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Generic Name: Ivabradine  

Therapeutic Class or Brand Name: Corlanor 

Applicable Drugs (if Therapeutic Class): N/A 

Preferred: N/A 

Non-preferred: N/A 

Date of Origin: 4/28/2021  

Date Last Reviewed / Revised: 12/19/2024

 

PRIOR AUTHORIZATION CRITERIA 
(May be considered medically necessary when criteria I through IV are met) 

I. Documented diagnosis of one of the following conditions and must meet ALL criteria under each 
applicable diagnosis:  

A. Symptomatic chronic heart failure with NYHA (New York Heart Association) Class II or III 

1. Minimum age requirement: 18 years old. 

2. Documented left ventricular ejection fraction less than 35%. 

3. Documentation that the patient is in sinus rhythm with a resting heart rate of at least 70 
beats per minute.  

4. Documentation that the patient is on a beta-blocker at the maximally tolerated dose for 
at least 4 weeks OR documentation of a clinically significant intolerance or 
contraindication to beta-blocker use.  

B. Stable symptomatic heart failure due to dilated cardiomyopathy 

1. Minimum age requirement: 6 months old. 

2. Resting heart rate of ≥105 bpm for age 6-12 months, ≥ 95bpm for age 1-3 years, ≥ 75 
bpm for age 3-5 years, and ≥ 70 bpm for age 5-18 years 

3. Maximum dose of 0.2 mg/kg twice daily for patients aged 6-12 months, or 0.3 mg/kg for 
patients 1 year old and older, up to a maximum dose of 7.5 mg twice daily. 

II. Treatment must be prescribed by or in consultation with a cardiologist. 

III. Request is for a medication with the appropriate FDA labeling, or its use is supported by current 
clinical practice guidelines. 

IV. Refer to the plan document for the list of preferred products. If the requested agent is not listed as 
a preferred product, must have documented treatment failure or contraindication to the 
preferred product(s). 

EXCLUSION CRITERIA 

 Acute decompensated heart failure 

 Clinically significant hypotension  
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 Sick sinus syndrome, sinoatrial block, or 3rd-degree AV block, unless a functioning demand 
pacemaker is present. 

 Clinically significant bradycardia 

 Severe hepatic impairment (Child-Pugh C) 

 Heart rate maintained exclusively by a pacemaker (pacemaker dependence) 

 Concurrent use of strong cytochrome CYP3A4 inhibitors  

 Pregnancy 

OTHER CRITERIA 

 N/A 

QUANTITY / DAYS SUPPLY RESTRICTIONS 

 Tablets:  

o 60 tablets per 30 days. 

 Oral Solution: 

o 450 mL per 30 days. 

APPROVAL LENGTH 

 Authorization: 1 year. 

 Re-Authorization: An updated letter of medical necessity or progress notes showing current 
medical necessity criteria are met and that the medication is effective. 

APPENDIX 

 N/A 
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DISCLAIMER: Medication Policies are developed to help ensure safe, effective and appropriate use of selected 
medications. They offer a guide to coverage and are not intended to dictate to providers how to practice medicine. Refer 
to Plan for individual adoption of specific Medication Policies. Providers are expected to exercise their medical judgement 
in providing the most appropriate care for their patients.  


