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Acute Inpatient Rehabilitation

Type of Policy: Medical
Prior Approval Date: 05/01/2023
Approval Date: 10/02/2023
Effective Date: 12/01/2023
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

Inpatient level of care requires prior authorization.
Codes Requiring Retrospective Review

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes: G10, G11.0, G11.1, G11.2, G11.3, G114, G11.8, G11.9,
G12.1,G12.2, G12.20, G12.21, G12.22, G12.29, G12.8, G12.9, G13.0, G13.1, G13.2, G13.8,
G14, G35, G37.9, G58.0, G58.7, G58.8, G58.9, G61, G61.0, G61.1, G61.8, G61.81, G61.89,
G61.9, G83.0, G83.1, G83.10, G83.11, G83.12, G83.13, G83.14, G83.2, G83.20, G83.21,
G83.22, G83.23, G83.24, G83.3, G83.30, G83.31, G83.32, G83.33, G83.34, G83.4, G83.5,
(G83.8, G83.81, G83.82, G83.83, G83.84, G83.89, G83.9, M05.0, M05.01, M05.011,
M05.012, M05.019, M05.02, M05.021, M05.022, M05.029, M05.03, M05.031, M05.032,
M05.039, M05.04, M05.041, M05.042, M05.049, M05.05, M05.051, M05.052, M05.059,
M05.06, M05.061, M05.062, M05.069, M05.07, M05.071, M05.072, M05.079, M05.21,
M05.211, M05.212, M05.219, M05.221, M05.222, M05.229, M05.5

Acute Inpatient Rehabilitation Page 1 0of 8

Page 8 of 1439



MVP Health Care Medical Policy

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code sets and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Acute rehabilitation is a comprehensive, intensive unit or hospital-based rehabilitative
program that employs a coordinated, interdisciplinary team-care delivery system of
multiple services. The inpatient rehabilitative program involves at least two rehabilitative
disciplines with a minimum of three hours of acute rehabilitation each day and
continuing 24-hour medical availability by a rehabilitative physician and rehabilitative
nursing to ensure safe and effective treatment for complex medical conditions.

Indications/Criteria
Documentation Requirements

1. Medical necessity must be documented in the medical record and be available upon
request.

2. Specifics of PT/OT/ST evaluation must be submitted at the time of the request
including, but not limited to:

o the customer’s current functional limitation including goals to be obtained;
o the customer’s neurological deficits and functional status prior to event;

o the customer’s current functional deficits, mental status and ability to learn;
o the customer’s motivation to participate in rehabilitation;

o the customer’s functional communication, physical activity and endurance
(including clinical and respiratory presentation, standardized tests and measures);

o the customer’s social/caregiver support, discharge environmental factors; and
o the customer’s/caregiver’s expectations of rehabilitation.

Indications for acute inpatient rehabilitation include, but are not limited to, the
following:

e brain injury; or

e cerebral vascular accident; or

Acute Inpatient Rehabilitation Page 2 of 8
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spinal cord injury; or

Guillian Barre; or

CNS hemorrhage; or
amputation; or

bilateral joint replacement; or

transplant recipient.

Customers of all ages (Pediatric [child] and Adult) will be considered for acute inpatient
rehabilitation when all of the following criteria are met:

a patient requires 24-hour a day access to a registered nurse with specialized
training in rehabilitation; and

a patient requires the 24-hour availability of a physician with specialized training or
experience in rehabilitation, including face-to-face visits, at least three (3) days per
week to assess the patient both medically and functionally, as well as to modify the
course of treatment as needed to maximize the patient’s capacity to benefit from the
rehabilitation process; and

Beginning with the second week of admission, a non-physician practitioner with
specialized training and experience in inpatient rehabilitation may conduct 1 of the 3
required face-to-face visits with the customer per week.

the customer requires an intensive rehabilitation therapy program that consists of at
least three (3) hours of therapy per day, five (5) days per week or 15 hours per week
(appropriate for customer age, development, and cognition); and

the rehabilitation program includes at least two therapies (e.g, physical therapy,
occupational therapy, speech therapy); and

The standard of care for an intensive rehabilitation therapy patients is individualized
(i.e., one-on-one) therapy. Group therapies serve as an adjunct to individual
therapies.

the customer has one or more persistent disabilities that require at least minimal
assistance in mobility, basic activities of daily living, bowel or bladder control,
cognition, emotional functioning, pain management, swallowing or communication;
and

the customer is medically stable, is able to fully participate in the rehabilitation
program, and has the potential for significant measurable improvement in functional
status. Measurable, practical improvement in the patient’s functional condition is
expected to be accomplished within a predetermined and reasonable period of time;
and

Acute Inpatient Rehabilitation Page 3 of 8
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e the customer has a discharge residence other than a Residential Health Care Facility,
sufficient family/caregiver support to ensure personal and medical safety, and
consensus among the patient, family/caregivers and health care team of discharge
setting; and

e treatment is precluded in a lower level of care due to clinical complexity and/or
cognitive ability.

Note: In order to be classified as an inpatient rehabilitation facility, a facility must meet
the requirements specified in Title 42 Code of Federal Regulations (CFR) 412.23(b) (2), as
well as other regulatory requirements.

Exclusions
e Not meeting Indications/Criteria listed in this policy.

e The Inpatient Rehabilitation Facility (IRF) benefit is not to be used as an alternative to
completion of the full course of treatment in the referring hospital. A patient who
has not yet completed the full course of treatment in the referring hospital is
expected to remain in the referring hospital, with appropriate rehabilitative
treatment provided, until such time as the patient has completed the full course of
treatment. IRF admissions for patients who are still completing their course of
treatment in the referring hospital and who, therefore, are not able to participate in,
and benefit from, the intensive rehabilitation therapy services provided in IRFs will be
considered not medically necessary.

e The Inpatient Rehabilitation Facility (IRF) IRF benefit is not medically necessary for
patients who have completed their full course of treatment in the referring hospital
but do not require intensive rehabilitation. Benefits are available for such patients in
a less-intensive setting.

e Services will be denied as not medically necessary when there is no reasonable
expectation of improvement in quality of life or level of functioning.

e Customers will be discharged from the acute rehabilitation program for any of the
following conditions:

o the customer has achieved the established goals, or the goals can be attained at
a lower level of care; or

o the customer’s needs have been met or services can be provided at a lower level
of care; or

o the customer no longer demonstrates functional improvement; or
o the customer appears to no longer benefit from acute rehabilitation; or

o the customer refuses to participate in the program or has been non-compliant
with the rehabilitation program; or

Acute Inpatient Rehabilitation Page 4 of 8
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o the customer is unable to tolerate or regularly attend the prescribed
rehabilitation program.

Medicaid Managed Care Variation

For Managed Medicaid medically fragile children with physical health/behavioral health
needs, MVP considers the customer’s specific service levels along within the larger
context of the child’s overall needs in accordance with the requirements set forth by the
Office of Health Insurance Programs Principles for Medically Fragile Children.
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Customer Product

Medical Management Requirements*

New York Products

HMO Prior Auth
PPO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth

MVP Medicare Preferred Gold HMO POS

Prior Auth naviHealth Inc.

MVP Medicare Secure HMO POS

Prior Auth naviiHealth Inc.

MVP Medicare Secure Plus HMO POS

Prior Auth naviiHealth Inc.

MVP Medicare WellSelect PPO

Prior Auth naviiHealth Inc.

MVP Medicare WellSelect Plus PPO

Prior Auth naviiHealth Inc.

MVP Patriot Plan PPO

Prior Auth naviiHealth Inc.

MVP DualAccess D-SNP HMO

Prior Auth naviHealth Inc.

MVP DualAccess Complete D-SNP HMO

Prior Auth naviHealth Inc.

MVP DualAccess Plus D-SNP HMO

Prior Auth naviHealth Inc.

UVM Health Advantage Select PPO

Prior Auth naviHealth Inc.

Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products

POS in Plan Prior Auth
POS OOP Prior Auth

MVP Medicare Preferred Gold HMO POS

Prior Auth naviHealth Inc.

MVP Medicare Secure Plus HMO POS

Prior Auth naviHealth Inc.

MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History:

Acute Inpatient Rehabilitation

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review.

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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04/01/2022 — Annual review; added that policy applies to all ages, eliminated under three-hour therapy
coverage criteria, added criteria that would preclude a lower level of care. Updated references and
websites section.

08/01/2023 — updated criteria for non-physician practitioners and group therapy.

12/01/2023 - Policy was updated to indicate that criteria applied to pediatric customers as well as adults
and that rehabilitation was required for children based on being appropriate for customers age,
development and cognition.
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Adult Day Health Care (ADHC) Services and
AIDS Adult Day Health Care (AIDS ADHC) Services
for MVP Medicaid Managed Care Customers

Type of Policy: Medical

Prior Approval Date: 12/06/2021
Approval Date: 12/04/2023
Effective Date: 02/01/2024

Personal Care and Consumer Directed Services
for MVP Medicaid Managed Care Customers

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

HCPCS Codes: S5102 — Day care services, adult; per diem

Codes Requiring Retrospective Review

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-

authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are

Adult Day Health Care Services Page 1 of 7
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subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Adult Day Health Care (ADHC) and AIDS Adult Day Health Care Program (AIDS ADHCQ)
provide health care services and activities to qualified Medicaid recipients who may
need assistance with activities of daily living, help with medications, or specialized
services for those with human immunodeficiency virus (HIV), acquired immune
deficiency syndrome (AIDS), or are part of a high-need population that, regardless of
their HIV status, would benefit from receiving these adult day health care services.

AIDS Adult Day Health Care Programs are designed to assist individuals with AIDS, HIV
disease or customers who are considered to be part of a high-need population,
regardless of their HIV status, to live more independently in the community or to
eliminate the need for residential health care services. The program targets services to
high need individuals with HIV and co-morbidities such as substance abuse and mental
iliness, and to those who may need assistance with managing other chronic conditions
such as diabetes and hypertension.

Indications/Criteria

Adult Day Health Care (ADHC) or AIDS Adult Day Health Care (AIDS ADHC) services will
be provided for qualified MVP Medicaid Managed Care Customers when all the
following criteria have been met: [2!

e ordered by a physician or other medical practitioner;
e provided to eligible beneficiaries, as determined by a patient assessment;
e included in, or consistent with, a plan of care;
e requested for a customer who:
o is not a resident of a residential health care facility;
o is functionally impaired;
o is not homebound;

o requires supervision, monitoring, preventive, diagnostic, therapeutic,
rehabilitative or palliative care or services;

o does not require continuous 24 hour per day inpatient care and services;

o whose assessed social and health care needs can satisfactorily be met in whole or
in part by the delivery of appropriate services in a community setting; and

@)

requires a minimum of at least one visit per week to the program;

Adult Day Health Care Services Page 2 of 7

Page 17 of 1439



MVP Health Care Medical Policy

documentation that includes an interdisciplinary comprehensive assessment,
customer’s functional impairment and the frequency and duration of particular
services that must be provided to a participant.

documentation for reassessment must include:
o an interdisciplinary comprehensive assessment;

appropriateness of customer’s continued stay in the program;

(@)

o the customer’s needs;
o the necessity and suitability of services provided; and

o the potential for transferring responsibility for the care of the customer to other
more appropriate agencies or service providers.

The following services will be covered for ADHC when all of the above criteria listed
under Indications\Criteria of this policy have been met:

case management, including health education;
interdisciplinary care planning;

nursing services;

nutrition;

social services;

assistance and supervision with the activities of daily living, such as toileting, feeding,
ambulation, bathing including routine skin care, care of hair and nails; oral hygiene;
and supervision and monitoring of personal safety, restorative rehabilitative and
maintenance therapy services;

planned therapeutic or recreational activities that reflect the interests, cultural
backgrounds, and the communities of the registrants and provide the registrants
with choices;

pharmaceutical services;
referrals for necessary dental services and sub-specialty care; and

religious services and pastoral counseling.

The following services will be covered for AIDS ADHC when all of the criteria listed
under Indications\Criteria of this policy have been met:

HIV general medical services, including gynecologic services;

sick call visits for registrants presenting with a new problem, which may result in
coordination with the primary care physician and/or MCO to address conditions that
require immediate or further medical intervention;

Adult Day Health Care Services Page 3 of 7
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case management services;
food and nutrition services;
social services;

assistance with and/or supervision of activities of daily living such as toileting,
feeding, ambulation, bathing including routine skin care, care of hair and nails, and
oral hygiene;

rehabilitation therapy services as the registrant’s needs indicate;

an activities program involving community, interpersonal and self care functions
appropriate and sufficient in scope to the needs and interests of each registrant to
sustain physical and psychosocial functioning;

nursing services;

pastoral counseling;

counseling for HIV risk reduction;

pharmaceutical services;

substance abuse services;

mental health and psychiatric services;

ancillary services commensurate with the level of medical care delivered on-site; and

referrals for dental services and sub-specialty care.

Exclusions

Not meeting criteria listed under Indications\Criteria of this policy.
Social Adult Day Care Services (SADS) are not covered.

Services that constitute only meals and recreation will be denied as not medically
necessary.

References (Updated 2023)

1.

NY Department of Health. Office of Health Insurance Programs. Division of Health
Plan Contracting and Oversight. Guidelines for the Transition of Adult Day Health
Care and AIDS Adult Day Health Care Services in Medicaid Managed Care. August 1,
2013. Available:

https://www.health.ny.gov/health care/medicaid/redesign/adhc aids adhc man care
htm.

New York State Rules and Regulations Title 10 NYCRR §425.1 and 759.
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3. New York State Codes, Rules and Regulations. Title: Part 425 — Adult Day Health
Care. Effective Date: 06/14/2017. Title: Part 425 - Adult Day Health Care | New York
Codes, Rules and Reqgulations (ny.gov)
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Customer Product

Medical Management Requirements*

New York Products

HMO Not Covered
PPO in Plan Not Covered
PPO OOP Not Covered
POS in Plan Not Covered
POS OOP Not Covered
Essential Plan Not Covered
MVP Medicaid Managed Care Prior Auth

MVP Child Health Plus Not Covered
MVP Harmonious Health Care Plan Prior Auth

MVP Medicare Complete Wellness

Not Covered

MVP Medicare Preferred Gold HMO POS

Not Covered

MVP Medicare Secure HMO POS

Not Covered

MVP Medicare Secure Plus HMO POS

Not Covered

MVP Medicare WellSelect PPO

Not Covered

MVP Medicare WellSelect Plus PPO

Not Covered

MVP Medicare Patriot Plan

Not Covered

MVP DualAccess D-SNP HMO

Not Covered

MVP DualAccess Complete D-SNP HMO

Not Covered

MVP DualAccess Plus D-SNP HMO

Not Covered

UVM Health Advantage Select PPO

Not Covered

USA Care

Not Covered

Healthy NY

Not Covered

MVP Premier

Not Covered

MVP Premier Plus

Not Covered

MVP Premier Plus HDHP

Not Covered

MVP EPO Not Covered
MVP EPO HDHP Not Covered
MVP PPO Not Covered

MVP PPO HDHP

Not Covered

Student Health Plans

Not Covered

ASO See SPD
Vermont Products

POS in Plan Not Covered
POS OOP Not Covered

MVP Medicare Preferred Gold HMO POS

Not Covered

MVP Medicare Secure Plus HMO POS

Not Covered

MVP VT HMO

Not Covered

MVP VT HDHP HMO

Not Covered

MVP VT Plus HMO

Not Covered

MVP VT Plus HDHP HMO

Not Covered

MVP Secure

Not Covered

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Adult Day Health Care Services

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:
02/01/2022 — Annual Review with no changes to the indications or criteria for coverage.

02/01/2024 - Annual Review with no changes to the indications or criteria for coverage. Reviewed
references, added reference for Part 425 — Adult Day Health Care.
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Air Medical Transport

Type of Policy: Medical

Prior Approval Date: 11/07/2022
Approval Date: 11/04/2024
Effective Date: 02/01/2025
Related Polices: Ground Ambulance

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

HCPCS Codes:
Prior authorization is required only for non-emergency transport.

A0140 - Nonemergency transportation and air travel (private or commercial) intra- or
interstate

A0430 - Ambulance service, conventional air services, transport, one way (fixed wing)
A0431- Ambulance service, conventional air services, transport, one way (rotary wing)
A0435 - Fixed wing air mileage, per statute mile

A0436 - Rotary wing air mileage, per statute mile

S9960- Ambulance service, conventional air services, nonemergency transport, one way
(fixed wing)

S9961 - Ambulance service, conventional air service, nonemergency transport, one way
(rotary wing)

Codes Subject to Retrospective Review
N/A

Experimental/Investigational

Air Medical Transport (AMT) Page 1 of 7
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N/A
Common Diagnosis Codes
N/A
Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview

Air Medical Transport/ambulance is a service performed by either a helicopter or fixed
wing aircraft to rapidly transfer those who are critically ill to a facility capable of caring
for them. Transfer can be between two acute care facilities or from an emergency scene
to an appropriate level acute care facility.

Policy Criteria

Air Medical Transport will be covered on a case-by-case basis for the following
indications:

e Transport from the scene of an accident or remote critical medical emergency to the
nearest acute care facility capable of caring for the customer’s medical needs when
the condition (see below for examples of clinical situations for scene triage to air
transport) of the customer is such that the time needed to transport by land or the
instability of transportation by land endangers the health or survival of the customer;
the ground transport time must be 30-60 minutes or longer from the time the call is
dispatched to the arrival time at the appropriate facility; or

e Transport from one acute facility to the geographically closest higher level of care
acute facility capable of providing the necessary care related to the customer’s
condition (e.g., burn unit, cardiac care unit, trauma units, neonatal units). Coverage
decisions do not allow for referral hospital preference based upon network referral
patterns. Coverage is also not available for transport from a hospital capable of
treating the patient because the patient and/or the patient’s family prefer a specific
hospital or physician; or

e The point-of-pickup is inaccessible by a ground/land vehicle.

The patient requires advanced lifesaving skills and technology during transportation to
the nearest acute care facility, which is not present with the available ground-based EMS
responders. This determination should be based upon an assessment utilizing the 2011

Air Medical Transport Page 2 of 7
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Guidelines for Field Triage of Injured Patients from the CDC and the National Center for
Injury Prevention and Control, Division of Injury Response. Prior authorization is
required only for non-emergency transport.

Examples of clinical situations for scene triage to air medical transport include, but are
not limited to:

e Intracranial bleeding requiring prompt neurosurgical intervention;
e Cardiogenic shock (e.g., due to acute myocardial infarction);
e Extensive burns requiring specialized treatment;

e Catastrophic, life-threatening illness or trauma with signs and/or symptoms
suggesting:

o Multiple orthopedic injuries, including multiple pelvic fracture,

o Vascular compromise:
» Arterial, interruption with arterial flow (e.g., hemorrhagic ischemia)
= Venous, major vessel obstruction (e.g., acute thrombosis)

o Spinal cord injury with neurological deficits,

o Open injury with cerebrospinal fluid leak,

o Major chest wall damage including flail chest or open sucking chest
wounds.

Exclusions

Air Medical Transport will not be covered for any situation when trauma or critical
condition cannot be substantiated.

Transport to a facility other than the geographically closest facility capable of caring
for the customer.

Coverage is not available for transport from a hospital capable of treating the patient
because the patient and/or the patient’s family prefer a specific hospital or physician.

Coverage decisions do not allow for referral hospital preference based upon network
referral patterns.

Air ambulance services are not covered for transport to a facility that is not an acute
care hospital, such as a nursing facility, physician’s office, or a beneficiary's home.

Medicare Variation

Non-emergent air transport will not be reimbursed if prior authorization is not obtained.
When prior authorization is not required, the air transport will be reimbursed at the
ground ambulance rate if the air transport does not meet policy criteria for coverage.

Air Medical Transport Page 3 of 7
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Medically appropriate air ambulance transportation is a covered service if the Medicare
customer’s medical condition is such that transportation by either basic or advanced life
support ground ambulance is not appropriate.

Full coverage and limitation details are available in the Medicare Benefit Policy Manual,
Chapter 10.4 Air Ambulance Services. Available: www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/bp102c10.pdf

MVP Medicaid Managed Care Variation

Emergency transportation, including Air Medical Transport, is not covered by MVP for
Medicaid Managed Care Plans. Air Medical Transport is covered by NYS Medicaid Fee-
for-Service (FFS).

References (Updated 2025)

1. American College of Emergency Physicians and National Association of EMS
Physicians. Guidelines for air medical dispatch. Position Statement. 2002 May. Prehosp
Emerg Care 2003 Apr-Jun;7(2):265-71 Available:
https://www.tandfonline.com/doi/abs/10.1080/10903120390936923#.Vdt6PvIViko.

2. American College of Emergency Physicians and National Association of EMS
Physicians. Guidelines for air medical dispatch. Policy resource and education paper.
2006 Jan Available: https://www.acep.org/globalassets/uploads/uploaded-
files/acep/clinical-and-practice-management/resources/emergency-medical-
services/quidelinesforairmeddisp.pdf.

