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dichlorphenamide 
 
POLICY 

 
I. CRITERIA FOR APPROVAL 

For all indications:  
An authorization of 2 months may be granted when all the following criteria are met: 

 

• Patient is 18 years of age or older  

• Medication is prescribed by, or in consultation with neurologist  

• Maximum daily dose does not exceed 200mg 

• The patient does not have hepatic impairment, metabolic acidosis, severe 
pulmonary disease (e.g., severe COPD), and is not concomitantly taking high-
dose aspirin (doses greater than 325mg/day) 

• The patient must have an inadequate treatment response, intolerance or 
contraindication to acetazolamide; AND 

 
Primary Hypokalemic Periodic Paralysis 
 
A. The diagnosis must be supported by at least one of the following:    

a. Genetic test results     
b. Patient has a family history of primary hypokalemic periodic paralysis      
c. Patient’s attacks are associated with hypokalemia AND both Andersen-Tawil 

syndrome and thyrotoxic periodic paralysis have been ruled out; OR 
 
Primary Hyperkalemic Periodic Paralysis 
 
B. The diagnosis must be supported by at least one of the following: 

a. Genetic test results 
b. Patient has a family history of primary hyperkalemic periodic paralysis     
c. Patient’s attacks are associated with hyperkalemia AND Andersen-Tawil 

syndrome has been ruled out 
 

II. CONTINUATION OF THERAPY 
 
Authorization of 12 months may be granted for all patients when all of the following 
criteria is met: 
A. Medication is prescribed by, or in consultation with neurologist 
B. Maximum daily dose does not exceed 200mg 
C. Patient has documented diagnosis of primary hyperkalemic periodic paralysis, 

primary hypokalemic periodic paralysis, or related variants 
D. The patient does not have hepatic insufficiency (e.g., Child-Pugh Class A) 
E. The patient does not have severe pulmonary disease (e.g., severe COPD) 
F. The patient has a positive clinical response to the medication as evidenced by 

reduced frequency of paralysis and continues to require ongoing therapy 
 

III. QUANTITY LIMIT 
dichlorphenamide 50mg tablets: 4 tablets per day 
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IV. COVERAGE DURATION 

• Initial: 2 months 

• Renewal: 12 months 
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