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Intent:

The intent of this policy/guideline is to provide information to the prescribing practitioner
outlining the coverage criteria for Multaq under the patient’s prescription drug benefit.

Description:

FDA-Approved Indications
Multaq is indicated to reduce the risk of hospitalization for atrial fibrillation in patients in
sinus rhythm with a history of paroxysmal or persistent atrial fibrillation (AF).

Applicable Drug List:
Multaq
Policy/Guideline:

Coverage Criteria

Atrial Fibrillation (AF)

Authorization may be granted when the requested drug is being prescribed to reduce the
risk of hospitalization for atrial fibrillation (AF) in a patient with a history of paroxysmal or
persistent AF, i.e., non-permanent AF.

Approval Duration and Quantity Restrictions:

Approval: 12 months

Quantity Level Limit: Reference Formulary for drug specific quantity level limits
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