3. Centers for Disease Control and Prevention. Guidelines for Field Triage of Injured
Patients: Recommendations of the National Expert Panel on Field Triage, 2011
Available: https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6101a1.htm

4. Centers for Medicare & Medicaid (CMS). Medicare Benefit Policy Manual. Chapter 10,
Ambulance Services. Section 10.4. Available:
www.cms.gov/manuals/downloads/bp102c¢10.pdf.

5. Centers for Medicare & Medicaid (CMS). National Government Services, Inc. Medicare
Local Coverage Decision (LCD) for Air Ambulance Services (L36749) Effective Date:
11/01/2016. RETIRED: 02/28/2018.

6. Doucet J, Bulger E, Sanddaj N, Fallat M, Bromberg W, Gestring M; Emergency Medical
System Subcommittee, Committee on Trauma, American College of Surgeons.
Appropriate use of helicopter emergency medical services for transport of trauma
patients. J Trauma Acute Care Surg. 2013 Oct; 75(4): 734-41.

7. Flocare DJ, Stuhlmiller DF, Braithwaite SA, Thomas SH, Madden JF, Hankins DG, et al.
Appropriate and Safe Utilization of Helicopter Emergency Medical Services: A Joint
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Position Statement with Resource Document. Prehosp Emerg Care 2013. Oct-Degc;
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8. Galvagno Jr SM, Sikorski R, Hirshon JM, Floccare D, Stephens C, Beecher D, et al.
Helicopter emergency medical services for adults with major trauma. Cochrane
Database Syst Rev 2015 Dec 15; (12):CD009228.

9. New York State Department of Health. Bureau of Emergency Medical Services and
Trauma Systems. Revised 2021 Jan. Available:
http://www.health.ny.gov/professionals/ems/.

7. New York State Department of Health. eMedNY. Provider Manuals. Transportation
Manual, Policy Guidelines. Available:
https://www.emedny.org/ProviderManuals/Transportation/index.aspx.

10. United States Federal law [42 USC 1396b (v) (3), SSA 1903(v) (3) and 42 CFR 440.255].
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Carved out to Medicaid FFS
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Carved out to Medicaid FFS
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS in Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD
4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g., HDHP
HMO auth requirements are the same as listed for HMO).
© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Air Medical Transport

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review
Retrospective Review Required

Service is not a covered benefit

See Specific Plan Design
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Revision History:

12/01/2022 — Annual review; no changes to indications or criteria; added Medicaid Managed Care variation,
references updated.

01/01/2023 — Coverage added to Child Health Plus (CHP).

02/01/2025 — Annual review with no changes to the indications or criteria, references reviewed.
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Allergy Testing and Allergen Immunotherapy

Type of Policy: Medical

Prior Approval Date: 12/05/2022

Approval Date: 06/03/2024

Effective Date: 08/01/2024

Related Polices: Allergy Testing and Serum
Preparation Claims Payment
Policy

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes: J45.902, T63.001A, T63.014A, T63.023A, T63.031A,
T63.034A, T63.041A, T63.044A, T63.061A, T63.064A, T63.071A, T63.074AT63.084A,
T63.091A, T63.094A, T63.301A, T63.441A, T63.444A, T63.451A, T63.461A, T63.621A,
T63.691A, T63.711A, T63.811A, T63.822A, T63.831A, T63.891A, T78.40xA, T78.49xA

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.
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Common Procedure Codes

CPT Codes: 86003, 86332, 86343, 95004, 95024, 95027, 95028, 95044, 95052, 95056,
95060, 95065, 95070, 95115, 95117, 95120, 95125, 95130, 95131, 95132, 95133, 95134,
95144, 95145, 95146, 95147, 95148, 95149, 95165, 95170, 95180, 95076, 95079

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior authorization for some products may require retrospective review for plans that do not require prior
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Allergy testing is necessary to confirm the presence of IgE antibodies directed toward
inhalants, foods, hymenoptera, venoms” (Refer to MVP Skin Endpoint Titration Policy),
and pharmaceutical allergens implicated by the customer’s history. Although there are a
variety of methods for assessing the presence of specific IgE antibodies, skin testing is
preferred. Allergy skin testing may be performed by the percutaneous (prick testing) or
the intracutaneous route (intradermal testing). Standardized allergen extracts should be
used in diagnostic skin testing along with appropriate positive and negative controls.
Fresh fruits and vegetables may be used as a source of skin testing extracts by a
specialist when indicated.

Provocative challenge tests can help diagnose adverse reactions to allergens when skin
prick tests (SPT) or intradermal tests are considered equivocal or are unreliable.
Challenge tests may be categorized into inhalation challenge tests for testing those with
significant breathing reactions to allergens, and ingestion challenge tests for those who
may react to food or drug allergens.

The primary tools available to evaluate patients’ adverse reactions to foods include
history (including diet records), physical examination, prick/puncture skin tests, serum
tests for food specific IgE antibodies, trial elimination diets, and oral food challenges.
Prick/puncture tests and serum assays are techniques used to detect the presence of
antibody in suspected food allergies. However, they do not necessarily indicate, by
themselves, that ingestion would result in a clinical reaction. Serologic analysis may
indicate that a negative test result rules out IgE-mediated reactions to a tested food but
that a positive test result may not be associated with true clinical reactions.
Intracutaneous skin tests for foods are potentially dangerous, are overly sensitive,
increase the chance of a false positive test result, and are not recommended. " /!
Although these tests may assist in the assessment of allergic reaction, they are not
considered diagnostic.

Graded oral food challenge is performed by having the patient ingest increasing amounts
of the suspected food under physician observation. This represents a definitive test for
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tolerance since ingestion of a relevant amount of food with no reaction excludes the
diagnosis of an adverse reaction to a tested food.

Indications/Criteria

Allergy Testing

Allergy skin testing may be considered when the customer’s history and physical
examination indicate that allergic mechanisms may be the underlying cause of some of
the following chronic conditions:

e asthma;

e allergic rhinitis;

e eczematous eruptions, including atopic dermatitis and contact dermatitis;
e urticaria/angioedema;

e anaphylaxis caused by food, pharmaceuticals, or insects;

e gastrointestinal reactions;

e severe conjunctivitis;

e non-behavioral adverse reactions to food and drugs; or

e stinging insects” (refer to the MVP Skin End Point Titration Policy).

Patch Testing

Patch testing is used to determine the causative agent in contact eczematous dermatitis.
Indications for patch testing include:

e dermatitis that is suspected to be contact induced;
e chronic occupational dermatitis; or

e when clinical evaluations suggest that a specific allergen may be implicated in a
clinical setting, patch testing can be used to confirm the diagnosis.

Provocative Challenge Tests

Provocative challenge tests (inhalation or ingestion tests) are used to identify causative
or provocative allergens when symptoms and signs suggest an IgE mediated allergic
reaction to inhaled or ingested substances. A skin prick test (SPT) may be suggestive of
an IgE mediated food or drug-induced allergic disorder, but this testing is often
equivocal and is considered unreliable. Inhalation or ingestion challenge tests expose
the appropriate mucosal surface to the potential allergen in a controlled setting, and
patients are observed for their clinical reactions. Such testing can determine if a patient
is actually allergic to a particular substance and needs to avoid it, or if the substance
may be inhaled or ingested without triggering illness. Provocative challenge tests will be
covered when all of the following criteria have been met:
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Inhalation Challenge Tests

Bronchoprovocation tests are considered medically necessary to evaluate new
allergens and to substantiate the role of allergens in patients with significant
symptoms. Results of these tests are ordinarily evaluated by objective measures of
pulmonary function and by characterization of bronchoalveolar lavage samples.

Bronchoprovocation with methacholine, histamine, cold air, or exercise challenge
may be covered when asthma is suspected, and spirometry is normal.

Bronchoprovocation should be performed as a dose-response assay wherein
provocation concentration thresholds can be determined based on the allergen
concentration required to cause a 20% decrease of the forced expiratory volume
(FEVT).

For safety reasons, bronchoprovocation testing should be carried out by a trained
individual in an appropriate facility and is not recommended if the FEV1 is <65
percent predicted.

All inhalation challenge tests should be preceded by a control test with diluent and,
if possible, the procedure should be performed on a double-blind basis or at least a
single-blind basis.

Ingestion Challenge Test

Ingestion challenge testing materials are applied to the mucosae of the mouth or Gl
tract.

Double-blind, placebo-controlled, ingestion challenge tests are required to confirm
suspected gastrointestinal or systemic symptoms occurring after ingestion of a food
additive, or drug.

There is a history of allergy to a particular drug.

Treatment with that drug class is absolutely essential.

Exclusions

Allergy Testing

The following are examples of allergy testing that have not demonstrated efficacy and
will not be considered for coverage at this time:

grain mill dust;
tobacco smoke;
golden rod;
orris root;

pyrethrum;
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dandelion;
marigold;

soybean dust;
honey suckle;
processed wool;
phenol;

alcohol; or

sugar and yeast; or

office air

Allergy Tests

The following allergy tests have not been proven to be effective in peer-reviewed
studies and are considered not medically necessary: (This list may not be all inclusive)

qualitative multi-allergen screens (via dipstick, paddle, or disk);
cytotoxic food testing, leukocytotoxic testing or Bryan's test;

provocation neutralization testing (subcutaneous, sublingual or intradermal), or
Rinkel test;

organ challenge testing to the conjunctivae (eyes) and nares (nose);
basophil histamine release/activation;

lymphocyte stimulation;

facial thermography;

gastric juice analysis;

endoscopic allergen provocation;

hair analysis;

allergen specific 1IgG4;

bronchial provocation/challenge testing for common allergens (e.g. dust, ragweed);
medicator release test (MRT);

leukocyte histamine release test (LHRT);

ophthalmic mucous membrane tests;

Prausnitz-Kustner test;

SAGE test for food delayed hypersensitivity;

in vitro metal allergy testing;
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e antigen leukocyte cellular antibody test (ALCAT) automated food allergy testing;

e urine auto injection (autogenous urine immunization);
e food immune complex assay (FICA);

e pulse test;

e rebuck skin window;

e rhinomanometry;

e electrodermal testing;

e muscle response testing (applied kinesiology);

e chemical analysis of body tissue;

Allergen Immunotherapy

Allergen immunotherapy is considered not medically necessary for the following:
e non-IgE mediated allergies;
o food allergenic extract immunotherapy;

e management of skin and mucous membrane disease such as atopic dermatitis,
uticaria and candida vulvovaginitis. As with all of the medical policies, exceptional
cases will be considered for medical necessity on an individual basis;

e unsuccessful allergen immunotherapy that was administered within the past three (3)
years by credentialed physicians within the same practice;

e the customer has had no significant reduction in symptoms after two years of
allergen immunotherapy;

e when allergen immunotherapy has been given longer than 24 months without
appropriate re-evaluation.

Allergen immunotherapy will be considered on an individual basis for children less than
three (3) years of age. 1©

Out-of-area allergen immunotherapy may be covered on a case-by case basis.

Length of Therapy

Treatment duration and the benefits of immunotherapy must be documented in the
customer’s chart. The duration of all forms of immunotherapy must be individualized. A
presumption of failure can be made when, after 24 months of therapy, a person does
not experience a noticeable decrease of symptoms, an increase in tolerance to the
offending allergen and a reduction in medication usage.

Treatment will not be reimbursed after a two-year period when there is no apparent
clinical benefit.
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Medicaid Products Variation

Allergy testing (in vivo/in vitro) may be covered only for the following conditions:
e Suspected food allergies;
e Suspected stinging insect allergies;

e Chronic rhinitis or conjunctivitis where the cause is suspected environmental
allergies and the patient has been nonresponsive to avoidance and
pharmacologic therapy;

e Suspected medication allergy, when no alternative is available, and treatment is
medically necessary;

e Suspected allergic dermatitis.
Oral Ingestion Challenge Testing

The addition of oral ingestion challenge testing may be medically necessary for those
patients for whom a diagnosis of a food allergy or allergy to an oral drug has been
inconclusive or inconsistent with clinical symptoms. In general, oral ingestion challenge
testing should not be used as first-line testing for allergies. Oral ingestion challenge
testing should only be performed in a carefully supervised allergy specialist setting, with
emergency support immediately available. Oral ingestion challenge testing is a covered
service when considered medically necessary to confirm a positive in vivo/in vitro test
result or to test for an allergic response to:

e Foods/ingested substances when in vivo/in vitro testing is inconclusive or
inconsistent with clinical symptoms; or

e Oral medications, when all of the following are met:
o Patient has a history of allergy to a specified drug; and
o There is no effective alternative or equivalent drug; and

o Patient requires treatment with the drug class.

MVP Medicare Products Variation

For full coverage details refer to the National Government Services Local Coverage
Determination (LCD) for RAST Type Tests (L33591). Revision Effective Date: 11/07/2019.
Available: MCD Search (cms.gov)
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review
Essential Plan Potential for Retrospective Review
Healthy NY Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and

requirements that may dffect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Allergy Testing Allergen Immunotherapy

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History

02/01/2023 — Annual review; no changes to the indications and criteria; added provider testing using
office air as an exclusion.

08/01/2024 - Allergen immunoassay blood and in-vitro tests (CPT Codes 82784, 86021, 88184, 86001,
86005) now managed in the Allergen Testing Payment Policy.
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Alopecia Treatment

Type of Policy: Medical

Prior Approval Date: 02/06/2023

Approval Date: 12/02/2025

Effective Date: 04/01/2025

Related Polices: Phototherapy, Photochemotherapy,

and Excimer Laser Therapy for
Dermatologic Conditions

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Codes: N/A

Codes Subject to Retrospective Review

CPT Codes:

11900 - Injection, intralesional; up to and including 7 lesions
11901 - Injection, intralesional; more than 7 lesions

15775 - Punch graft for hair transplant; 1 to 15 punch grafts
15776 - Punch graft for hair transplant; more than 15 punch grafts
Experimental/Investigational

N/A

Diagnosis Codes

ICD-10-CM Diagnosis Codes that Support Medical Necessity: L63.0, L63.1, L63.2, L63.8,
L63.9, L66, L66.0, L66.1, L66.2, L66.3, L66.4, L66.8, L66.9

ICD-10-CM Diagnosis Codes that Do Not Support Medical Necessity

Alopecia Treatment Page 1 of 5
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L64.0, L64.8, L64.9, L65.0, L65.1, L65.2, L65.8, L65.9
Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview

Alopecia, or hair loss, affects millions of people including children. The cause of alopecia
is complex and includes hormonal imbalance, endocrine abnormalities, genetics,
medications, stress, severe illness, malnourishment, infections and autoimmune diseases.

e Alopecia Areata (non-scarring) is believed to be caused by an autoimmune reaction
and is manifested as hair falling out in patches. It is subdivided into three categories
based on the extent of hair loss.

o Alopecia Areata is considered a mild form of the disease and only a few spots
become bald.

o Alopecia Totalis is total loss of hair on the scalp.

o Alopecia Universalis is complete hair loss of all hair on the scalp and body
including eyelashes, brows, and pubic hair.

e Scarring Alopecia results from infection and inflammation of the hair follicles and is
characterized by extensive follicular destruction. Some examples of scarring alopecia
include, but are not limited to:

o lichen planopilaris;
o discoid lupus erythematosus;
o folliculitis declavans/pseudopelade; and

o follicular degeneration syndrome.

Indications/Criteria

Medical Treatment for Alopecia

Treatment with intralesional corticosteroids (11900, 11901) is only covered for
underlying inflammatory medical conditions resulting in hair loss. This includes alopecia
areata and scarring alopecia.

Treatment with high potency topical corticosteroids are only covered when used to treat
alopecia areata and scarring alopecia.

Alopecia Treatment Page 2 of 5
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One consultation for the evaluation to determine the underlying cause of alopecia is
covered unless it is known to be androgenic alopecia.

Exclusions

Drugs (e.g., Minoxidil/Rogaine, Finasteride/Propecia and other over-the-counter hair
growth medications or products) are considered cosmetic and not a covered pharmacy
benefit.

Opzelura for alopecia treatment is considered cosmetic and not medically necessary.

Hair transplantation (86.83); and surgical treatments, e.g., punch grafts, rotation flaps,
scalp reduction (15775, 15776) are considered cosmetic and not medically necessary.

Hair loss due to all other conditions including inherited baldness trait, androgenic
alopecia (male pattern baldness), malnutrition or other disorders not specified under the
criteria is considered cosmetic and not medically necessary.

Medicare

Based upon review, there is no National or Local Medicare coverage determination or
policy specifically addressing alopecia.

References (Reviewed 2024)

1. Delamere, FM, et al Interventions for alopecia areata. Cochrane Database System
Review. 2008 Apr 16; (2): CD004413.

2. Bissonnette, R, Shapiro, J., Zeng, H., McLean, D.I, Lui, H., (2000), Topical
photodynamic therapy with 5-aminolaevulinic acid does not induce hair regrowth in
patients with extensive alopecia areata. British Journal of Dermatology 143(5): 1032-
1035.

3. Gupta AK et al. Platelet-rich plasma as a treatment for androgenetic alopecia.
Dermatol Surg. 2019 Oct;45(10):1262- 1273.

4. Hordinsky M, et al. Alopecia areata: an evidence-based treatment update. Am J Clin
Dermatol. 2014 Jul;15(3):231-46.

5. Mesinkovska NA. Emerging unconventional therapies for alopecia areata. Journal of
Investigative Dermatology Symposium Proceedings (2018) 19, S32eS33.

6. MacDonald Hull, SP., et al. Guidelines for the management of alopecia areata.
British Journal of Dermatology 2003; 149: 692-699.

7. Shapiro J, et al. Evaluation of platelet-rich plasma as a treatment for androgenetic
alopecia: A randomized controlled trial. } Am Acad Dermatol. 2020 Nov;83(5):1298-
1303.

8. van Zuuren EJ, et al. Interventions for female pattern hair loss. Cochrane Database
Syst Rev 2016 May 26;(5):CD007628.
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO in Plan Retrospective Review
PPO OOP Retrospective Review
POS in Plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure

Retrospective Review

MVP EPO

Retrospective Review

MVP EPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS in Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

WellSelect PPO

Retrospective Review

USACare PPO

Potential for Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Alopecia Treatment

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

12/01/2022 - Annual review; added term androgenic alopecia to exclusions, added Medicare section,
updated references.

04/01/2023 — Added diagnosis codes that support and do not support medical necessity, deleted codes
S0138, S0139 as they are not applicable to policy, added exclusion for Opzelura.

04/01/2024- Annual review, no changes to criteria.
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Ambulatory Holter Monitors and
Other Cardiac Monitors

Type of Policy: Medical
Prior Approval Date: 05/06/2024
Approval Date: 03/28/2025
Effective Date: 06/01/2025
Related Polices: N/A

Holter Monitor

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Subject to Retrospective Review
N/A

Experimental/Investigational

33289 - Transcatheter implantation of wireless pulmonary artery pressure sensor for
long-term hemodynamic monitoring, including deployment and calibration of the
sensor, right heart catheterization, selective pulmonary catheterization, radiological
supervision and interpretation, and pulmonary artery angiography, when performed

93264- Remote monitoring of a wireless pulmonary artery pressure sensor for up to 30
days, including at least weekly downloads of pulmonary artery pressure recordings,
interpretation(s), trend analysis, and report(s) by a physician or other qualified health
care professional

Common Diagnosis Codes

ICD-10 Diagnosis Codes: A18.84, E63.9, G45.1, G45.2, G45.8, G46.0, G46.1, G46.2, 120.0,
120.1, 120.8, 120.9, 121.09, 121.11, 121.3, 121.4, 122.8, 121.19, 121.21, 121.29, 122.0, 122.1, 122.2,

Ambulatory Holter Monitors and other Cardiac Monitors Page 1 of 12
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122.8, 122.9, 124.4, 124.8, 124.9,125.110, 125.111, 125.118, 125.119, 125.700, 125.701, 125.708,
125.709, 125.710, 125.711, 125.718, 125.719, 125.720, 125.721, 125.728, 126.729, 125.730,
125.731, 125.738, 125.739, 125.750, 125.751, 125.758, 125.759, 125.760, 125.761, 125.768,
125.769, 125.791, 125.798, 125.799, 126.09, 126.991, 26.790, 141, 140.0, 140.1, 140.8, 140.9,
142.0, 142.1, 142.2,142.3, 142.4, 142.5, 142.6, 142.7, 142.8, 142.9, 143, 144.0, 144.1, 144.2, 144.30,
145.5, 145.6, 145.81, 145.89, 145.9, 146.2, 146.8, 146.9, 147.1, 147.9, 148.0, 148.1, 148.2, 148.3,
148.4, 148.92, 149.01, 149.02, 149.1, 149.3, 149.40, 149.49, 149.5, 149.8, 149.9, 151.4, 163.40,
163.411, 163.412, 163.419, 163.21, 163.429, 163.431, 163.432, 163.429, 163.431, 163.432,
163.439, 163.441, 163.442, 163.449, 163.49166.01, 166.02. 166.03, 166.09, 166.11, 166.12, 166.13,
166.19, 166.21, 166.23, 166.23, 166.29, 166.3, 166.9, R00.0, R00.1, R00.2, R42, R55, T82.110A,
T82.111A, T82.118A, T82.119A, T82.120A, T82.121A, T82.128A, T82.129A, T82.190A,
T82.198A, T82.199A

Common Procedure Codes

CPT Codes: 93224, 93225, 93226, 93227, 93241, 93242, 93243, 93244, 93245, 93246,
93247, 93248

30-Day Cardiac Event Recorders

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Subject to Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10 Diagnosis Codes: G45.9, 145.6, 145.89, 147.0, 147.1, 147.2, 147.9, 148.0, 148.1, 148.2,
148.3, 148.4, 148.91, 148.92, 149.01, 149.02, 149.2, 149.8, 167.941, 167.848, 167.841, 167.848,
R00.1, R00.2, R06.00, R06.09, R06.3, R06.83, R06.89, R42, R55

Common Procedure Codes
CPT Codes: 93268, 93270, 93271, 93272
Mobile Cardiac Outpatient Telemetry (MCOT)

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

Ambulatory Holter Monitors and other Cardiac Monitors Page 2 of 12
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N/A

Codes Subject to Retrospective Review
CPT Codes:

93228- External mobile cardiovascular telemetry with electrocardiographic recording,
concurrent computerized real time data analysis and greater than 24 hours of accessible
ECG data storage (retrievable with query) with ECG triggered and patient selected
events transmitted to a remote attended surveillance center for up to 30 days; review
and interpretation with report by a physician or other qualified health care professional.

