-by-case basis − not in isolation based on short-term costs. The form 

of administration is not an independent criterion for substitution, and reducing cost-effectiveness 

to mere cost minimization ignores the legally required cost-benefit standard in the specific 

individual case. 

The health insurer’s inquiry is also based on assumptions that do not do justice to the clinical 

complexity of treating patients with multiple sclerosis. The argumentation relies primarily on two 

studies (references i and ii) − available only as posters − funded by Novartis, the manufacturer of 

Kesimpta, whose objectivity, representativeness, methodology, and generalizability must be 

critically questioned: 

a) Funding bias, or sponsorship bias: The two studies cited above are industry-sponsored 

commissioned research projects; therefore, a conflict of interest exists. Since industry-

sponsored studies report results favorable to the sponsor significantly more often than 

independently funded studies (References 1–5), the results and conclusions must be 

critically evaluated. 
 

b) Verification Bias: The two studies were published as posters at a conference but have not 

yet been published in a relevant scientific journal following a peer-review process. 

Independent, non-industry-sponsored studies are needed here. 
 

c) Selection Bias: The data in the first poster are not representative, as only 66 MS patients 

were surveyed, whereas 985 healthy individuals were surveyed as substitutes for 

treatment-naive MS patients. The sample does not reflect the target population (MS 

patients, particularly treatment-naive patients). 
 

d) Reporting Bias: The methods are not precisely disclosed; there is a lack of methodological 

transparency, particularly regarding the following questions: How were the questions to 

the respondents formulated? How were potential bias factors controlled for? 
 

e) Framing Bias (Rigid Scenario Framing, Restricted Choice Framing): The scenarios presented 

in the two posters are too rigid and fail to consider the option of extending the intervals 

between infusions; thus, they do not reflect «real-world» conditions. For Ocrevus, flexible 

Extended Interval Dosing (EID) is now widely used. This involves extending Ocrevus 

infusion intervals to 9–18 months or longer, rather than adhering to the rigid 6-month 

intervals for years. This can reduce direct costs by more than half (Reference 6). 



 

 

3/4 

f) Prevalent User Bias and Status Quo Bias: Infusion therapy with Ocrevus was approved for 

reimbursement in March 2018, i.e., added to the Specialty List (SL), while injection therapy 

with Kesimpta was not approved until June 2021, i.e., three years later. The higher 

proportion of patients treated with Ocrevus compared to Kesimpta at many sites results 

from the fact that many patients were started on Ocrevus prior to Kesimpta’s approval and, 

due to its good efficacy, do not wish to switch to another drug, even when offered the 

option. The two poster studies mentioned above do not account for this low willingness to 

switch medications. Furthermore, there is growing evidence that a treatment decision 

made jointly by the doctor and the patient is crucial for adherence and treatment success; 

consequently, a forced switch based solely on cost considerations runs counter to a 

patient-centred approach and increases the risk of non-adherence, treatment 

discontinuation and clinical deterioration (Reference 7). 
 

g) First-mover advantage bias, or bandwagon effect/popularity bias: Many MS patients 

choose Ocrevus because it is the better-known, more established drug and/or has been on 

the market the longest of all anti-CD20 therapies. The two poster studies mentioned above 

do not account for this bias. 
 

h) Asymmetric Evidence Bias / Evidence Maturity Bias: There is significantly more real-world 

data and experience available for Ocrevus, which is an important consideration for 

physicians and patients. The two poster studies mentioned above do not account for this 

bias. 
 

i) Evidence Maturity Bias: For patients planning to conceive, Ocrevus has a clear practical 

advantage: With over 600 documented pregnancies, the data set is significantly better than 

for Kesimpta (23 cases). The long efficacy window of at least 6 months allows for a disease-

stable conception phase without monthly exposure to therapy, and pregnancy can be 

planned as early as 2–3 months after the last infusion. Since Ocrevus has a longer duration 

of action than Kesimpta, the risk of disease activity during pregnancy is extremely low. The 

two poster studies mentioned above disregard this aspect. 
 

j) Selective Citation Bias: In contrast to the two aforementioned poster studies, other peer-

reviewed studies on patient preferences in significantly larger cohorts of patients with 

multiple sclerosis (n=192 and n=1069) show that reducing treatment frequency is among the 

most important criteria for patients with multiple sclerosis, and that administration every 6 

months is clearly preferred over more frequent regimens (References 8 and 8). These two 

peer-reviewed studies are not sufficiently discussed in the two poster studies mentioned 

above. 

The arguments presented in both poster studies unduly reduce the comprehensive assessment 

required by law to a purely cost-based analysis and must therefore be rejected. A blanket 

prioritization of Kesimpta therapy based on inconsistent cost considerations contradicts health 

insurance law, the duty of medical care, and the current state of medical science. 
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Overall, the health insurer’s letter must also be rejected, as the specific reference to the two 

aforementioned poster studies − which are methodologically flawed in multiple respects − raises 

the suspicion that, under the guise of objective inquiries, the insurer is attempting to unduly 

influence physicians’ freedom of treatment. 

The physicians who received the letter are free to cite and use this statement in their response to 

the health insurer. 
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