93229 - External mobile cardiovascular telemetry with electrocardiographic recording,
concurrent computerized real time data analysis and greater than 24 hours of accessible
ECG data storage (retrievable with query) with ECG triggered and patient selected
events transmitted to a remote attended surveillance center for up to 30 days; technical
support for connection and patient instructions for use, attended surveillance, analysis
and transmission of daily and emergent data reports as prescribed by a physician or
other qualified health care professional.

Experimental/Investigational
CPT Codes:

93228- External mobile cardiovascular telemetry with electrocardiographic recording,
concurrent computerized real time data analysis and greater than 24 hours of accessible
ECG data storage (retrievable with query) with ECG triggered and patient selected
events transmitted to a remote attended surveillance center for up to 30 days; review
and interpretation with report by a physician or other qualified health care professional.

93229 - External mobile cardiovascular telemetry with electrocardiographic recording,
concurrent computerized real time data analysis and greater than 24 hours of accessible
ECG data storage (retrievable with query) with ECG triggered and patient selected
events transmitted to a remote attended surveillance center for up to 30 days; technical
support for connection and patient instructions for use, attended surveillance, analysis
and transmission of daily and emergent data reports as prescribed by a physician or
other qualified health care professional.

Common Diagnosis Codes

ICD-10 Diagnosis Codes: G45.9, 145.6, 145.89, 147.0, 147.1, 148.0, 148.1, 148.2, 148.3, 148 .4,
148.91, 148.92, 149.01, 149.02, 149.2, 149.8, 149.9, 167.841, 167.848, R00.1, R00.2, R06.00,
R06.3, R06.83, R06.89, R42, R55

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
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authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. These codes may
not be all inclusive. CPT codes are subject to change as replacement codes are adopted by CMS. Any codes
related to CMS updates will be adopted and applied to this policy.

Overview

Holter Monitors are portable electrocardiograph devices that record and store up to 24
hours of the patient’s cardiac activity. The test is done in an ambulatory setting. A 24-
hour Holter monitor is useful in diagnosing cardiac arrhythmias that occur daily and that
might not be recorded in a standard electrocardiogram. The recording is completed
either on a magnetic cassette, a digitized recorder, or by specialized "real time" recorder.

Cardiac Event Recorders involve the use of long-term monitoring to evaluate patients
with symptoms suggestive of cardiac arrhythmias such as palpitations, chest pain,
dizziness, syncope, lightheadedness, or shortness of breath for up to a 30-day period.
These are patient activated devices that permit the patient to record an EKG upon
manifestation of symptoms. These devices may also be patient activated or in response
to a physician’s order (e.g., immediately following strenuous physical activity).

There are several types of Cardiac Event Recorders/Monitors:

e Non-continuous external loop devices: These are devices that are carried by the
patient and applied to the lower part of the chest area when symptoms occur.

e Continuous external memory loop devices: These devices are worn continuously and
can store EKG data. When symptoms occur, the patient activates the device or a
sensing element within the device activates the device and the EKG is recorded from
the memory loop for the preceding 30-90 seconds and for approximately one
minute after.

e Implantable/Insertable continuous memory loop devices: These devices are
implanted under the skin in the chest area as an outpatient procedure. When
symptoms occur, the patient activates the device with a hand-held activator over the
recorder to activate the storage of the EKG or the device is activated from a sensing
element within the device. This device may be used for more than one year with a
battery life of 14 months. After the year, the device has to be surgically removed.

e Home-based, real-time cardiac surveillance system (Zio AT): This is also known as
“Mobile Cardiac Outpatient Telemetry.” Mobile Cardiac Outpatient Telemetry is an
ambulatory EKG arrhythmia detector with alarm and extended memory. The device
includes an automatic arrhythmia detector and cellular telephone transmission so
that abnormal EKG waveforms can be transmitted immediately to a remote
monitoring center. There is insufficient peer reviewed literature at this time that
assesses the medical effectiveness of this service since there needs to be a large
well-designed clinical trial to assess the use of MCOT and its value in improving
clinical outcomes.

Ambulatory Holter Monitors and other Cardiac Monitors Page 4 of 12
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e External electrocardiographic recording for more than 48 hours up to 21 days by
continuous rhythm recording: The Zio™ XT is a long-term cardiac rhythm monitor
that provides continuous monitoring for up to 14 days. This device does not require
patient activation and, therefore, is indicated for use on patients who may be
asymptomatic or who may suffer from transient symptoms such as palpitations,
dizziness, lightheadedness, or syncope.

e Implantation and Monitoring of pulmonary artery pressure (e.g., CardioMEMs) is
proposed for the management of heart failure. A sensor is implanted into the
pulmonary artery and monitors heart rate and pressure within the pulmonary artery.

Indications/Criteria

Holter Monitors and External Electrographic Recording Devices

Continuous 24-hour through 14-day monitoring (e.g., Zio™XT) of an electrocardiogram
in a symptomatic patient who is ambulatory or potentially ambulatory when ordered by
a physician for one of the following reasons:

e detecting transient episodes of cardiac dysrhythmia, permitting correlation of these
episodes with cardiovascular symptomology;

e evaluation of the patient with symptoms of obscure etiology suggestive of cardiac
arrhythmias;

e evaluation of arrhythmias in the patient with documented coronary artery disease,
including the assessment of the immediate post-myocardial infarction patient; or

e monitoring the effectiveness of anti-arrhythmic therapy; or

e monitoring customers who have had surgical or ablative procedures for arrhythmias;
or

e to identify asymptomatic atrial fibrillation as a potential source of cryptogenic stroke,
or

e assessment of customers with implanted pacemakers or defibrillators, but only when
customers have symptoms suggestive of arrhythmia not revealed by standard EKG or
defibrillator event recordings, or analysis of pacemaker or defibrillator devices.

Insertable Loop Recorders (ILR)

An Insertable Loop Recorder (ILR) is indicated for customers with syncope who have
undergone recurrent but infrequent syncopal episodes which have defied diagnosis by
conventional means and when all of the following are met:

e a cardiac arrhythmia is suspected as the cause of the symptoms; and

e non-invasive ambulatory monitoring consisting of two (2) negative or non-
diagnostic 30-day pre-symptom memory loop customer demand recordings fail to
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establish a definitive diagnosis because the symptoms occur so infrequently and
unpredictably that the monitoring period may not have been long enough to
capture a diagnostic ECG; and

e tilt table testing is negative or non-diagnostic.

These customers will frequently have a history of injury or even hospitalization directly
attributed to prior syncopal events. (Syncope here is defined as a sudden but transient
total loss of consciousness with spontaneous resolution.)

Cardiac Event Recorders

Documentation submitted should include:
e complete history and physical;
e diagnosis; and
e clinical indication for use of this device such as:
o monitoring for the purpose of regulating anti-arrhythmic medication;

o monitoring patients who have had a recent surgical ablative procedure for
arrhythmias;

o assess pacemaker or defibrillator device functioning and programming for
patients experiencing arrhythmic symptoms; or

o assessment of symptoms that may be related to cardiac arrhythmias when not
diagnosed by other modalities (e.g., Holter monitor, stress test, standard EKG's).

Exclusions

The coverage of home based, real time cardiac surveillance systems is considered
experimental and investigational as there is insufficient evidence to support Mobile
Cardiac Outpatient Telemetry (MCOT) improves health outcomes.

Invasive Congestive Heart Failure Monitoring (33289, 93264)

Due to the lack of evidence from peer-reviewed literature, an implantable wireless
pulmonary artery pressure monitor (CardioMEMS) is considered investigational.

Medicare Variation:

Mobile Cardiac Outpatient Telemetry (MCQOT) is a covered benefit for Medicare plans
according to the Medicare Novitas Solutions, Inc. Local Coverage Determination (LCD)
Real-Time, Outpatient Cardiac Telemetry (L34997):

Medicare coverage for this service is limited to patients who have demonstrated a
specific need for this type of cardiac telemetry service. The ordering physician must have
determined and documented that patients who require this service are at low risk for a
life-threatening cardiac event. In addition, the medical record must clearly demonstrate
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that the results of this testing will provide diagnostic and/or treatment information
useful in the ongoing management of the patient.

The following uses of real-time, outpatient cardiac telemetry are considered medically
reasonable and necessary:

1. Detection, characterization and documentation of symptomatic transient or
paroxysmal dysrhythmia when the frequency of the symptoms is limited and the
use of a 24-hour ambulatory ECG is documented in the medical record to be
unlikely to capture and record the dysrhythmia, or

2. Other testing and/or monitoring/recording/telemetry has been unrevealing. The
ordering physician must document the prior testing performed and the results.
This information must be maintained in the patient's medical record and be
available upon request, or

3. Prolonged monitoring is required specifically to ensure the absence of atrial
fibrillation prior to the discontinuation of anticoagulation therapy.

Implantable Pulmonary Artery Pressure Sensor (IPAPS — CardioMEMS 33289, 93264)

Implantable pulmonary artery pressure sensor (PAPS) for heart failure management is a
covered benefit for Medicare plans according to the National Coverage Analysis
Implantable Pulmonary Artery Pressure Sensors for Heart Failure Management CAG-
00466N; when performed under a CMS- approved Coverage with Evidence
Development (CED) study and meets all of the following criteria:

e Diagnosis of chronic heart failure of at least 3 months duration and in New York
Heart Association (NYHA) functional Class Il or Il within the past 30 days, prior to
PAPS implantation, regardless of left ventricular ejection fraction (LVEF); and

e History of heart failure hospitalization or urgent HF visit (emergency room or
other outpatient visit requiring intravenous diuretic therapy) within the past 12
months, or elevated natriuretic peptides within the past 30 days; and

e The customer is on guideline-directed medical therapy (GDMT) for at least 3
months with the goal of achieving optimal or maximally-tolerated GDMT prior to
PAPS implantation; and

e Customer has been evaluated for, and received if appropriate, an implantable
cardioverter defibrillator (ICD), cardiac resynchronization therapy (CRT)-
Pacemaker (CRT-P), or CRT-Defibrillator (CRT-D). Implantation of the device must
occur at least 3 months prior to PAPS implantation; and

e There is no major cardiovascular event (e.g., unstable angina, myocardial
infarction, percutaneous coronary intervention, open heart surgery, or stroke)
within the last 3 months prior to PAPS implantation; and

e The customer has access to reliable connectivity to ensure daily collection and
submission of IPAPS data; and
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e PAPS implantation cannot occur during a hospital admission for an acute HF
episode; and

e Physician referring the customer and managing them post implantation must be
a cardiologist with training and experience in heart failure management; and

¢ The physician implanting the PAPS must have training and experience in
pulmonary arterial catheterization and intervention.
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO in Plan Retrospective Review
PPO OOP Retrospective Review
POS in Plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure Retrospective Review
MVP EPO Retrospective Review
MVP EPO HDHP Retrospective Review
MVP PPO Retrospective Review

MVP PPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS in Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements

Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History

08/01/2022 — Annual Review, eliminated requirement for Cardiologist to order cardiac monitors, updated
references and websites.

08/01/2024 — Annual Review, no changes to indications or criteria, references updated.

06/01/2025 — moved CardioMems (33289, 93264) from Investigational Policy with new Medicare Variation.
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Applied Behavior Analysis

Type of Policy: Behavioral Health/Medical

Prior Approval Date: 02/05/2024

Approval Date: 03/28/2025

Effective Date: 06/01/2025

Related MVP Polices Speech Generating Devices

and Other: Speech Therapy (Outpatient)
Autism Spectrum Disorders - New York State (N.Y. ISC
Law § 3216)

Applied Behavior Analysis - Vermont

Codes Requiring Prior Authorization

Because requirements for Prior Authorization vary by plan types, the below codes may be specific to one
product or apply to all products. Please refer to the product grid found at the end of this policy for detailed
authorization requirements for specific plans.

97151 Behavior identification assessment, administered by a physician or other
qualified health care professional, each 15 minutes of the physician's or
other qualified health care professional's time face-to-face with patient
and/or guardian(s)/caregiver(s) administering assessments and discussing
findings and recommendations, and non-face-to-face analyzing past data,
scoring/interpreting the assessment, and preparing the report/treatment
plan

97152 | Behavior identification-supporting assessment, administered by one
technician under the direction of a physician or other qualified health care
professional, face-to-face with the patient, each 15 minutes

97153 | Adaptive behavior treatment by protocol, administered by technician under
the direction of a physician or other qualified health care professional, face-
to-face with one patient, each 15 minutes

97154 | Group adaptive behavior treatment by protocol, administered by technician
under the direction of a physician or other qualified health care
professional, face-to-face with two or more patients, each 15 minutes
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97155 | Adaptive behavior treatment with protocol modification, administered by
physician or other qualified health care professional, which may include
simultaneous direction of technician, face-to-face with one patient, each 15
minutes

97156 | Family adaptive behavior treatment guidance, administered by physician or
other qualified health care professional (with or without the patient
present), face-to-face with guardian(s)/caregiver(s), each 15 minutes

97157 | Multiple-family group adaptive behavior treatment guidance, administered
by physician or other qualified health care professional (without the patient
present), face-to-face with multiple sets of guardians/caregivers, each 15
minutes

97158 | Group adaptive behavior treatment with protocol modification,
administered by physician or other qualified health care professional, face-
to-face with multiple patients, each 15 minutes

0362T | Behavior identification supporting assessment

0373T | Adaptive behavior treatment with protocol modification, each 15 minutes

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

Common Diagnosis Codes associated with this policy have been provided for informational purposes only
and is not an exhaustive list. These codes may be updated to reflect any applicable revisions to the ICD-10
Clinical Modification or CPT code sets adopted by CMS and/or medical necessity criteria.

F84.0 Autistic disorder

F84.2 Rett's syndrome

F84.3 Other childhood disintegrative disorder

F84.5 Asperger's syndrome

F84.8 Other pervasive developmental disorders
F84.9 Pervasive developmental disorder, unspecified

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
authorization for some products may require retrospective review for plans that do not require authorization.

Overview
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Applied Behavior Analysis (ABA) is a behavior therapy that utilizes various behavioral
stimuli and consequences to produce meaningful outcomes in human behavior ABA
focuses on developing practical skills and decreasing problematic behaviors. Treatment
can occur in a variety of settings, including the home, community, school, etc., with the
goal of generalization of skills across all settings and locations. A qualified ABA
professional will conduct a thorough assessment, develop and implement a treatment
plan, and provide direct training and support to the behavioral technicians, family
members, and other involved professionals. ABA is an evidenced based treatment for
Autism Spectrum Disorder (ASD).

Autism Spectrum Disorder (ASD) is a neurodevelopmental disorder characterized by
persistent impairment in social communication and social interaction and restricted,
repetitive patterns of behavior, interests, or activities, as defined by the American
Psychiatric Association in its Diagnostic and Statistical Manual of Mental Disorders, 5t
Edition (DSM-5).

Indications/Criteria

ABA is considered Medically Necessary as a behavioral intervention for serious behavior
impairments associated with ASD and is covered when medically necessary for members
who:

1. are diagnosed with ASD by a Licensed Physician ((including psychiatrists and
behavioral/developmental pediatricians), Licensed Nurse Practitioner (including
psychiatric or pediatric NPs), or Licensed Psychologist; and

2. meets diagnostic criteria for ASD according to the DSM-5; and
3. has been recommended for and referred to ABA treatment; and

4. has been assessed by a Licensed Behavior Analyst (LBA) and determined to be
appropriate for ABA.

MVP takes a multidisciplinary approach to ensure a member receives appropriate
covered services for ABA treatment as outlined in MVP Protocols and the guidelines put
forth by The Council for Autism Service Providers (CASP).

Documentation Requirements When Submitting Authorization
Requests for ABA Assessment:

The following documentation must be submitted by the member or appropriate
provider to determine the medical necessity of ABA:

1. A copy of the completed diagnostic evaluation that resulted in a diagnosis of ASD
and was conducted by a Licensed Physician, Licensed Nurse Practitioner, or Licensed
Psychologist. This evaluation must include:

a) direct clinical observation of the member; and
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b) developmental, medical, family, and social history; and

¢) physical exam assessing medical causes and/or associations to the behavioral
presentation; and

d) consideration of other disorders that may overlap or mimic the ASD
symptoms; and

e) completion of a validated ASD diagnostic tool (i.e. ADOS, CARS, or ADI-R)
2. The completed diagnostic evaluation should describe how diagnostic criteria for ASD
is met according to the DSM-5, to include:

a) the existence of the following specifiers, as applicable; and

i.  With or without intellectual impairment

ii.  With or without language impairment

ili.  Associated with a known medical or genetic condition or
environmental factor

iv.  Associated with another neurodevelopment, mental, or behavioral
disorder

v.  With or without catatonia

b) a description of the level of severity of social communication and interaction
impairments and restricted, repetitive patterns of behavior

3. A copy of the referral(s) for ABA Assessment and/or Treatment that includes the
current (within the last two (2) years) recommendation for ABA assessment and/or
treatment made by a Licensed Physician), Licensed Psychologist, or Licensed Nurse
Practitioner.

4. A copy of the comprehensive annual physical, or a school health examination form
which includes a completed physical exam, by the member’s Primary Care Provider
(PCP) and/or specialty physician that evaluated the member’'s medical, vision,
hearing, genetic, developmental, and/or behavioral health conditions

5. The requested number of hours planned for completion of the ABA Assessment. The
ABA assessment for initial development of the ABA treatment plan can take up to
twenty (20) hours to complete.

a) The presence of severe, problematic behaviors may require longer durations
of assessment.

b) Initial assessments that involve a small number of uncomplicated goals
require fewer than 20 hours to complete.

Documentation Requirements hen Submitting Authorization Requests
for ABA treatment:

In addition to the documentation requirements (1-4) above for requesting an ABA
assessment, the following documentation must be provided when requesting ABA
treatment.
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6. ABA Assessment. A copy of the official ABA Assessment (as defined by The Council
of Autism Service Providers (CASP) guidelines), including the certification/credentials
of the assessor.

7. ABA Treatment Plan. A copy of the current ABA Treatment Plan (as defined by CASP
guidelines) that details the frequency, duration, and location of the requested ABA
treatment and the treatment to be applied in targeting the member’s identified core
symptoms of ASD. The Treatment Plan should support the assessed number of hours
needed and any clinical supervision hours. Specific parent/ caregiver training
procedures should also be included to support the treatment goals. The Treatment
Plan should also include the transition plan, discharge plan, and crisis intervention
plan.

8. Treatment Dosage. Treatment dosage or intensity is identified as the number of
direct treatment hours per week and varies based on whether ABA is part of a
Focused or Comprehensive Treatment plan.

a) Focused ABA Treatment is appropriate when treatment is needed for a limited
number of core functional skills or when acute problem behaviors are the
priority. Focused ABA Treatment intensity includes approximately 10 hours
per week, with higher intensity indicated depending on the nature of the
target behaviors and other considerations, all individual to the customer.
Examples of behaviors requiring higher intensity include a need to reduce
maladaptive behaviors which place the customer at risk of harm and/or
adaptive behaviors needing to be developed in order to strengthen or
enhance a customer’s health, safety, and overall functioning.

b) Comprehensive ABA Treatment is appropriate when treatment is needed for
multiple affected developmental domains, such as cognitive, communicative,
social, emotional, and adaptive functioning, as well as maladaptive behaviors.
Comprehensive Treatment intensity includes approximately 30 hours per week
when it is necessary to achieve meaningful improvements in a large number
of treatment goals.

c) Intensity of treatment must be individualized to the customer’s needs,
developmentally appropriate, and take into consideration the wide range of
behavioral, academic, social, and communication needs of the customer.

d) Anindividual’s ability to tolerate and participate in treatment should be
considered when prescribing service intensity. Less hours may be indicated
when an individual is unable to tolerate treatment for extended periods of
time.

e) ABA service intensity should also include consideration for an individual's
other developmental and treatment needs, allowing time to participate in
other necessary services and treatments.

9. Dosage of Case Supervision. Case supervision and clinical direction, completed by
the LBA, should occur for 1-2 hours per every 10 hours (1-2:10) of direct treatment.

Applied Behavior Analysis Page 5 of 12

Page 62 of 1439



MVP Health Care Medical Policy

When direct treatment is 10 hours per week or less, a minimum of 1-2 hours per
week of case supervision is usually necessary. Clinical direction, which occurs
concurrently with the delivery of direct treatment, generally accounts for 50% or
more of case supervision.

Authorization for ABA treatment, if approved, will be for 6 months.

Clinical Criteria for Medical Necessity for Continued Treatment:

Criteria to authorize the continuation of ABA treatment include all clinical criteria to
establish medical necessity as indicated above and the following, as applicable:

1.

A W

Documentation from the treating ABA provider that measures the member's
clinical progress to support that the treatment approach is effective and
reasonably expected to result in significant improvements for the member in at
least two settings (i.e., home, school, community) and not making the symptoms
persistently worse.

Documentation of parent training progress.
Documentation that the member’s attendance is appropriate and consistent.

Documentation of monthly assessment of progress for each targeted goal.
When there has been inadequate progress in a targeted goal or a goal has not
been achieved in the estimated timeframes, the ABA provider must provide an
evaluation of the reasons for the inadequate progress.

If the previously set treatment plan is not reaching a targeted goal, the treatment
plan must be reevaluated and modified accordingly.

Clinical Criteria for Medical Necessity for Discharge:

Services should be considered no longer medically necessary and discharge planning
should begin when at least one of the following criteria is met:

1.
2.

The member has achieved treatment goals; OR

The member no longer meets the diagnostic criteria for ASD (see above ABA
clinical criteria for medical necessity that resulted in original ASD Diagnosis); OR

The member does not demonstrate progress towards goals for successive
authorization periods; OR

The member, parent(s), caregiver(s) and/or legal guardian decides to discontinue
services; OR

The family and provider are unable to reconcile important issues in treatment
planning and delivery.

Provider Requirements
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ABA Providers in New York must be licensed under Article 167 of the New York State
Education Law as a Licensed Behavior Analyst (“LBA").

Members have coverage for ABA therapy when provided by:

Licensed Behavioral Analyst (LBA);
Certified Behavioral Analyst Assistant (CBAA) under the supervision of an LBA; or

Other unlicensed professionals acting under the supervision and direction of a licensed
LBA under Article 167 of NYS Education Law.

Exclusions

1.

ABA treatment will not be covered as a substitute for an Early Intervention
Program for developmental delays that do not meet the DSM-5 criteria for ASD.

Services that are provided in a school setting.

Services that are deemed as primarily educational or vocational training in nature
to improve academic or job performance, or to correct a learning disability are
not considered Medically Necessary.

Services that are provided pursuant to an Individualized Education Plan (IEP)
under the New York State Education Law are not Covered Services.

Pharmaceutical drugs not meeting MVP’s Experimental and Investigational Policy
criteria are excluded from coverage.

Neuropsychological testing is not included in the American Academy of
Pediatrics Guidelines for the Identification, Evaluation, and Management of
Children with Autism Spectrum Disorders and, therefore, is considered not
medically necessary. See Neuropsychological Testing Medical Policy for
additional coverage criteria.

Coverage of complementary and alternative medicine is not supported in the
American Academy of Pediatrics Guidelines for the Identification, Evaluation, and
Management of Children with Autism Spectrum Disorders due to insufficient
scientific evidence that demonstrates their use as effective treatments for ASD
and will be administratively denied as experimental/investigational. Examples of
complementary and alternative medicine include but are not limited to:

auditory integration training

a
b. behavioral optometry

o

craniosacral manipulation

o

detoxification therapies (e.g., chelation therapy)

dolphin therapy

—+

equine therapy
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g. holding therapy
h. hippotherapy

8. Time spent traveling between service locations, when not actively working on skill
development or goal objectives, is not covered.

9. Periods of rest (i.e. member is not alert) during sessions are not covered.

State of Vermont Variation

The diagnosis and treatment of early childhood developmental disorders is covered in
accordance with the Vermont state mandate, including applied behavior analysis
supervised by a nationally board-certified behavior analyst, for children beginning at
birth and continuing until the child reaches age 21.

MVP Medicaid Managed Care Plans

MVP Medicaid Managed Care Plan members have coverage for Applied Behavior
Analysis (ABA) therapy, regardless of age, when they have a diagnosis of autism
spectrum disorder and/or Rett Syndrome as defined by the American Psychiatric
Association in its Diagnostic and Statistical Manual of Mental Disorders, 5" Edition
(DSM-5); and when medically necessary.

Applied Behavior Analysis (ABA) therapy must be provided by:
e Licensed Behavioral Analyst (LBA),
e Certified Behavioral Analyst Assistant (CBAA) under the supervision of an LBA, or
e Other individuals specified under Article 167 of NYS Education Law.

Members may be eligible for Applied Behavior Analysis (ABA) if:

e Have a diagnosis of autism spectrum disorder and/or Rett Syndrome as defined
by the American Psychiatric Association in its the Diagnostic and Statistical
Manual of Mental Disorders, 51 Edition (DSM-5); and

e Referred by a NYS licensed and NYS Medicaid enrolled physician (including
psychiatrists and developmental/behavioral pediatricians), psychologist, or
psychiatric nurse practitioner, pediatric nurse practitioner, or physician assistant.

Applied Behavior Analysis (ABA) coverage includes:

e assessment and treatment by a physician, licensed behavioral analyst, or certified
behavior analyst assistant, or another qualified health professional,

e individual treatments delivered in the home or other setting, and
e training and support to family and caregivers.

Settings for ABA Services will include anywhere LBA/CBAAs may legally provide ABA
services:
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» Private/group practice settings where patients/clients reside full-time or part-
time, clinics, hospitals, residences, and community settings.

e ABA services are not considered primary care services and thus will not be
provided in School-Based Health Centers.

o ABA services are not covered as part of an Individual Education Plan (IEP); ABA
Services are not included in SSHSP.

Medicaid Coverage Exclusions:

The following procedures are excluded from Medicaid Managed Care (MMC) plan
coverage and are not covered:

e Behavior identification supporting assessment (CPT 0362T)
e Adaptive behavior treatment with protocol modification (0373T)

MVP Medicare Advantage Plans:

ABA services are not covered for MVP Medicare Advantage Plans.
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Publication No. 20152. Version 2021-3 October 2021.

15.eMedNY New York State Medicaid Provider Policy Manual, Applied Behavior Analysis
Policy Manual. Update February 1, 2024. ABA Policy.pdf

16. New York State Department of Health Bureau of Early Intervention. Best Practice
Protocol for Early Screening of Young Children for Autism Spectrum Disorders (ASDs)
by Pediatric Primary Care Providers. July 2013, Updated January 2019.
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Member Product

Medical Management Requirements*

New York Products

HMO Prior Authorization
PPO in Plan Prior Authorization
PPO OOP Prior Authorization
POS in Plan Prior Authorization
POS OOP Prior Authorization

Essential Plan

Prior Authorization

MVP Medicaid Managed Care

Prior Authorization

MVP Child Health Plus

Prior Authorization

MVP Harmonious Health Care Plan

Prior Authorization

MVP Medicare Complete Wellness

Not Covered

MVP Medicare Preferred Gold HMO POS

Not Covered

MVP Medicare Secure HMO POS

Not Covered

MVP Medicare Secure Plus HMO POS

Not Covered

MVP Medicare WellSelect PPO

Not Covered

MVP Medicare WellSelect Plus PPO

Not Covered

MVP Medicare Patriot Plan PPO

Not Covered

MVP DualAccess D-SNP HMO

Not Covered

MVP DualAccess Complete D-SNP HMO

Not Covered

MVP DualAccess Plus D-SNP HMO

Not Covered

UVM Health Advantage Select PPO

Not Covered

Healthy NY

Prior Authorization

MVP Premier

Prior Authorization

MVP Premier Plus

Prior Authorization

MVP Premier Plus HDHP

Prior Authorization

MVP Secure Not Covered

MVP EPO Prior Authorization
MVP EPO HDHP Prior Authorization
MVP PPO Prior Authorization

MVP PPO HDHP

Prior Authorization

Student Health Plans

Prior Authorization

ASO See SPD
Vermont Products

POS in Plan Prior Authorization
POS OOP Prior Authorization

MVP Medicare Preferred Gold HMO POS

Not Covered

MVP Medicare Secure Plus HMO POS

Prior Authorization

MVP VT HMO

Prior Authorization

MVP VT HDHP HMO

Prior Authorization

MVP VT Plus HMO

Prior Authorization

MVP VT Plus HDHP HMO

Prior Authorization

MVP Secure

Not Covered

ASO

See SPD

4 Note: Authorization requirements for HDHP products are the same as the base product (e.g. HDHP

HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Authorization

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History:

03/01/2021 — New policy effective date.

Applied Behavior Analysis

Authorization Required
No Authorization Required. May be subject to Retrospective Review.
Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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10/01/2021 — Updated clinical criteria for the comprehensive evaluation requirements and for ABA
treatment. Added clinical criteria for continued treatment and discharge. Policy updated to reflect the
delay for MMC carve-in for ABA.

01/01/2023 - Applied Behavior Analysis (ABA) services carved into the Medicaid Managed Care (MMC)
benefit package.

07/01/2023 - overview rewrite, updated indications/criteria for coverage, updated documentation
requirements for authorization requests, added documentation requirements for treatment dosage and
intensity, exclusions added for time spent traveling and periods of rest. Added coverage to Medicaid
Managed Care Plans for group adaptive behavior treatment (CPT 97154) and multiple-family treatment
(CPT 97157), references updated. Expanded ABA services provided by New York State Licensed Behavior
Analysts to all Medicaid eligible individuals, regardless of age.

06/01/2025 — Added exclusion for ABA services provided in the school setting.
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Artificial Intervertebral Disc
Cervical and Lumbar

Type of Policy: Surgical
Prior Approval Date: 02/07/2022
Approval Date: 09/11/2023
Effective Date: 12/01/2023
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Codes: N/A

Codes Requiring Retrospective Review

CPT Codes: 0095T, 0098T, 0164T, 0165T, C1831
Experimental/Investigational

CPT Codes: 0095T, 0098T, 0163T, 0164T, 0165T, 22860, C1831
Common Diagnosis Codes

ICD-10- CM Diagnosis Codes: M51.36, M51.37

Common Procedure Codes

CPT Codes: 22857, 22862, 22864, 22865

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.
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Overview

Chronic back or neck pain may be due to degenerative disc disease which occurs with
aging causing the intervertebral discs in the spine to lose their shock absorbing
characteristics. The discs become stiff and rigid, restricting movement and are painful in
the areas of deterioration.

If conservative medical treatment has failed to relieve the pain, surgical intervention may
be necessary. The ultimate goal of surgical management is to significantly decrease or
eliminate the pain and to restore as much function as possible.

Indications/Criteria

Lumbar Artificial Disc

The lumbar artificial disc replacement (LADR) with an FDA approved prosthesis for
single-level disc replacement (including the In Motion artificial disc (formerly known as
The Charité® Artificial Disc), the ProDisc®-L Lumbar, and activL® Artificial Disc will be
considered medically necessary when all of the following criteria have been met:

e the lumbar artificial disc is indicated for spinal arthroplasty in skeletally mature
patients with degenerative disc disease (DDD)* at one level from L4-S [; and

e DDD is defined as discogenic back pain with degeneration of the disc confirmed by
patient history and radiographic studies; and

e these DDD patients should have no more than 3mm of spondylolisthesis at the
involved level; and

e patients receiving the lumbar artificial disc should have failed at least six months of
conservative treatment (e.g., reduced activities, exercise, analgesics, physical
therapy), prior to implantation.

Cervical Artificial Disc

Cervical artificial total disc replacement via an open anterior approach with an FDA
approved implant is medically necessary for the treatment of degenerative disc disease
at a single level (including the Pro-Disc C, Prestige® Cervical Disc, and Bryan® Cervical
Disc) or two contiguous levels (MOBI-C cervical disc, Prestige Lp Cervical Disc) between
one or two level degenerative disc disease from C3-C4 to C6-C7 in skeletally mature
patients when all of the following criteria have been met: 4> !

e documentation in the patient’s record indicates that the patient has intractable
symptomatic radiculopathy and/or intractable symptomatic myelopathy resulting in
disability and/or neurological deficit that is refractory to at least six weeks of
conservative management (e.g., reduced activities, exercise, analgesics, physical
therapy); and

Artificial Intervertebral Disc Cervical and Lumbar Page 2 of 7
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e the patient has one of the following conditions producing symptomatic nerve root
and/or spinal cord compression:
o herniated disc; or
o osteophytes formation; and

e single-level or two-level disc degeneration has been confirmed on complex imaging
studies (i.e., computerized tomography [CT] scan, magnetic resonance imaging
[MRI]); and

e the planned implant will be used in the reconstruction of a cervical disc at C3-C7,
following single-level or two-level discectomy; and

e theindividual is a candidate for single-level anterior cervical decompression and
interbody fusion.

Exclusions
The following are exclusions for implantation of the lumbar artificial disc:

The lumbar artificial disc should not be implanted in patients with any of the following
conditions:

e The planned procedure includes the combined use of a prosthesis and spinal fusion
(i.e. hybrid surgery); or

e The individual has a history of lumbar disc replacement at any lumbar level; or

e Simultaneous multilevel implantation is planned; or

e active systemic infection or infection localized to the site of implantation; or

e osteoporosis; or

e osteomalacia; or

e osteopenia; or

e bony lumbar stenosis; or

e allergy or sensitivity to implant materials; or

e isolated radicular compression syndromes, especially due to disc herniation; or
pars defect; or

Non-FDA-approved lumbar intervertebral disc.

The following are exclusions for implantation of the cervical intervertebral artificial
disc:

The cervical artificial disc should not be implanted in patients with any of the following
conditions:

Artificial Intervertebral Disc Cervical and Lumbar Page 3 of 7
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the planned procedure includes the combined use of a prosthesis and spinal fusion;
or

more than two cervical levels; or
non-FDA approved cervical disc prosthesis; or

FDA approved cervical disc prosthesis used for other than the FDA approved and
intended, manufacturer specific use of the device; orthe individual had prior fusion at
an adjacent cervical level; or

the individual had prior surgery at the treated level; or

osteopenia, osteomalacia, or osteoporosis (T-score of -3.5, or -2.5, with vertebral
crush fracture); or

neck or arm pain of unknown etiology; or

absence of neck and/or arm pain; or

progressive neurological deficit or deterioration; or

infection, systemic or local; or

allergy to stainless steel; or

rheumatoid arthritis or other autoimmune disease; or

chronic or acute renal failure or history of renal disease; or

paget’s disease, osteomalacia or any other metabolic bone disease; or
the customer is pregnant; or

severe insulin dependent diabetes; or

taking medications known to potentially interfere with bone or soft tissue healing
(e.g., steroids); or

there is radiological evidence of any of the following:

o clinically significant cervical instability, such as kyphotic deformity or
spondylolisthesis (e.g., > 3.5 mm subluxation or >11 degrees angulation); or

o significant cervical anatomical deformity or compromised vertebral bodies at the
index level (e.g., ankylosing spondylitis, rheumatoid arthritis, or compromise due
to current or past trauma); or

o multilevel degenerative disc; or

o spinal metastases.
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Personalized (i.e., customized, patient-specific 3D printed) anterior and lateral interbody
cage (implantable) (CPT code C1831) are experimental, investigational, and unproven for
all indications for the cervical, thoracic, or lumber spine.

Medicare Variation

Lumbar artificial disc replacement (LADR) is not reasonable and necessary for the
Medicare population over 60 years of age; therefore, LADR is non-covered for Medicare
beneficiaries over 60 years of age.

There is a Medicare National Coverage Decision (NCD) for Lumbar Artificial Disc
Replacement LADR) (150.10) Effective Date: 08/14/2007. For full Medicare coverage
details please refer to the following LCD website for Medicare customers. Available:
www.cms.hhs.gov/

References (Updated 2023)

1. Centers for Medicare & Medicaid Services, Coverage Decision Memorandum for
Lumbar Artificial Disc Replacement (CAG-00292N). 2006 May 16. Available:
www.cms.hhs.gov/.

2. Centers for Medicare & Medicaid Services. National Coverage Determination (NCD)
for Lumbar Artificial Disc Replacement (LADR) (150.10). Aug 14, 2007. Available:
www.cms.hhs.gov/.

3. Blue Cross Blue Shield Technology Evaluation Center. Artificial Intervertebral Disc
Arthroplasty for Treatment of Degenerative Disc Disease of the Cervical Spine.
Assessment Program Volume 26, No. 5, November 2011.

4. Medtronic. Indications, Contraindications, and Warnings for the Prestige Cervical Disc.
Last updated: May 2016. © 2016 Medtronic, Inc. Available:
http://www.medtronic.com/us-en/index.html.

5. North American Spine Society (NASS). Coverage Policy Recommendations. Cervical
Artificial Disc Replacement. Published November 2015.

6. U.S. Food and Drug Administration (FDA). PRESTIGE® Cervical Disc System P060018
[Labeling]. July 16, 2007. Available: http://www.fda.gov/.

7. U.S. Food and Drug Administration (FDA). PRESTIGE® LP Cervical Disc System
P090029. July 2014. Available: http://www.fda.gov/.

8. U.S. Food and Drug Administration (FDA). CHARITE™ Artificial Disc P040006
[Labeling]. Oct 26, 2004. Available: http://www.fda.gov/.

9. U.S. Food and Drug Administration (FDA). ProDisc™ C Total Disc Replacement
P070001. 12/17/2007. Available: http://www.fda.gov/.
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10. U.S. Food and Drug Administration (FDA). BRYAN® Cervical Disc P060023
05/12/2009. Available: http://www.fda.gov/.

11. U.S. Food and Drug Administration (FDA). SECURE® C Artificial Cervical Disc
P100003 09/28/2012. Available: http://www.fda.gov/.

12. U.S. Food and Drug Administration (FDA). PCM Cervical Disc System P100012
10/26/2012. Available: http://www.fda.gov/.

13. U.S. Food and Drug Administration (FDA). Mobi-C® Cervical Disc Prosthesis (two-
level). P110009 08/23/2013. Available: http://www.fda.gov/.

14. U.S. Food and Drug Administration (FDA). activL® Atrtificial Disc. P120024. 06/11/15.
Available: http://www.fda.gov/.

15. U.S. Food and Drug Administration (FDA). In-Motion Lumbar Artificial Disc P040006
[Labeling]. Feb 08, 2011. Available: http://www.fda.gov/.

16. HAYES Comparative Effectiveness Review™. Lumbar Total Disc Replacement for
Degenerative Disc Disease. HAYES, Inc,; © 2021 Hayes, a symplr company.April 1,
2019. Annual Review May 24, 2021.

17. HAYES Comparative Effectiveness Review. Multilevel Artificial Disc Replacement for
Cervical Degenerative Disc Disease. HAYES, Inc.; © 2021 Hayes, a symplr company.
October 3, 2017. Annual Review: February 12, 2021.

18. HAYES Comparative Effectiveness Review. Comparative Effectiveness Review Of
Single-Level Artificial Disc Replacement For Cervical Degenerative Disc Disease.
HAYES, Inc,; © 2021 Hayes, a symplr company. August 21, 2017. Annual Review:
November 20, 2020.

19. HAYES Health Technology Assessment. Expandable Interbody Cages for Cervical
Spinal Fusion. HAYES, Inc. © 2023 Hayes, a symplr company. May 28, 2020 Annual
Review: June 8, 2023

20. HAYES Health Technology Assessment. Expandable Interbody Cages for Lumbar
Spinal Fusion. HAYES, Inc.; © 2023 Hayes, a symplr company. May 5, 2020 Annual
Review: May 25, 2023
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO in Plan Retrospective Review
PPO OOP Retrospective Review
POS in Plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure Retrospective Review
MVP EPO Retrospective Review
MVP EPO HDHP Retrospective Review
MVP PPO Retrospective Review

MVP PPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS in Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review
Retrospective Review Required

Service is not a covered benefit

See Specific Plan Design

04/01/2022 — Annual Review; added coverage for two level cervical artificial total disc replacement.

12/01/2023 — C1831 added to exclusions as experimental.
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Assertive Community Treatment (ACT)

Type of Policy: Behavioral Health
Prior Approval Date: 05/22/2023
Approval Date: 08/02/2023
Effective Date: 10/01/2023

Home and Community Based Services — Pediatric

Home and Community Based Services — Adult

Children’s Family Treatment and Support Services (CTFSS)
Personalized Recovery Oriented Services (PROS)

Related Polices:

Codes Requiring Authorization

Authorization may vary by plan which means the codes listed below may be specific to one product or all
products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Common Procedure Codes
H0040, HO040U5, HO040U1U5
Overview

ACT teams deliver comprehensive services to adults with Serious Mental Illness (SMI)
and children/youth with Serious Emotional Disorder (SED) whose needs have not been
met by traditional service delivery approaches or are at risk of entering, or returning
home from high intensity services, such as inpatient settings or residential services. ACT
is an evidence-based practice that incorporates treatment, rehabilitation, case
management, and support services delivered by a mobile, multi-disciplinary mental
health team. ACT supports individual recovery through an individualized approach that
provides individuals with the tools to obtain and maintain housing, employment,
relationships and relief from symptoms and medication side effects. Youth ACT Team
interventions are focused on enhancing family functioning to foster health and well-
being, stability, and re-integration for the child/youth. Services are delivered using a
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family-driven, youth guided and developmentally appropriate approach that
comprehensively addresses the needs of the child/youth with the family, educational,
medical, behavioral, psychosocial, and community domains. The nature and intensity of
ACT services are developed through a person-centered service planning process and
adjusted as needed in daily ACT team meetings.

Individuals admitted to ACT Teams may have a treatment history that has been
characterized by frequent use of psychiatric hospitalization and emergency rooms,
involvement with the criminal justice system, addiction disorder, and lack of
engagement in traditional outpatient services. The ACT model is designed to serve a
small subset of high-need individuals with SMI or SED who require complex multi-
faceted care. Most individuals will not need the intensive services offered by ACT
programs.

The ACT program is an intensive service with limited capacity. ACT should be utilized
appropriately as a specific service within the larger continuum of care. As HARPs begin
to manage Behavioral Health Home and Community Based Services (BH HCBS), these
and other behavioral health services will help transition individuals off of ACT teams,
creating access for other individuals who need ACT services. The ACT Institute, in
partnership with the State Office of Mental Health, provides supports and training to
ACT teams with emphasis on a transitional model of care.

For children, Youth ACT is target is targeted towards those returning from impatient
hospitalization, residential treatment, or a community residence to provide ample
support for a successful transition home, or for those in the community and at risk of
out of home care or placement due to significant functional deficits impeding their
ability to remain in the community without intensive in home-services and supports. It is
expected that children admitted to youth ACT will continue to receive services until their
complex needs are adequately met are no longer at risk of out of home care and can
successfully transition to a lower level of service that will meet their needs.

Indications/Criteria

Admission Guidelines:

e Severe and persistent mental iliness listed in the diagnostic nomenclature (the
most recent version of DSM) that seriously impairs their functioning in the
community.

e Priority is given to people with schizophrenia, other psychotic disorders (e.g.,
schizoaffective disorder), bipolar disorder or major/chronic depression, because
these illnesses more often cause long-term psychiatric disability.

e Priority is also given to individuals with continuous high service needs that are
not being met in more traditional service settings.

Assertive Community Treatment (ACT) Page 2 of 7
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e Assisted Outpatient Treatment (AOT) individuals with ACT in their order will get
admission priority.

e Recipients with continuous high service needs should demonstrate one or more
of the following conditions:

o Inability to participate in traditional, office-based treatment services or
case management;

o Two (2) or more psychiatric inpatient admissions over a 12-month period
or one (1) long-term hospitalization of 60 calendar days or more;

o Excessive use of psychiatric emergency or crisis services;

o Persistent severe major symptoms (e.g., affective, psychotic, suicidal or
significant impulse control issues);

o Co-existing substance abuse disorder (duration greater than 6 months);

o Repeat arrests, incarceration, or recent prison release for offenses directly
related to mental illness;

o Court ordered to participate in Assisted Outpatient Treatment (AOT);

o Inability to meet basic survival needs or homeless or at imminent risk of
becoming homeless;

o Residing in an inpatient bed or in a supervised community residence, but
clinically assessed to be able to live in a more independent setting if
intensive community services are provided;

o Currently living independently but clinically assessed to be at immediate
risk of requiring a more restrictive living situation (e.g., community
residence or psychiatric hospital) without intensive community services;

o Are active clients of the ACT provider.

Young Adult ACT Eligibility

Young Adult ACT serves only individuals age 18 to 25 with SMI that impairs functioning
in the community, have continuous high service needs, who lack engagement in and
whose needs have not been met in traditional outpatient services. The individuals may
work or need assistance developing a productive vocational or educational plan. Many
of these young adults have very limited family or social support networks, or networks
that may be insufficient to meet their needs. Moreover, these individuals often lack
many of the real world skills needed to be successful, independent adults, such as
financial literacy, self-care/well-being, time management and decision-making.

Continuous high service needs, which include:

e Two (2) or more psychiatric hospitalizations or one (1) hospitalization of 60+ days
in a 12-month period;
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e Four (4) or more psychiatric emergency room visits in the last 12 months;

e Co-occurring SUD for six (6) months or more;

e High risk of justice involvement;

e Homelessness or imminent risk of homelessness or inability to meet basic survival

needs;

e Residing in inpatient bed, residential program or CR and assessed to be able to
live independently with intensive community services;

e At risk of requiring more restrictive living situation without increased community
services.

Continuing Stay Guidelines

e Initial eligibility criteria continue to be met.

Discharge Guidelines

e ACT recipients meeting any of the following criteria may be discharged:

O

Individuals who demonstrate, over a period of time, an ability to function
in major life roles (i.e., work, social, self-care) and can continue to succeed
with less intensive service.

Individuals who move outside the geographic area of the ACT team'’s
responsibility. The ACT team must arrange for transfer of mental health
service responsibility to an appropriate provider and maintain contact with
the recipient until the provider and the recipient are engaged in this new
service arrangement.

Individuals who need a medical nursing home placement, as determined
by a physician or have been admitted to another program (Community
Residence, Residential Treatment).

Individuals who are hospitalized or locally incarcerated for three months or
longer. However, an appropriate provision must be made for these
individuals to return to the ACT program upon their release from the
hospital or jail.

Individuals who request discharge, despite the team'’s best, repeated
efforts to engage them in service planning. Special care must be taken in
this situation to arrange alternative treatment when the recipient has a
history of suicide, assault or forensic involvement.

Individuals who are lost to follow-up for a period of greater than 3 months
after persistent efforts to locate them, including following all local policies
and procedures related to reporting individuals as "missing persons."

e For all persons discharged from ACT to another service provider within the team's
primary service area or county, there is a three-month transfer period during
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which recipients who do not adjust well to their new program may voluntarily
return to the ACT program. During this period, the ACT team is expected to
maintain contact with the new provider, to support the new provider's role in the
recipient’s recovery and illness management goals.

e The decision not to take medication is an insufficient reason for discharging an
individual from an ACT program.

o If a recipient of ACT services is under a court order to receive Assisted Outpatient
Treatment, any discharge must be planned in coordination with the County’s AOT
program administrator.

Young Adult ACT Discharge (in addition to above):

1.

Individuals who are no longer within the eligible age range for Young Adult
ACT, which serves young adults ages 18 to 25, must be transferred to an
appropriate provider. The Young Adult ACT team must maintain contact with
the individual until the provider and individual are engaged in this new service
arrangement.

Individuals who move outside the geographic area of the Young Adult ACT
team’s responsibility. The Young Adult ACT team must arrange for transfer of
mental health service responsibility to an appropriate provider and maintain
contact with the individual until the provider and the individual are engaged
in this new service arrangement.

Young adults are expected to be served by Young Adult ACT for two (2) to
three (3) years depending upon their needs, goals, and progress.

Exclusions Criteria:

Individuals with a primary diagnosis of a personality disorder(s), substance use disorder
(SUD), intellectual/developmental disabilities, an 1Q below 70, or also being served by
the Office for People with Developmental Disabilities (OPWDD) are not appropriate for
Assertive Community Treatment (ACT) or Young Adult ACT.

References (2023)

1.

New York State Office of Mental Health — Assertive Community Treatment. Available:
https://omh.ny.gov/omhweb/act/

2. New York State Office of Mental Health — Utilization Management (UM) Guidelines
for New York State Medicaid Managed Care Organizations (MMCO) updated 3/2023.
Available: https://omh.ny.gov/omhweb/bho/policy-
quidance/nys act um quidance.pdf

3. New York State Office of Mental Health — ACT Program Guidelines (updated 3/2023)
Available: https://omh.ny.gov/omhweb/act/act-program-quidelines.pdf
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Customer Product

Management Requirements*

New York Products

HMO Not A Covered Benefit
PPO in Plan Not A Covered Benefit
PPO OOP Not A Covered Benefit
POS in Plan Not A Covered Benefit
POS OOP Not A Covered Benefit

Essential Plan

Not A Covered Benefit

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Not A Covered Benefit

MVP Medicare Preferred Gold HMO POS

Not A Covered Benefit

MVP Medicare Secure HMO POS

Not A Covered Benefit

MVP Medicare Secure Plus HMO POS

Not A Covered Benefit

MVP Medicare WellSelect PPO

Not A Covered Benefit

MVP Medicare WellSelect Plus PPO

Not A Covered Benefit

MVP Medicare Patriot Plan PPO

Not A Covered Benefit

MVP DualAccess D-SNP HMO

Not A Covered Benefit

MVP DualAccess Complete D-SNP HMO

Not A Covered Benefit

MVP DualAccess Plus D-SNP HMO

Not A Covered Benefit

UVM Health Advantage Select PPO

Not A Covered Benefit

USA Care

Not A Covered Benefit

Healthy NY

Not A Covered Benefit

MVP Premier

Not A Covered Benefit

MVP Premier Plus

Not A Covered Benefit

MVP Premier Plus HDHP

Not A Covered Benefit

MVP Secure Not A Covered Benefit
MVP EPO Not A Covered Benefit
MVP EPO HDHP Not A Covered Benefit
MVP PPO Not A Covered Benefit

MVP PPO HDHP

Not A Covered Benefit

Student Health Plans

Not A Covered Benefit

ASO Not A Covered Benefit
Vermont Products

POS in Plan Not A Covered Benefit
POS OOP Not A Covered Benefit

MVP Medicare Preferred Gold HMO POS

Not A Covered Benefit

MVP Medicare Secure Plus HMO POS

Not A Covered Benefit

MVP VT HMO

Not A Covered Benefit

MVP VT HDHP HMO

Not A Covered Benefit

MVP VT Plus HMO

Not A Covered Benefit

MVP VT Plus HDHP HMO

Not A Covered Benefit

MVP Secure

Not A Covered Benefit

ASO

Not A Covered Benefit

¢ Note: Authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Policies are not a guarantee
of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and requirements that
may dffect a Policy. If there is any discrepancy between your Group or Subscriber Contract and a Policy, your Group
or Subscriber Contract shall in all cases govern.

*Management Requirements
Authorization

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History:

Authorization Required

No Authorization Required. May be subject to Retrospective Review
Retrospective Review Required

Service is not a covered benefit.

See Specific Plan Design

12/01/2021 — Annual Review; removed age restrictions for eligibility.
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01/01/2023 — Added coverage and authorization to Child Health Plus (CHP) plans.

06/01/2023 — Authorization not required. Updated with coverage for Youth ACT. Updated references.
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MVP Health Care Medical Policy

Atrial Fibrillation Ablation, Catheter based

Type of Policy: Surgical/Medical
Prior Approval Date: 12/01/2022
Approval Date: 05/06/2024
Effective Date: 08/01/2024

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

93656 - Comprehensive electrophysiologic evaluation including transseptal
catheterizations, insertion and repositioning of multiple electrode catheters with
induction or attempted induction of an arrhythmia including left or right atrial
pacing/recording when necessary, right ventricular pacing/recording when necessary,
and His bundle recording when necessary with intracardiac catheter ablation of atrial
fibrillation by pulmonary vein isolation

93657 - Additional linear or focal intracardiac catheter ablation of the left or right atrium
for treatment of atrial fibrillation remaining after completion of pulmonary vein isolation

Codes Requiring Retrospective Review

33255 -Operative tissue ablation and reconstruction of atria, extensive (e.g., maze
procedure); without cardiopulmonary bypass [hybrid Maze procedure]

33258 Operative tissue ablation and reconstruction of atria, performed at the time of
other cardiac procedure(s), extensive (eg, maze procedure), without cardiopulmonary
bypass (List separately in addition to code for primary procedure)

33265: Endoscopy, surgical; operative tissue ablation and reconstruction of atria, limited
(e.g., modified maze procedure), without cardiopulmonary bypass

Atrial Fibrillation Ablation, Catheter Based Page 1 of 8
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33266: Endoscopy, surgical; operative tissue ablation and reconstruction of atria,
extensive (eg, maze procedure), without cardiopulmonary bypass

Experimental/Investigational

33255 -Operative tissue ablation and reconstruction of atria, extensive (e.g., maze
procedure); without cardiopulmonary bypass [hybrid Maze procedure]

33258 Operative tissue ablation and reconstruction of atria, performed at the time of
other cardiac procedure(s), extensive (eg, maze procedure), without cardiopulmonary
bypass (List separately in addition to code for primary procedure)

33265: Endoscopy, surgical; operative tissue ablation and reconstruction of atria, limited
(e.g., modified maze procedure), without cardiopulmonary bypass

33266: Endoscopy, surgical; operative tissue ablation and reconstruction of atria,
extensive (eg, maze procedure), without cardiopulmonary bypass

Common Diagnosis Codes

148, 148.0, 148.1, 148.19, 148.9, 148.91
Codes excluded from coverage
148.11, 148.2, 148.20, 148.21.

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Atrial fibrillation (AF) is the most common heart rhythm disturbance, and the incidence
increases as people age. It is highly associated with poorly or untreated hypertension,
obesity, sleep apnea, congestive heart failure, mitral valvular disease, and moderate to
heavy alcohol use. Atrial fibrillation can be associated with symptoms such as
palpitations, fatigue, lightheadedness, and shortness of breath. Stroke is a well-defined
potential complication of atrial fibrillation, which management with anticoagulants has
an evidence-based benefit. In addition, if poorly managed, atrial fibrillation can lead to
cardiomyopathy and heart failure.

Atrial fibrillation ablation has been performed for decades during open cardiac
procedures, but within the last 15 years, the procedure has evolved into treatments that
may include Pulmonary Vein Isolation and/or focal ablation. The evidence of benefit at
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this time is purely related to symptom relief, with no evidence that the stroke, heart
failure, or mortality risk, nor need for anticoagulation therapy is significantly affected.

Term Definition

Paroxysmal AF: AF that terminates spontaneously or with intervention within 7 d of
onset. Episodes may recur with variable frequency.

Recurrent symptomatic paroxysmal atrial fibrillation: more than one episode, with four
or fewer episodes in the previous six months. These episodes need to be demonstrated
by ECG or clinically administered and supervised monitoring, rather than by symptoms
alone.

Persistent AF: Continuous AF that is sustained >7 d.
Long-standing persistent AF: Continuous AF >12 mo in duration.

Permanent AF: The term “permanent AF” is used when the patient and clinician make a
joint decision to stop further attempts to restore and/or maintain sinus rhythm.
Acceptance of AF represents a therapeutic attitude on the part of the patient and
clinician rather than an inherent pathophysiological attribute of AF.

“Chronic” atrial fibrillation (148.20) is a new code that is a non-specific term indicating
that atrial fibrillation of any type has been present for more than three months.

Symptoms refractory to medical therapy require 6 months of adequate dosing of a class
| or lll antiarrhythmic medication.

Indications/Criteria

Atrial fibrillation ablation by Pulmonary Vein Isolation (PVI) and/or focal ablation is
considered medically necessary when the clinical criteria, as outlined below are met:

a) Symptomatic paroxysmal atrial fibrillation:

e as an initial therapy to improve symptoms and reduce progression to
persistent atrial fibrillation; OR

o refractory to or intolerant of at least 1 class | or Il antiarrhythmic
medication (see list below)

b) Symptomatic persistent atrial fibrillation, either:

e As arhythm-control strategy for symptomatic atrial fibrillation in whom
anti-arrhythmic medications are ineffective, contraindicated or not
preferred, OR

e refractory to an adequate trial or intolerance of at least 1 class | or Il
antiarrhythmic medication. (see list below) OR

e For diagnosis of heart failure, classification of NYHA II, lll, or IV, and
gjection fraction < 40; as an initial rhythm-control strategy for
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symptomatic persistent atrial fibrillation, before therapeutic trials of
antiarrhythmic drug therapy, after weighing the risks and outcomes of
drug and ablation therapy.

¢) Recurrent symptomatic paroxysmal atrial fibrillation:

e more than one episode, with four or fewer episodes in the previous six
months. These episodes need to be demonstrated by ECG or monitoring,
rather than by symptoms alone.

One additional atrial fibrillation ablation may be considered medically necessary in
patients with recurrence of atrial fibrillation following the initial procedure.

If additional atrial fibrillation ablation is being requested due to recurrence,
electrocardiographic documentation meeting the original definition of paroxysmal or
persistent atrial fibrillation, is required.

Atrial fibrillation must be documented by ECG or clinically administered and supervised
monitoring, rather than by symptoms alone.

Class | Anti Arrhythmic Agent (AAA) medications include moricizine, disopyramide,
phenytoin, propafenone, flecainide, mexiletine, quinidine, procainamide, or tocainide.

Class Il Anti Arrhythmic Agent (AAA) medications include amiodarone, dofetilide,
dronedarone, sotalol.

Exclusions

e Atrial fibrillation ablation for any other indication not listed in the Indications/Criteria
section is considered not medically necessary.

e Ablation of chronic atrial fibrillation is not supported by evidence in the literature as
improving health outcomes and, therefore, is considered not medically necessary.

e A diagnosis of Permanent atrial fibrillation is used when the patient and clinician
make a joint decision to stop further attempts to restore and/or maintain sinus
rhythm. Therefore, attempts at ablation in this situation are not medically necessary.

o Atrial fibrillation catheter ablation is not indicated for patients who cannot be treated
with anticoagulant therapy during and after the procedure.

e Atrial fibrillation catheter ablation is not medically necessary to eliminate the need
for chronic anticoagulation.

o Atrial fibrillation ablation is considered not medically necessary when the patient has
significant mitral valve disease and is being considered for mitral valve surgery.

e Off-pump Maze procedures (including the hybrid Maze and the Convergent hybrid
procedure) (33255, 33258, 33265, 33266), also known as thoracoscopic off-pump
surgical ablation (TOPS), experimental and investigational for atrial fibrillation or
flutter because there is insufficient evidence of their effectiveness.
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Medicare Variation

Based on review there are no National or Local Determination Coverage for this region.
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Customer Product

Medical Management Requirements*

New York Products

HMO Prior Authorization
PPQO in Plan Prior Authorization
PPO OOP Prior Authorization
POS in Plan Prior Authorization
POS OOP Prior Authorization

Essential Plan

Prior Authorization

MVP Medicaid Managed Care

Prior Authorization

MVP Child Health Plus

Prior Authorization

MVP Harmonious Health Care Plan

Prior Authorization

MVP Medicare Complete Wellness

Prior Authorization

MVP Medicare Preferred Gold HMO POS

Prior Authorization

MVP Medicare Secure HMO POS

Prior Authorization

MVP Medicare Secure Plus HMO POS

Prior Authorization

MVP Medicare WellSelect PPO

Prior Authorization

MVP Medicare WellSelect Plus PPO

Prior Authorization

MVP Medicare Patriot Plan PPO

Prior Authorization

MVP DualAccess D-SNP HMO

Prior Authorization

MVP DualAccess Complete D-SNP HMO

Prior Authorization

MVP DualAccess Plus D-SNP HMO

Prior Authorization

UVM Health Advantage Select PPO

Prior Authorization

USA Care

Potential for Retrospective Review

Healthy NY

Prior Authorization

MVP Premier

Prior Authorization

MVP Premier Plus

Prior Authorization

MVP Premier Plus HDHP

Prior Authorization

MVP Secure Prior Authorization
MVP EPO Prior Authorization
MVP EPO HDHP Prior Authorization
MVP PPO Prior Authorization

MVP PPO HDHP

Prior Authorization

Student Health Plans

Prior Authorization

ASO See SPD
Vermont Products

POS in Plan Prior Authorization
POS OOP Prior Authorization

MVP Medicare Preferred Gold HMO PQOS

Prior Authorization

MVP Medicare Secure Plus HMO POS

Prior Authorization

MVP VT HMO

Prior Authorization

MVP VT HDHP HMO

Prior Authorization

MVP VT Plus HMO

Prior Authorization

MVP VT Plus HDHP HMO

Prior Authorization

MVP Secure

Prior Authorization

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP

HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History

Atrial Fibrillation Ablation, Catheter Based
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Prior Authorization Required
No Prior Authorization Required. May be subject to Retrospective Review.
Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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12/01/22 — Annual review; removed 12-month duration from criteria and exclusions, added Maze
procedures (33255, 33258, 33265, 33266) to exclusions.

08/01/2024- Updated criteria to cover as an initial therapy for symptomatic paroxysmal afib.
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MVP Health Care Medical Policy

Autism Spectrum Disorders

New York State
Type of Policy: Medical/Behavioral Health
Prior Approval Date:  11/08/2022
Approval Date: 11/04/2024
Effective Date: 02/01/2025

Applied Behavior Analysis

Early Childhood Developmental
Disorders Vermont

Speech Generating Devices
Speech Therapy (Outpatient)

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

MVP Health Care may require prior authorization for the services that are covered in this
policy. See those policies for specific medical management requirements.

Codes Requiring Retrospective Review

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10 Diagnosis Codes: F84.0

F84.0 — Autistic disorder

F84.2 — Rett's syndrome

F84.3 — Other childhood disintegrative disorder
F84.5 — Asperger’s syndrome

F84.8 — Other pervasive developmental disorders

Autism Spectrum Disorders NYS Page 1 of 4
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F84.9 — Pervasive developmental disorder, unspecified

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

This medical policy applies only to MVP plans that are required to follow the New York
State Health Insurance Law for autism spectrum disorder treatment. Refer to the
customer’s individual plan certificate for benefit coverage for applied behavioral
analysis.

Autism Spectrum Disorder (ASD) is a neurodevelopmental disorder characterized by
persistent impairment in social communication and social interaction and restricted,
repetitive patterns of behavior, interests, or activities, as defined by the American
Psychiatric Association in its Diagnostic and Statistical Manual of Mental Disorders, 5th
Edition, Text Revision (DSM-5-TR). The primary goals of treatment are to maximize the
child’s ultimate functional independence and quality of life by minimizing the core
autism spectrum disorder features, facilitating development and learning, promoting
socialization, reducing maladaptive behaviors, and educating and supporting families.

Indications/Criteria

MVP will cover the following services, consistent with the requirements of the New York
State Health Insurance Law for the coverage of autism spectrum disorders when
prescribed or ordered by a licensed Physician or a licensed Psychologist, when necessary
to develop, maintain, or restore, to the maximum extent practicable, the functioning of
an individual and when deemed medically necessary:

e assessments, evaluations, and tests to determine whether someone has autism
spectrum disorder

e aformal evaluation by a speech-language pathologist to determine the need for an
assistive communication device

e the rental or purchase of assistive communication devices for an individual
diagnosed with ASD, when prescribed or ordered by a licensed physician or a
licensed psychologist when the customer has met the criteria listed in the MVP
Medical Policy for Speech Generating Devices;

e behavioral health treatment for counseling and treatment programs, including
applied behavior analysis (ABA), when provided by a licensed Provider.;

Autism Spectrum Disorders NYS Page 2 of 4
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psychiatric and psychological care provided by a psychiatrist, psychologist or a
licensed clinical social worker;

medical care provided by a licensed health care provider;

therapeutic care and services provided by licensed or certified speech therapists (ST),
occupational therapists (OT), physical therapists (PT), and social workers when
provided to develop, maintain or restore, to the greatest extent practicable,
functioning of the individual;

pharmacy care when prescribed by a provider legally authorized to prescribe under
Title 8 of the New York Education Law

Exclusions

Services that are considered primarily educational or training in nature to improve
academic or work performance or to correct a learning disability are not medically
necessary.

Services or treatments that are provided pursuant to an individualized education
plan under the New York State Education Law are not covered.

Neuropsychological testing is not included in the American Academy of Pediatrics
Guidelines for the Identification, Evaluation, and Management of Children with
Autism Spectrum Disorders and, therefore, is considered not medically necessary.

Complementary and alternative medicine is not supported in the American Academy
of Pediatrics Guidelines for the Identification, Evaluation, and Management of
Children with Autism Spectrum Disorders because there is not enough scientific
evidence to support their use as treatments for ASDs. The following therapies are
considered not medically necessary. This list is not considered to be all inclusive:

o auditory integration training;

o behavioral optometry;

o craniosacral manipulation;

o detoxification therapies (e.g., chelation therapy);
o dolphin therapy;

o equine therapy (hippotherapy); and

o holding therapy.

Drugs not meeting MVP’s Experimental and Investigational policy criteria are
excluded from coverage.

Variations
MVP Managed Care Medicaid Products
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MVP Medicaid Managed Care Plan customers have coverage for Applied Behavior
Analysis (ABA) therapy when they have a diagnosis of autism spectrum disorder and/or
Rett Syndrome as defined by the American Psychiatric Association in its Diagnostic and
Statistical Manual of Mental Disorders, 5™ Edition (DSM-5) when medically necessary in
accordance with the criteria in the Applied Behavior Analysis Behavioral Health Policy.

Applied Behavior Analysis is a covered benefit for Child Health Plus (CHP) plans when
medically necessary in accordance with the criteria in the Applied Behavior Analysis
Behavioral Health Policy.

MVP Medicare Advantage Plans:
Applied behavior analysis (ABA) is not covered for MVP Medicare Advantage Plans.

References (Updated 2024)

1. New York State Health Insurance Law S.4005A/A.6305A. Available:
https://www.nysenate.gov/leqislation/bills/2011/s5845

2. New York State Department of Financial Services. Insurance Circular Letter No. 6
(2014). October 10, 2014. Available:
https://www.dfs.ny.gov/insurance/circltr/2014/cl2014 06.htm

3. New York State Department of Health eMedNY Provider Manuals Applied
Behavior Analysis Policy Manual. Available:
https://www.emedny.org/ProviderManuals/ABA/

4. NYS Department of Health. (2017) Clinical Practice Guideline on Assessment and
Intervention Services for Young Children with Autism Spectrum Disorders (ASD).
Publication No. 20152

5. New York State Department of Health Bureau of Early Intervention. Best Practice
Protocol for Early Screening of Young Children for Autism Spectrum Disorders
(ASDs) by Pediatric Primary Care Providers. July 2013, Updated January 2019.

6. MVP Health Care customer Certificate of Coverage (COC) documents.

Revision History

04/01/2022 — Annual Review; References were reviewed and updated for NYS Regulations. Updated
Medicaid variation to match Applied Behavior Analysis Behavioral Health Policy. Removed medical
management grid.

01/01/2023 — Annual review, indicated that Applied Behavior Analysis (ABA) services have been carved in
to the Medicaid Managed Care (MMC) benefit package.

02/01/2025 — Annual review, updated overview with definition for ASD according to DSM-5, updated
indications/criteria to be consistent with NYS, updated references.
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Autologous Chondrocyte Implantation
Osteochondral Allograft Transplantation
Osteochondral Autograft Transfer System (OATS)

Type of Policy: Surgical

Prior Approval Date: 12/05/2022
Approval Date: 03/28/2025
Effective Date: 06/01/2025
Related Polices: Knee Arthroscopy

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10-CM Diagnosis Codes: M23.011, M23.012, M23.019, M23.211, M23.212, M23.219,
M23.311, M23.312, M23.319, M23.021, M23.022, M23.029, M23.221, M23.222, M23.229,
M23.321, M23.322, M23.329, M23.031, M23.032, M23.039, M23.203, M23.204, M23.205,
M23.231, M23.232, M23.239, M23.303, M23.304, M23.305, M23.331, M23.332, M23.339,
M23.202, M23.041, M23.042, M23.049, M23.241, M23.242, M23.249, M23.341, M23.342,
M23.349, M23.051, M23.052, M23.059, M23.251, M23.252, M23.259, M23.351, M23.352,
M23.359, M23.000, M23.001, M23.002, M23.003, M23.004, M23.005, M23.006, M23.007,
M23.009, M23.206, M23.207, M23.209, M23.306, M23.307, M23.309, Q68.6, M23.40,
M23.41, M23.42, M22.40, M22.41, M22.42, M23.50, M23.51, M23.52, M23.50, M23.51,
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M23.52, M23.50, M23.51, M23.52, M23.50, M23.51, M23.52, M23.50, M23.51, M23.52,
M22.90, M22.91, M22.92, M23.90, M23.91, M23.92

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes

27412, 27415, 27416, 29866, 29867, J7330, S2112

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Autologous Chondrocyte Implantation (ACI) is a two-step procedure utilizing the
patient’s own cartilage cells to repair traumatic damage to the articular cartilage of the
femoral condyle of the knee caused by acute or repetitive trauma.

An arthroscopy is performed to harvest healthy cartilage cells from the patient. The cells
are then prepared for culturing through a washing technique in a buffered solution and
then placed in a medium for cultivation over a 3- to 5-week period. At a second
operative procedure, an arthrotomy is performed and a periosteal flap is surgically
created at the site of the defect. The cultured cartilage is implanted beneath the flap
before closure where it proliferates and repairs the defect.

Osteochondral Allograft Transplantation involves transferring a piece of articular
cartilage and subchondral bone cartilage from a cadaver donor to a damaged region of
the articular surface of a joint. An allograft is typically larger than an autograft. It can be
shaped to fit the exact contour of the defect and then pressed into place.

Osteochondral Autograft Transfer System (OATS) is a type of osteochondral
autografting. Cartilage is transferred from one part of the joint to another joint. A
cartilage tissue graft is taken from an area of the bone that does not carry weight (non-
weight bearing). The graft is taken as a cylindrical plug of cartilage and subchondral
bone. It is then matched to the surface area of the defect and impacted into place. This
leaves a smooth cartilage surface in the joint. Typically, a single plug of cartilage is used.

Mosaicplasty is a type of osteochondral autografting. This procedure is similar to the
osteochondral autograft transfer system (OATS) procedure; however, it involves the use
of multiple small osteochondral cylinders.

The Modified Outerbridge Classification is a system that has been developed for judging
articular cartilage injury to the knee. This system allows delineation of varying areas of
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chondral pathology, based on the qualitative appearance of the cartilage surface, and
can assist in identifying those injuries that are suitable for repair techniques. The
characterization of cartilage in this system is as follows:

e Grade | - Softening with swelling
e Grade ll - Fragmentation and fissuring less than one square centimeter (1 cm2)

e Grade lll - Fragmentation and fissuring greater than one square centimeter (1
cm2)

e Grade IV - Subchondral bone exposed.

Indications/Criteria

Osteochondral allograft, osteochondral autografts (osteochondral autograft transfer
system (OATS) or mosaicplasty) are considered medically necessary when one the
following are met:

e Osteochondral autograft transplants and mosaicplasty is considered medically
necessary in an individual with < 2.5 cm? chondral defects with normal appearing
hyaline cartilage surrounding the border of the defect;

e Osteochondral allograft transplants is considered medically necessary in an individual
with <10.0 cm? chondral defects normal appearing hyaline cartilage surrounding the
border of the defect; and

And all of the following criteria are met:

e The customer has disabling symptoms limiting the ability to perform activities of daily
living (ADLs) that has not been relieved by 3 months of conventional medical
treatment (physical therapy and /or bracing); and

e The customer is skeletally mature with documented closure of growth plates (e.g., 15
years or older); and

e The customer has focal, full thickness (Modified Outerbridge Scale as Grade grade Il
or V) unipolar lesions on the weight bearing surface of the femoral condyles (medial
or lateral) or trochlea; and

e Previous arthroscopic or other traditional surgical procedure (i.e., microfracture,
drilling, abrasion,) which has resulted in an inadequate response; and

e The customer has normal alignment or correctable varus or valgus deformities; and

e The customer is not considered a candidate for total knee replacement (i.e., customer
is under 55 years of age).

Autologous chondrocyte implantation is considered medically necessary when ALL of the
following criteria are met:

Autologous Chondrocyte Implantation and Page 3 of 10
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treatment of a single symptomatic articular cartilage defect of the femoral condyle of
the knee (medial, lateral or trochlear) caused by acute or repetitive trauma;

age 15-55 years;
body mass index (BMI) of < 35;

the customer has disabling knee pain which interferes with the ability to perform
activities of daily living (ADLs) that has not been relieved by 3 months of conventional
medical treatment;

failure of surgical interventions (i.e., microfraction, drilling, abrasion, or osteochondral
autograft)

femoral condyle defect size of 1-10 cm?in an area that affects a weight-bearing
surface of the femoral condyle, as demonstrated by magnetic resonance imaging
(MRI) or arthroscopy%,

articular cartilage defect classified as Modified Outerbridge Scale grade Il or IV (full
thickness) that involves only cartilage;

knee is stable with intact, fully functional ligaments ACL or PCL), has normal joint
space, and normal alignment;

customer is willing and able to comply with post-operative physical rehabilitation
program;

no corresponding tibial or patellar lesion (“kissing” lesion) with a Modified
Outerbridge Scale grade Il or IV chondromalacia or exposed bone chondromalacia;

no osteoarthritis of the knee; and

normal articular cartilage at lesion border.

Exclusions

The following exclusions apply to all MVP contracts:

any indication not listed in the Indications/Criteria section.

Osteochondral autografts (OATS, mosaicplasty) of other joints (ankle, elbow, hip,
patella, shoulder);

References (Reviewed 2025)

1. Memon, AR, and Quilan, JF. Surgical treatment of articular cartilage defects in the

knee: are we winning? Advances in Orthopedics. Volume 2012, Article ID 528423. 6
March 2012.

2. Minas, T., MD , Gomoll , A.H., MD, Rosenberg, R., MD et al. Increased Failure Rate of

Autologous Chondrocyte Implantation Treatment with Marrow Stimulation
Techniques. The American Journal of Sports Medicine. May 2009.

Autologous Chondrocyte Implantation and Page 4 of 10
Osteochondral Allograft Transplantation

Page 99 of 1439



MVP Health Care Medical Policy

3. Bartlett, W., Gooding, C.R,, Carrington, R. W. J,, et al. Autologous Chondrocyte
Implantation at the Knee Using a Bilayer Collagen Membrane with Bone Graft. The
Journal of Bone and Joint Surgery. April 13, 2004.

4. Chahal, J., MD, Gross, A.E., MD, Gross, C., MD, et al. Outcomes of Osteochondral
Allograft Transplantation in the Knee. Arthroscopy: The Journal of Arthroscopic and
Related Surgery. March 2013.

5. Washington State Health Care Authority. Osteochondral Allograft/Autograft
Transplantation (OAT) Health Technology Assessment. October 17, 2011.

6. Mundi, R, et al. Cartilage Restoration of the Knee: A Systematic Review and Meta-
Analysis of Level 1 Studies. Am J. Sports Med. 2015 Jul 2

7. Li, Z, et al. Osteochondral autograft transplantation or autologous chondrocyte
implantation for large cartilage defects of the knee: a meta-analysis. Cell Tissue Bank.
2015 Jun 12.

8. Lynch TS, Patel RM, Benedick A, et al. Arthroscopy. 2015 Jan 20. pii: S0749-
8063(14)00936-0. doi: 10.1016/j.arthro.2014.11.018. [Epub ahead of print]. Systematic
Review of Autogenous Osteochondral Transplant Outcomes.

9. American Academy of Orthopaedic Surgeons (AAQOS). Clinical Practice Guideline.
Diagnosis and Treatment of Osteochondritis Dissecans. December 2010. Available:
https://www.aaos.org/quality/quality-programs/lower-extremity-
programs/osteochondritis-dissecans/.

10. Chambers HG, Shea KG, Anderson AF, et al. American Academy of Orthopaedic
Surgeons clinical practice guideline on: the diagnosis and treatment of
osteochondritis dissecans. J Bone Joint Surg Am. 2012;94(14):1322-1324. PMID
22810404.

11. American Academy of Orthopaedic Surgeons (AAQOS). Use of Musculoskeletal Tissue
Allografts. 1991. Revised 2011. Position and advisory statements. Available:
https://www.aaos.org/uploadedFiles/PreProduction/About/Opinion_Statements/advi
stmt/1011%20Use%200f%20Musculoskeletal%20Tissue%20Allografts.pdf.

12. Bentley, G, Biant, LC, Carrington, RW, et al. A prospective, randomised comparison of
autologous chondrocyte implantation versus mosaicplasty for osteochondral defects
in the knee. J Bone Joint Surg Br. 2003;85(2):223-230.

13. Briggs T, Mahroof S, David L, et al. Histological evaluation of chondral defects after
autologous chondrocyte implantation of the knee. J Bone Joint Surg Br.
2003;85(7):1077-1083.

Autologous Chondrocyte Implantation and Page 5 of 10
Osteochondral Allograft Transplantation

Page 100 of 1439



MVP Health Care Medical Policy

14. Dozin B, Malpeli M, Cancedda R, et al. Comparative evaluation of autologous
chondrocyte implantation and mosaicplasty: A multicentered randomized clinical
trial. Clin J Sport Med. 2005;15(4):220-226.

15. Henderson |, Tuy B, Connell D, et al. Prospective clinical study of autologous
chondrocyte implantation and correlation with MRI at three and 12 months. J Bone
Joint Surg Br. 2003;85(7):1060-1066.

16. Ruano-Ravina A, Jato Diaz M. Autologous chondrocyte implantation: a systematic
review. Osteoarthritis Cartilage. 2006;14(1):47-51.

17. Sharpe J, Ahmed S, Fleetcroft J, Martin R. The treatment of osteochondral lesions
using a combination of autologous chondrocyte implantation and autograft: Three-
year follow-up. J Bone Joint Surg Br. 2005;87(5):730-735.

18. Hangody L, Fiiles P: Autologous osteochondral mosaicplasty for the treatment of
full-thickness defects of weight-bearing joints: Ten years of experimental and clinical
experience.) Bone Joint Surg Am 2003;85(suppl2):25-32.

19. Hangody L, Dobos J, Balo E, et al. Clinical experiences with autologous osteochondral
mosaicplasty in an athletic population: a 17-year prospective multicenter study. Am J
Sports Med. 2010 Jun;38(6):1125-33.

20. National Institute for Health and Clinical Excellence (NICE). Mosaicplasty for knee
cartilage defects. Interventional Procedure Guidance 162. London, UK: NICE; March
2006.

21. Aubin PP, et al. Long-term follow-up of fresh femoral osteochondral allografts for
posttraumatic knee defects. Clin Orthopaed Rel Res 2001;(2):5218-327

22. Bekkers JE, et al. Treatment selection in articular cartilage lesions of the knee: a
systematic review. Am J Sports Med 2009 Nov;37 Suppl 1:148S-55S.

23. Hangody L, et al. Mosaicplasty for the treatment of articular defects of the knee and
ankle. Clin Orthopaed Rel Res 2001 Oct;1(391):5328-36.

24. Hangody L, et al. Autologous osteochondral grafting- technique and long-term
results. Injury 2008 Apr; 39 (Suppl)1:532-9.

25. Hettrich CM, et al. Cartilage repair: third-generation cell-based technologies- basic
science, surgical techniques and clinical outcomes. Sports Med Arthrosc 2008
Dec;16(4):230-5.

26. Ma HL, et al. Osteochondral autografts transfer for post-traumatic osteochondral
defect of the knee- 2-5 years follow-up. Injury 2004 Dec;35(12):1286-92.

27. Gudas R, Gudaite A, Pocius A, et al: Ten-year follow-up of a prospective,randomized
clinical study of mosaic osteochondral autologous transplantation versus

Autologous Chondrocyte Implantation and Page 6 of 10
Osteochondral Allograft Transplantation

Page 101 of 1439



MVP Health Care Medical Policy

microfracture for the treatment of osteochondral defects in the knee joint of
athletes. Am J Sports Med 2012;40(11):2499-2508.

28. Safaran, MR, Seiber, K. The evidence for surgical repair of articular cartilage in the
knee. Journal of the American Academy of Orthopaedic Surgeons.May 2010, Vol 18.
No 5: 259-266.

29. Marcacci M, Kon E, Delcogliano M,Filardo G, Busacca M, Zaffagnini S:Arthroscopic
autologous osteochondral grafting for cartilage defects of the knee:Prospective
study results at a minimum 7-year follow-up. Am J Sports Med 2007;35(12):2014-
2021

30. Winthrop, Z., et al. Surgical treatment for osteochondritis dessicans of the knee.Curr
Rev Musculoskelet Med. 2015 Dec; 8(4): 467-475.

31. Gross, A.E,, et al. Long-term followup of the use of fresh osteochondral allografts for
post traumatic knee defects. Clinical Orthopaedics and Related Research. No. 435,
79-87.

32. Bartha L, Vajda A, Duska Z, et al. Autologous osteochondral mosaicplasty grafting. J
Orthop Sports Phys Ther. 2006;36(10):739-750.

33. Henderson |, Tuy B, Connell D, et al. Prospective clinical study of autologous
chondrocyte implantation and correlation with MRI at three and 12 months. J Bone
Joint Surg Br. 2003;85(7):1060-1066.

34. Jakob R, Franz T, Gautier E, Mainil-Varlet P. Autologous osteochondral grafting in the
knee: Indication, results, and reflections. Clin Orthop. 2002;(401):170-184.

35. Karataglis D, Green M, Learmonth D. Autologous osteochondral transplantation for
the treatment of chondral defects of the knee. Knee. 2006;13(1):32-35.

36. Karataglis D, Learmonth D. Management of big osteochondral defects of the knee
using osteochondral allografts with the MEGA-OATS technique. Knee.
2005;12(5):389-393.

37. Peterson L, Minas T, Brittberg M, Lindahl A. Treatment of osteochondritis dissecans
of the knee with autologous chondrocyte transplantation. J Bone Joint Surg Am.
2003;85(Suppl 2):17-24.

38. Sherman SL, Garrity J, Bauer K, Cook J et al. Fresh osteochondral allograft
transplantation for the knee: current concepts. J Am Acad Orthop Surg.
2014;22(2):121-33.

39. Adler V, Pa L, Ko J, et al. Autologous chondrocyte transplantation for the treatment
of articular defects of the knee. Scr Med. 2003;76(3):241-250.

40. Alleyne K, Galloway M. Management of osteochondral injuries of the knee. Clin
Sports Med. 2001;20(2):343-364.

Autologous Chondrocyte Implantation and Page 7 of 10
Osteochondral Allograft Transplantation

Page 102 of 1439



MVP Health Care Medical Policy

41. HAYES Comparative Effectiveness Review. Comparative Effectiveness Review of First-
Generation Autologous Chondrocyte Implantation of the Knee. Copyright © 2022
Hayes, a symplr company. July 13, 2017. Archived July 9, 2020. Available:
www.hayesinc.com/hayes/

42. HAYES Comparative Effectiveness Review. Comparative Effectiveness Review of
Second- and Third-Generation Autologous Chondrocyte Implantation of the Knee

Copyright © 2022 Hayes, a symplr company. July 13, 2017. Archived July 9, 2020.
Available: www.hayesinc.com/hayes/

43. HAYES Comparative Effectiveness Review. Matrix-induced autologous chondrocyte
implantation (MACI) for the treatment of patients with chondral defects of the knee.
Copyright © 2022 Hayes, a symplr company. August 26, 2020. Annual review: August
17, 2022. Available: www.hayesinc.com/hayes/

44. HAYES Comparative Effectiveness Review. Comparative Effectiveness Review of
Mosaicplasty for Treatment of Articular Cartilage Injuries. Copyright © © 2022
Hayes, a symplr company. May 4, 2017. Available: www.hayesinc.com/hayes/

Autologous Chondrocyte Implantation and Page 8 of 10
Osteochondral Allograft Transplantation

Page 103 of 1439



MVP Health Care Medical Policy

Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and a
Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History
02/01/2023- Annual review with no changes to the indications or criteria. References updated.

07/01/2023 - Prior authorization removed from 27412, 27415, 27416, 29866, 29867, J7330, and S2112
because procedures managed previously by Magellan Healthcare are no longer medically managed or
reviewed.

06/01/2025- Annual Review no changes to indications or criteria.
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Automatic External Defibrillators

Type of Policy: Durable Medical
Equipment
Prior Approval Date: 05/03/2021
Approval Date: 05/01/2023
Effective Date: 08/01/2023

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

MVP Durable Medical Equipment (DME) Prior Authorization List Available:

Provider Reference Library Home (mvphealthcare.com)

Code: Description:
E0617 External defibrillator with integrated electrocardiogram analysis
K0606 Automatic external defibrillator, with integrated electrocardiogram

analysis, garment type

K0607 Replacement battery for automated external defibrillator, garment type
only, each

K0608 Replacement garment for use with automated external defibrillator, each

K0609 Replacement electrodes for use with automated external defibrillator,

garment type only, each

Codes Requiring Retrospective Review

Automatic External Defibrillators Page 1 0of 8
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N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

N/A

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes for HCPCS Code E0617

121.01 121.02 121.09 121.11 121.19 121.21 121.29 121.3 121.4 122.0 122.1 122.2 122.8

122.9 125.2 142.1 142.2 145.81 146.2 146.8 146.9 147.0 147.2 149.01 149.02 T82.110A T82.111A
T82.118A T82.119A T82.120A T82.121A T82.128A T82.129A T82.190A T82.191A T82.198A
T82.199A T82.6XXA T82.7XXA

ICD-10- CM Diagnosis Codes for HCPCS coded K0606-K0609

A18.84121.01 121.02 121.09 121.11 121.19 121.21 121.29 121.3 121.4 122.0 122.1 122.2 122.8
122.9125.2 142.0 142.1 142.2 142.3 142.4 142.5 142.6 142.7 142.8 142.9 143 145.81 146.2 146.8
146.9 147.0 147.2 149.01 149.02 T82.110A T82.111A T82.118A T82.119A T82.120A T82.121A
T82.128A T82.129A T82.190A T82.191A T82.198A T82.199A T82.6XXA T82.7XXA

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Automatic External Defibrillators (AEDs) are portable devices used to induce electrical
stimulation to the heart muscle in the event of a potential cardiac arrest. Early access
defibrillation has been recognized as a significant factor in survival from incidents of
sudden cardiac arrest. Adequate preparation for responding to a life-threatening
emergency can save lives.

Documentation Requirements

Medical necessity must be documented in the patient’s medical record. The customer's
medical records include the treating practitioner's office records, hospital records,
nursing home records, home health agency records, records from other healthcare
professionals and test reports. Medical record documentation must be available upon
request.

Automatic External Defibrillator Page 2 of 8
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Indications/Criteria

Wearable Defibrillator

A wearable defibrillator (K0O606) is covered for beneficiaries if they meet one of the
following criteria:

1. A documented episode of ventricular fibrillation or a sustained, lasting 30 seconds or
longer, ventricular tachyarrhythmia. These dysrhythmias may be either spontaneous or
induced during an electrophysiologic (EP) study, but may not be due to a transient or
reversible cause and not occur during the first 48 hours of an acute myocardial
infarction; or

2. Familial or inherited conditions with a high risk of life-threatening ventricular
tachyarrhythmia such as long QT syndrome or hypertrophic cardiomyopathy; or

3. Either documented prior myocardial infarction or dilated cardiomyopathy and a
measured left ventricular ejection fraction less than or equal to 0.35; or

4. A previously implanted defibrillator now requires explantation.

Non-wearable Automatic Defibrillator

A non-wearable automatic defibrillator (E0617) is covered for customers when they
meet either (1) both criteria A and B or (2) criteria C:

A. The customer has one of the following conditions noted below (1-8):

1. A documented episode of cardiac arrest due to ventricular fibrillation, not due to
a transient or reversible cause; or

2. A sustained, lasting 30 seconds or longer, ventricular tachyarrhythmia, either
spontaneous or induced during an electrophysiologic (EP) study, not associated
with acute myocardial infarction, and not due to a transient or reversible cause; or

3. Familial or inherited conditions with a high risk of life-threatening ventricular
tachyarrhythmias such as long QT syndrome or hypertrophic cardiomyopathy; or

4. Coronary artery disease with a documented prior myocardial infarction with a
measured left ventricular ejection fraction less than or equal to 0.35, and
inducible, sustained ventricular tachycardia (VT) or ventricular fibrillation (VF)
during an EP study. To meet this criterion, the following must be met;

» The myocardial infarction must have occurred more than 4 weeks prior to the
external defibrillator prescription; and,

» The EP test must have been performed more than 4 weeks after the qualifying
myocardial infarction. or

Automatic External Defibrillator Page 3 of 8
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5. Documented prior myocardial infarction and a measured left ventricular ejection
fraction less than or equal to 0.30. The customer must not have any of the
following:

= Cardiogenic shock or symptomatic hypotension while in a stable baseline
rhythm; or,

* Had a coronary artery bypass graft (CABG) or percutaneous transluminal
coronary angioplasty (PTCA) within past 3 months; or,

= Had an enzyme-positive Ml within past month; or,

» Clinical symptoms or findings that would make them a candidate for coronary
revascularization; or,

» [rreversible brain damage from preexisting cerebral disease; or,

» Any disease, other than cardiac disease (e.g. cancer, uremia, liver failure),
associated with a likelihood of survival less than one year.

6. Customers with ischemic dilated cardiomyopathy (IDCM), documented prior
myocardial infarction (MI), New York Heart Association (NYHA) Class Il and Il
heart failure, and measured left ventricular ejection fraction (LVEF) < 35%.

7. Customers with nonischemic dilated cardiomyopathy (NIDCM) > 3 months,
NYHA Class Il and Il heart failure, and measured LVEF < 35%

8. Customers who meet one of the criteria above and have NYHA Class IV heart
failure

B. Implantation surgery is contraindicated
C. A previously implanted defibrillator now requires explantation
Exclusions

Any indication not listed in the Indications/Criteria section listed above.

Medicaid Variation

According to the New York State Medicaid Wearable Automatic External Defibrillator
Guidelines (K0606), MVP Managed Medicaid customers must meet the following criteria
1 through 4:

1. The Medicaid customer has one of the following conditions (A or B or C):

A. A documented episode of ventricular fibrillation or a sustained, lasting 30
seconds or longer, ventricular tachyarrhythmia. These dysrhythmias may be
spontaneous; and/or must be reproducible during an electrophysiologic (EP)
study, but may not be due to a transient or reversible cause and not occur during
the first 48 hours of an acute myocardial infarction, first 72 hours post coronary
bypass, or within 5 days of a transplant; or
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B. Familial or inherited conditions with a high risk of life-threatening ventricular
tachyarrhythmia such as long QT syndrome or hypertrophic cardiomyopathy; or
C. Either documented prior myocardial infarction or dilated cardiomyopathy and a
measured left ventricular ejection fraction less than or equal to 0.35; and
2. Implantation surgery is contraindicated (A or B):
A. Implantation surgery is contraindicated (systemic infectious process) or a
temporary condition that precludes initial implantation; or
B. A previously implanted defibrillator now requires explantation due to infection or
inflammatory process due to implant graft with waiting period before ICD
reinsertion with documentation that severe infection is not due to poor patient
compliance; and
3. The provider and ordering practitioner have assured that all less costly medically
appropriate alternatives have been explored. If the alternatives are not adequate the
ordering practitioner is required to provide clear documentation as to why the
alternatives are not adequate; and
4. The ordering practitioner of the wearable defibrillator is a cardiologist and
experienced in the management of patients at risk for sudden cardiac death (SCD).

Non-Covered Indications

The wearable cardioverter defibrillator (WCD) is considered investigational, not
medically necessary, medically contraindicated and not covered for any condition not
listed in the Indications/Criteria section, including but not limited to, the following:

e Patients with a history of an acute myocardial infarction (MI) within 30 days;

e Patients with drug-refractory class IV congestive heart failure (CHF) who are not
candidates for heart transplantation;

e Patients with a history of psychiatric disorders that interfere with the necessary
care and follow-up;

e Patients in whom a reversible triggering factor (by drug therapy, definitive
therapy, ablation) for VT/VF can be definitely identified, such as ventricular
tachyarrhythmias in evolving acute myocardial infarction or electrolyte
abnormalities;

e Patients with terminal ilinesses other disease processes that clearly and severely
limits the patient’s life expectancy.

Non-wearable Automatic Defibrillator

A non-wearable automatic defibrillator (E0617) is not covered for Medicaid Customers.

For full coverage and exclusion details refer to the New York State Department of Health
Medicaid website below.

New York State Department of Health. eMedNY. Provider Manuals. DME Manual.
Wearable Automatic Defibrillator Guidelines. October 2015. Available:
https://www.emedny.org/ProviderManuals/DME/index.aspx
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Medicare Variation

MVP follows Medicare criteria for automatic external defibrillator.

References (Updated 2023)

1. Noridian Healthcare Solutions Local Coverage Decision (LCD) (L33690) for Automatic
External Defibrillators. Revision Effective Date: 01/01/2020 Available:
https://www.cms.gov/medicare-coverage-database/

2. Noridian Healthcare Solutions Local Coverage Article (A52458) for Automatic External
Defibrillators. Revision Effective Date: 01/01/2020 Available:
https://www.cms.gov/medicare-coverage-database/

3. New York State Department of Health. eMedNY. Provider Manuals. DME Manual.
Wearable Automatic Defibrillator Guidelines. October 2015. Available:
https://www.emedny.org/ProviderManuals/DME/index.aspx

Automatic External Defibrillator Page 6 of 8

Page 111 of 1439



MVP Health Care Medical Policy

Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPO In Plan Prior Auth
PPO OOP Prior Auth
POS In Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS In Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT Plus HMO
MVP VT HDHP HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History

Automatic External Defibrillator

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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08/01/2021 — Annual Review. Deleted the Medicare variation because MVP follows Medicare criteria and
there is no variation for Medicare customers. Updated policy to the new format. No changes to the
indications or criteria.

08/01/2023 — Annual review. Updated format. No changes to indications or criteria.
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MVP Health Care Medical Policy

Bariatric Surgery

Type of Policy: Surgical
Prior Approval Date: 03/04/2024
Approval Date: 06/01/2024
Effective Date: 08/01/2024
Related Polices: Weight Loss
Agents

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Codes: 43644, 43645, 43770, 43771, 43772, 43773, 43774, 43775, 43846, 43847,
43848, 43860, 43865 for all Commercial and ASO plans only to confirm use of a Center
of Excellence (COE) per the customer's contract. Medical necessity review for the
procedures is not required.

Codes Requiring Retrospective Review
CPT Codes: 43290, 43291
Experimental/Investigational

43290 - Esophagogastroduodenoscopy, flexible, transoral; with deployment of
intragastric bariatric balloon

43291 - Esophagogastroduodenoscopy, flexible, transoral; with removal of intragastric
bariatric balloon(s)

43659 - Unlisted laparoscopy procedure, stomach

43842 - Gastric restrictive procedure, without gastric bypass, for morbid obesity;
vertical-banded gastroplasty

Bariatric Surgery Page 1 of 15

Page 114 of 1439



MVP Health Care Medical Policy

43843 - Gastric restrictive procedure, without gastric bypass, for morbid obesity; other
than vertical-banded gastroplasty

43845 - Gastric restrictive procedure with partial gastrectomy, pylorus-preserving
duodenoileostomy and ileoileostomy (50 to 100 cm common channel) to limit
absorption (biliopancreatic diversion with duodenal switch)

C9784 - Gastric restrictive procedure, endoscopic sleeve gastroplasty, with
esophagogastroduodenoscopy and intraluminal tube insertion, if performed, including
all system and tissue anchoring components

Common Diagnosis Codes
ICD-10- CM Diagnosis Codes

E08.0, E08.00, E08.01, 08.1, E08.10, E08.11, E10.1, E10.10, E11.0, E11.00, E11.8, E11.9,
E66.0, E66.01, E66.09, E66.1, E66.2, E66.3, E66.8, E66.9

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Code lists may not
be all inclusive. Codes requiring prior-authorization for some products may be retrospectively reviewed for
plans that do not require prior-authorization. Common diagnosis and procedure codes are included for
informational purposes. CPT codes are subject to change as replacement codes are adopted by CMS. Any
codes related to CMS updates will be adopted and applied to this policy by MVP.

Overview

Weight loss surgery (bariatric surgery) is considered for customers with Class 3 obesity
(defined as body mass index > 40kg/m?), without co-existing medical problems, who
have failed medical and pharmacological management, and for whom bariatric surgery
would not be associated with excessive risk. As well, customers with Class 2 obesity (BMI
>35 kg/m? and >1 severe obesity related condition remediable by weight loss are
indicated for bariatric surgery. Customers with Class 1 obesity (BMI 30-34.9 kg/m? with
uncontrolled type 2 diabetes mellitus despite optimal lifestyle and medical therapy are
also indicated. Bariatric surgical procedures can be identified as two general types:
malabsorptive (bypassing parts of the gastrointestinal tract to limit the absorption of
food) and restrictive (decreasing the size of the stomach).

Indications/Criteria

Documentation Requirements

Bariatric Surgery Page 2 of 15
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e Documentation of medical necessity must contain a history and physical pertinent to
the indications within this policy. The medical record must clearly delineate the
associated organic diseases requiring the treatment of obesity.

e documentation that the customer completed a physician-supervised medical weight
loss program or a pre-surgical multidisciplinary preparatory program for chronically
obese customers whose lives are endangered due to excessive weight, and that the
customer has failed to maintain an adequate weight. A multidisciplinary weight
management program must include nutritional counseling, exercise instruction, and
behavior modification components.

e Documentation must indicate that, prior to completing the medical weight loss
program, the customer has undergone a behavioral health evaluation that assesses
for potential contraindications such as a significant psychiatric diagnosis which
would result in non-compliance with, or the inability to follow through with, major
surgical regimens; the ability of the customer to cope with major life changes and
other factors pertinent to surgery, such as changes to the body with significant
weight loss; potential addictions to substances; and the lack of support available in
the community to help the person cope with the surgery. The Medical Director may
request a comprehensive psychological evaluation at their discretion.

e Medical record documentation that customers with child-bearing potential have
been informed that malnutrition during pregnancy (which could result from the
surgical weight loss procedure) may impair normal fetal development and have
agreed to appropriate birth control methods.

Medical Weight Loss Programs

The purpose of these programs is to document failure to achieve and maintain a
desirable weight by aggressive non-surgical means. If the customer has shown
substantial weight loss (customer has achieved a BMI < 35 or lost > 10% -15% of body
weight) with a non-surgical approach over the time frames outlined below, continued
participation in the program may be required prior to approval for surgery. A letter is
required from the provider supervising the customer’s weight loss program indicating
that the customer would not be able to continue to lose weight and achieve their target
weight without bariatric surgery.

Customers must meet criteria for a pre-surgical multidisciplinary preparatory program
prior to making a decision for any covered weight-loss surgery as defined below:

Pre-surgical Multidisciplinary Preparatory Program

For at least six continuous months prior to the proposed bariatric surgery date, the
customer must participate in a multidisciplinary preparatory program that meets all of
the following criteria:

e nutrition consultation with a licensed dietitian or nutritionist; and
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Page 116 of 1439



MVP Health Care Medical Policy

low calorie diet; and

exercise program (unless contraindicated); and

behavioral modification; and

concurrent treatment of co-morbid conditions.

The purpose of the preparatory program is two-fold:

(@)

To document failure to achieve and maintain a desirable weight by aggressive
non-surgical means If the customer has shown substantial weight loss with this
approach, continued participation in the program may be required prior to
approval for surgery.

To document that the customer is able to comply with the necessary dietary
restrictions that will be required post-operatively. A letter from the provider
supervising the customer’s weight loss program indicating that the customer
would not be able to continue to lose weight and achieved their target weight
without the bariatric surgery is required.

ADULTS

Roux-en-Y Gastric Bypass or Sleeve Gastrectomy

Roux-en-Y Gastric Bypass or Sleeve Gastrectomy is considered medically necessary
when all of the following criteria are met:

age > 18 years

behavioral health evaluation with sufficient documentation to indicate all of the
following:

(@)

customer is well informed, motivated, an acceptable operative risk, and is able to
participate in treatment and long-term follow-up;

customer is not addicted to drugs or alcohol;

absence of significant psychiatric disorders, severe depression, or cognitive
impairment;

customer does not meet criteria for an active, unmanaged eating disorder such
as active Binge eating disorder; and

One of the following BMI categories:

customer has a BMI of > 40kg/m?; or

customer has a BMI of > 35kg/m? with one of the below life-threatening or
disabling co-morbid conditions despite optimal medical management:

= poorly controlled Type Il diabetes mellitus (HbA1c> 7);
» poorly controlled dyslipidemia (not meeting ATP Il goals);
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» poorly controlled hypertension (not meeting 2020 International Society of
Hypertension Global Hypertension Practice Guidelines targets);

= serious cardiopulmonary disorder (e.g., coronary artery disease,
cardiomyopathy, pulmonary hypertension);

= obstructive sleep apnea (Pickwickian Syndrome);

» severe arthritis of weight bearing joints (treatable but for the obesity);
= nonalcoholic steatohepatitis; urinary stress incontinence; or

» pseudotumor cerebri.

e customer has a BMI of 30-34.9 kg/m? with poorly controlled Type Il diabetes mellitus
(HbA1c> 7);

o failure of weight loss by medical management;

e negative cotinine test and documentation supporting that the customer has the
ability to remain non-smoking for a period of six (6) weeks or longer prior to surgery;
and

e appendectomy and/or cholecystectomy, if indicated, should be done at the same
time as the bariatric procedure.

Laparoscopic Adjustable Gastric Banding

Published complications of gastric banding have indicated that stoma obstruction, band
erosion, pouch dilatation, and band slippage may contribute to failure and eventual
removal of the device in 40% or more of customers.

Laparoscopic adjustable gastric banding is considered medically necessary for
Commercial customers who are not candidates for Roux-en-Y Gastric Bypass surgery
and Sleeve Gastrectomy and meet all criteria under Indications/Criteria of this policy as
well as the following:

e documented medical contraindication to Roux-en-Y Gastric Bypass surgery and/or
Sleeve Gastrectomy

e the customer’s dietary history does not indicate a large consumption of high caloric
liquids or sweets; and

e the customer must have a BMI< 50 kg/m?.

Removal of Adjustable Gastric Band

Removal of a gastric band will be considered when the customer is symptomatic (e.g.,
nausea, vomiting, inability to eat or drink, abdominal pain, dysphagia, heartburn/reflux)
or there are complications (e.g., intractable dumping syndrome, syncope, life-
threatening hypoglycemia, malabsorption/malnutrition, obstruction, infection, stricture
or esophageal dilation) or technical failure (e.g., displaced band, port dislocation, too
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tight a band creating food passage problems, band erosion, band intolerance, port
and/or catheter leakage, or staple disruption) of the prior surgery. Band removal will
also be allowed when performed as part of an approved second bariatric procedure (see
below).

A different second procedure after band removal will be considered when:

A. Primary procedure was initially successful in inducing weight loss; and

B. Customer has remained compliant with the prescribed nutrition and exercise
program and

C. Customer has documented routine follow-up appointments with bariatric
program; and

D. Customer has developed additional obesity associated comorbidities as noted
above

Two-stage Bariatric Surgery

A planned two-stage procedure consisting of an initial sleeve gastrectomy followed by
Roux-en-Y may be appropriate for super obese (BMI > 50) customers. Procedures will
be approved separately; approval of the second stage requires documentation of
satisfactory weight loss and compliance with nutritional and exercise program in
addition to the customer not having achieved their target weight.

Revisional Bariatric Surgery (e.g., 43848, 43860, 43659)

Revision of previous bariatric surgical procedures will only be considered in adults > 18
years of age for requests to convert a prior surgery to Roux-en-Y gastric bypass OR
perform specific revision of the gastrojejunal anastomosis (gastrojejunostomy).

Revisional procedure requests must include a copy of the clinic’s revisional assessment
approach and standardized clinical pathways from the Bariatric surgical center
requesting the procedure.

These revisional procedures are considered medically necessary when ALL of the
following are met:

e Customer has documented significant clinical complications (e.g., intractable
dumping syndrome, syncope, life-threatening hypoglycemia,
malabsorption/malnutrition, obstruction, infection, stricture, or esophageal
dilation); AND

e For customers with significant clinical complications of severe/uncontrollable
gastroesophageal reflux disease (GERD)or endoscopic findings documenting the
presence of severe GERD, as well as clinical documentation of the frequency of
symptoms and the maximal dose anti-reflux medical therapy that has been tried
and failed; AND
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e the customer has endoscopically documented post-surgical changes which may
include but are not limited to pouch dilatation.

Surgical reversal (i.e., takedown,) revision, or both of a previous bariatric surgical
procedure or conversion to another bariatric surgical procedure for ANY other
indication is considered not medically necessary.

Customers experiencing no medical complications with documented inadequate weight
loss expected for the associated initial bariatric surgical intervention are considered for
additional surgeries on a case-by-case basis, based on the level of continued obesity-
associated medical co-morbidity. Individuals > two years following a primary bariatric
surgery procedure must meet all of the initial medical necessity criteria for surgery.

ADOLESCENTS

Roux-en-Y Gastric Bypass or Sleeve Gastrectomy

The requesting surgeon must confirm participation with a bariatric surgical center of
excellence with accreditation to perform bariatric surgery in pediatric and adolescent
customers.

Open or laparoscopic Roux-en-Y Gastric Bypass surgery or Sleeve Gastrectomy will be
considered medically necessary for adolescents when all of the following criteria are
met:

o Adolescent (age 12-17 years) with:

o BMI of > 35kg/m? or > 120% of the 95™ percentile (whichever is lower)
with one or more of the following major comorbidities:

» type 2 diabetes mellitus;
* moderate-to-severe sleep apnea;
» pseudotumor cerebri, or
= severe nonalcoholic steatohepatitis.
o BMI >40kg/m? or > 140% of the 95" percentile (whichever is lower)

« 26 months organized attempts at weight management without success that
includes all of the following:

o arecommendation for bariatric surgery from a physician/physician
assistant/nurse practitioner other than the requesting surgeon or
associated staff

o behavioral health evaluation of customer and family with whom customer
resides, with sufficient documentation to indicate all of the following:

= customer is well informed, motivated, an acceptable operative risk, and
is able to participate in treatment and long-term follow-up;
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= customer is not addicted to drugs or alcohol;

» absence of significant psychiatric disorders, severe depression, or
cognitive impairment;

= customer does not meet criteria for an active, unmanaged eating
disorder such as active Binge eating disorder; and

* arecommendation for bariatric surgery by a mental health provider,
including assessment of family supports and involvement in the
process.

Negative cotinine test and documentation supporting that the customer has the
ability to remain non-smoking for a period of six (6) weeks or longer prior to
surgery;

Medical record documentation that an adolescent capable of becoming pregnant
has agreed to appropriate birth control methods; and

For at least six (6) continuous months prior to the proposed bariatric surgery
date, the customer must participate in a multidisciplinary preparatory program
that meets all of the following criteria:

o nutrition consultation with a licensed dietitian or nutritionist; and
o low calorie diet; and

o exercise program (unless contraindicated); and

o behavioral modification; and

o concurrent treatment of co-morbid conditions.

Exclusions

Not meeting criteria under Indications/Criteria in this policy.

Customers with any of the following:

o

O

(@)

o

prior reversal of jejuno-ileal bypass with hepatic dysfunction; or
alcohol and/or chemical dependency in the past 12 months; or

previous significant history of non-compliance with medical and/or surgical
treatment;

Active binge eating disorder.

Bariatric surgery is contraindicated in pregnancy.

Customers who are unable or unwilling to comply with post-surgical dietary
restrictions that are necessary to allow the surgery to be successful.
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e Revisional bariatric surgery is considered not medically necessary for those
customers who no longer meet criteria for bariatric surgery based on BMI and
comorbidities.

e Revisional bariatric surgery (not related to technical failure or surgical complication)
in adolescents (< 18 years).

e There is inadequate evidence that the following procedures are reasonable and
necessary; therefore, they are considered experimental and investigational:

o Single anastomosis duodenal switch (SADI-S)
o open vertical banded gastroplasty (43842);

o laparoscopic vertical banded gastroplasty;

o open adjustable gastric banding (43843);

o intestinal bypass surgery (44238, 44799);

o gastric balloon (43290, 43291, 43999);

o endoscopic sleeve gastroplasty (C9784); and

o open and laparoscopic biliopancreatic diversion with duodenal switch.

Medicare Variation

Medicare customers are covered according to the Centers for Medicare & Medicaid
Services National Coverage Determination (NCD) for Bariatric Surgery for Treatment of
Morbid Obesity (100.1). (Below is a partial description of the indications listed in the
NCD):

The following procedures for surgical management of morbid obesity will be covered
for customers who have a body mass index > 35 kg/m?, have at least one (1) co-
morbidity related to obesity, and have been previously unsuccessful with medical
treatment of obesity:

open and laparoscopic Roux-en Y gastric bypass (RYGBP);

e laparoscopic adjustable gastric banding (LAGB); open and laparoscopic
biliopancreatic diversion with duodenal switch (BPD/DS);

e gastric reduction duodenal switch (BPD/GRDS);

e stand-alone laparoscopic sleeve gastrectomy

Medicare Exclusions
Treatments for obesity alone remain non-covered.

Supplemented fasting is not covered as a general treatment for obesity (see section D
below for discretionary local coverage).
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The following bariatric surgery procedures are non-covered:
e Open adjustable gastric banding;
e Open sleeve gastrectomy;
e Open and laparoscopic vertical banded gastroplasty;
e Intestinal bypass surgery;
e Endoscopic sleeve gastroplasty; and,
e Gastric balloon for treatment of obesity.

Coverage of stand-alone laparoscopic sleeve gastrectomy (LSG) is covered for the
treatment of co-morbid conditions related to obesity only when all of the following
criteria are met:

a. body-mass index (BMI) > 35 kg/m?,
b. at least one co-morbidity related to obesity, and,
c. customer has been previously unsuccessful with medical treatment for obesity.

For a complete description of the indications and limitations of coverage for bariatric
surgery for Medicare customers, please refer to the National Coverage Determination
(NCD) for Bariatric Surgery for Treatment of Co-Morbid Conditions Related to Morbid

Obesity (100.1): www.cms.gov/medicare-coverage-database/details/ncd-
details.aspx?NCDId=578&nc
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Customer Product

Medical Management Requirements*

New York Products

HMO Prior Auth for COE
PPO in Plan Prior Auth for COE
PPO OOP Prior Auth for COE
POS in Plan Prior Auth for COE
POS OOP Prior Auth for COE

Essential Plan

Prior Auth for COE

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Prior Auth for COE

MVP Premier Plus

Prior Auth for COE

MVP Premier Plus HDHP

Prior Auth for COE

MVP Secure Prior Auth for COE
MVP EPO Prior Auth for COE
MVP EPO HDHP Prior Auth for COE
MVP PPO Prior Auth for COE

MVP PPO HDHP

Prior Auth for COE

Student Health Plans

Prior Auth for COE

ASO See SPD
Vermont Products

POS in Plan Prior Auth for COE
POS OOP Prior Auth for COE

MVP Medicare Preferred Gold HMO POS

Prior Auth for COE

MVP Medicare Secure Plus PPO

Prior Auth for COE

MVP VT HMO

Prior Auth for COE

MVP VT HDHP HMO

Prior Auth for COE

MVP VT Plus HMO

Prior Auth for COE

MVP VT Plus HDHP HMO

Prior Auth for COE

MVP Secure

Prior Auth for COE

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements

Prior Auth Prior Authorization Required

Potential for Retrospective Review No Prior Authorization Required. May be subject to Retrospective Review
Retro Review Retrospective Review Required

Not Covered Service is not a covered benefit.

See SPD See Specific Plan Design

Revision History:

02/01/2022 - The requirement for a physician supervised weight loss program was removed and the
participation in a pre-surgical multidisciplinary preparatory program was increased to six months. Under
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adult Roux-en-Y or sleeve gastrectomy, the upper age limit was removed, as well as the duration of
morbid obesity diagnosis. Coverage was added for a customer with BMI of less than 35 with poorly
controlled type Il diabetes and a requirement for negative smoking test. Criteria was added for adolescent
initial bariatric surgery and revisional bariatric surgery. Adolescents would be covered for either Roux-en-
Y gastric bypass or sleeve gastrectomy, but only revisional surgery for technical failure or surgical
complication. The Medicare variation was updated according to the Medicare NCD. Removed prior
authorization for the initial bariatric surgery for Medicare and Medicaid plans. Prior authorization remains
in place for revision surgical procedures for all lines of business.

04/01/2023 — Removed prior authorization medical necessity review off all bariatric surgery procedures.
08/01/2023 — Formal approval of 04/01/2023 changes completed.

06/01/2024 — Removed prior authorization from 43659, 43842, 43843, 43845 and added to be reviewed as
experimental investigational procedures.

08/01/2024 - Endoscopic gastroplasty added to exclusions as experimental investigational.
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Benign Prostatic Hyperplasia (BPH) Treatments

Type of Policy: Surgical

Prior Approval Date: 03/06/2023
Approval Date: 03/28/2025
Effective Date: 06/01/2025

Prostate Cancer
Interventions

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Codes:

52441 - Cystourethroscopy, with insertion of permanent adjustable transprostatic
implant; single implant

52442- Cystourethroscopy, with insertion of permanent adjustable transprostatic
implant; each additional permanent adjustable transprostatic implant (List separately in
addition to code for primary procedure)

53854 - Transurethral destruction of prostate tissue; by radiofrequency generated water
vapor thermotherapy

HCPCS Codes:

C9739- Cystourethroscopy, with insertion of transprostatic implant; one to three
implants

C9740 - Cystourethroscopy, with insertion of transprostatic implant; four or more
implants

Requiring Retrospective Review
CPT Codes: N/A

Experimental/Investigational

Benign Prostatic Hyperplasia (BPH) Treatments Page 1 of
11
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CPT Codes:

C9769 - Cystourethroscopy, with insertion of temporary prostatic implant/stent with
fixation/anchor and incisional struts

0421T- Transurethral waterjet ablation of prostate, including control of post-operative
bleeding, including ultrasound guidance, complete (vasectomy, meatotomy,
cystourethroscopy, urethral calibration and/or dilation, and internal urethrotomy are
included when performed)

C2596 - Probe, image guided, robotic, waterjet ablation

51721 — Insertion of transurethral ablation transducer for delivery of thermal ultrasound
for prostate tissue ablation, including suprapubic tube placement during the same
session and placement of an endorectal cooling device, when performed

55881- Ablation of prostate tissue, transurethral, using thermal ultrasound, including
magnetic resonance imaging guidance for, and monitoring of, tissue ablation

55882- Ablation of prostate tissue, transurethral, using thermal ultrasound, including
magnetic resonance imaging guidance for, and monitoring of, tissue ablation; with
insertion of transurethral ultrasound transducer for delivery of thermal ultrasound,
including suprapubic tube placement and placement of an endorectal cooling device,
when performed

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes: N40.1

Common Procedure Codes

52450, 52601, 52630, 52647, 52648, 52649, 53850, 54520, 55801, 55821, 55831

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Benign prostatic hyperplasia (BPH) is caused by the abnormal growth of benign (non-
cancerous) prostate cells which enlarges the prostate gland. The gland may push against
the bladder and urethra, causing lower urinary tract symptoms that include urinary
outflow obstruction such as increased frequency of urination, hesitancy, nocturia
(urinating at night), urgency and weak urinary stream. This policy will cover several
surgical treatments designed to relieve obstruction.

Initial treatment for BPH is usually drug therapy (e.g. alpha blocker, PDES5 Inhibitor,
finasteride/dutasteride) designed to relieve obstruction. There are several surgical

Benign Prostatic Hyperplasia (BPH) Treatments Page 2 of 11
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treatments for BPH that involve burning, cutting or removal of prostatic tissue. The
most commonly performed minimally invasive treatments for BPH include transurethral
resection of the prostate (TURP), vaporization, laser ablation, laser enucleation, open
laparoscopic prostatectomy, transurethral microwave therapy (TUMT), transurethral
needle ablation of the prostate (TUNA) and Urolift.

The Prostatic Urethral Lift procedure (eg. UroLift® System) is a minimally invasive
approach to treating symptoms of urinary outflow obstruction secondary to benign
prostatic hypertrophy (BPH). The Prostatic Urethral Lift (PUL) procedure lifts or holds the
enlarged prostate tissue out of the way so it no longer blocks the urethra.

The PUL procedure consists of small permanent trans-prostatic implants, made with
common implantable materials, (i.e., nitinol, stainless steel, and PET suture), placed
cystoscopically to compress the prostate tissue, therefore increasing the urethral lumen
and reducing obstruction to urine flow. In general, 4 or 5 implants are delivered into the
prostatic urethra to maintain urethral patency.

Water Vapor Thermal Therapy (e.g., Rezum System) which uses convective
radiofrequency (RF) water vapor energy to treat men with moderate-to-severe lower
urinary tract symptoms.

Aquablation (AquaBeam by Procept BioRobotics) uses image guided waterjet ablation
that is heat free and requires general anesthesia.

Transurethral Ultrasound Ablation (TULSA; TULSA-Pro) uses ultrasound to produce a
high temperature to ablate the prostate via a catheter through the urethra. The TULSA-
Pro also combines the use of Magnetic Resonance Imaging (MRI) to direct the robot
driven ultrasound.

Indications/Criteria

MVP considers the following approaches to the treatment of benign prostatic
hypertrophy (BPH) medically necessary for customers with benign prostatic hypertrophy:

e Transurethral resection of the prostate (TURP (52601, 52630))
e Laser prostatectomy (52647, 52648)

e Laser based procedures including contact laser ablation of the prostate (CLAP
(52648))

e Holmium laser ablation, enucleation, resection (HoLAP, HoLEP, HoLRP (52649))
e Open laparoscopic prostatectomy (55801, 55821, 55831)

e Photoselective vaporization of the prostate (PVP (52648))

e Transurethral electrovaporization (TUVP, TVP, TUEP, TUVRP (52648))

e Transurethral microwave thermotherapy (TUMT (53850))

Benign Prostatic Hyperplasia (BPH) Treatments Page 3 of 11
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e Transurethral incision of the prostate (TUIP (54520))
Prostatic urethral lift (e.g., UrolLift) is considered medically necessary for the treatment of
symptomatic benign prostatic hyperplasia (BPH) when ALL of the following criteria are
met:
e age 45 or above
e estimated prostate volume < 100 cc

e failure, contraindication, or intolerance to a trial of conventional medication
therapy for BPH. (e.g., alpha blocker, PDES5 Inhibitor, finasteride/dutasteride)

The UrolLift® System should not be used if the patient has:
e Prostate volume of >100 cc
e A urinary tract infection

e Urethra conditions that may prevent insertion of delivery system into the
bladder

e Urinary incontinence
e Current gross hernaturia
e A known allergy to nickel

Water vapor thermal therapy (Rezum System) is considered medically necessary for the
treatment of symptomatic benign prostatic hyperplasia (BPH) when ALL of the following
criteria are met:

« Age 50 or above
« Symptomatic despite maximal medical management including ALL of the following:
o International Prostate Symptom Score (IPSS) greater than or equal to 13

o Maximum urinary flow rate (Qmax) or less than or equal to 15 ml/s (voided
volume greater than 125ml)

o Failure, contraindication, or intolerance to a trial of conventional medical
therapy for BPH. (e.g., alpha blocker, PDES5 Inhibitor,
finasteride/dutasteride)

* Prostate volume of 30-80 ml

« Poor candidate for other surgical interventions for BPH due to underlying disease
or high risk of bleeding

Water Vapor Thermal Therapy is not medically necessary if there is any of the following:

« Known or suspected prostate cancer or prostate specific antigen (PSA) greater than
10ng/ml

« Active urinary tract infection

Benign Prostatic Hyperplasia (BPH) Treatments Page 4 of 11
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« History of bacterial prostatitis in the past three (3) months

* Prior prostate surgery
* Neurogenic bladder

« Active urethral stricture

Exclusions

Transurethral waterjet ablation (aquablation) proposed for the treatment of benign
prostate hypertrophy is considered investigational because there is a low-quality body
of evidence regarding the safety and effectiveness of the procedure compared with
other treatments.

Transurethral Ultrasound Ablation (TULSA; TULSA-Pro) Procedure proposed for the
treatment of benign prostate hypertrophy is considered investigational because there is
a low-quality body of evidence regarding the safety and effectiveness of the procedure
compared with other treatments.

Medicare Variation

Treatment for lower urinary tract symptoms using fluid jet system (aquablation) will be
covered for Medicare customer ONCE when the following criteria is met:

1. Indications including ALL of the following:
a. Prostate volume of 30-150 cc by transrectal ultrasound (TRUS)
b. Persistent moderate to severe symptoms despite maximal medical
management including ALL of the following:
i.  International Prostate Symptom Score (IPSS) >12
i.  Maximum urinary flow rate (Qmax) of <15 mL/s (voided volume
greater than 125 cc)
iii.  Failure, contraindication or intolerance to at least three months of
conventional medical therapy for LUTS/BPH (e.g., alpha blocker,
PDE5 Inhibitor, finasteride/dutasteride)

2. Only treatment using an FDA approved/cleared device will be considered
reasonable and necessary.

Limitations
The following are considered not reasonable and necessary:

1. Body mass index > 42kg/m?2

2. Known or suspected prostate cancer (based on NCCN Prostate Cancer Early
Detection guidelines) or a prostate specific antigen (PSA) >10 ng/mL unless the
patient has had a negative prostate biopsy within the last 6 months.
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3. Bladder cancer, neurogenic bladder, bladder calculus or clinically significant
bladder diverticulum

Active urinary tract or systemic infection

Treatment for chronic prostatitis

Diagnosis of urethral stricture, meatal stenosis, or bladder neck contracture
Damaged external urinary sphincter

Known allergy to device materials

Inability to safely stop anticoagulants or antiplatelet agents preoperatively.

© N VA

For full Medicare coverage details refer to the following LCD for Medicare Customers:
National Government Services, Inc. Local Coverage Determination (LCD) Fluid Jet System
Treatment for LUTS/BPH (L38367). Revision effective date: 11/01/2020.
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPQO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS in Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
ASO See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

02/01/2022 — Coverage added for water vapor thermal therapy (e.g., Rezum system) based on Medicare
criteria and American Urological Association. Removed Medicare variation for water vapor thermal
therapy. Criteria was removed requiring three months of two different combination of medication
therapies. HIFU procedure (55880) was moved to the Investigational Procedures policy.

06/01/2023 —Added exclusion and Medicare variation for aquablation.

06/01/2025 — Annual review, TULSA (CPT Codes: 51721, 55881, 55882) added to exclusions, update to
Medicare variation

Benign Prostatic Hyperplasia (BPH) Treatments Page 11 of 11

Page 139 of 1439



V' 4
JIMVP

HEALTH CARE

MVP Health Care Medical Policy

Biofeedback Therapy

Type of Policy: Medical/Behavioral Health
Prior Approval Date: 04/03/2023

Approval Date: 02/17/2025

Effective Date: 06/01/2025

Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Subject to Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10 Diagnosis Codes: G43.001, G43.009, G43.019, G43.101, G43.109, G43.111,
G43.119, G44.209, G43.401, G43.409, G43.411, G43.419, G43.501, G43.509, G43.511,
G43.519, G43.601, G43.609, G43.611, G43.619, G43.701, G43.709, G43.711, G43.719,
G43.801, G43.809, G43.811, G43.819, G43.821, G43.829, G43.831, G43.839, G43.a0,
G43.b0, G43.c0, G43.D0, G43.A1, G43.B1, G43.C1, G43.D1, K59.01, K59.02, N39.3, N39.3,
N39.41, N39.46, R15.0, R15.1, R15.2, R15.9, R35.0

Common Procedure Codes
CPT Codes:
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90875 - Individual psychophysiological therapy incorporating biofeedback training by
any modality (face-to-face with the patient), with psychotherapy (eg, insight oriented,
behavior modifying or supportive psychotherapy); 30 minutes

90876 - Individual psychophysiological therapy incorporating biofeedback training by
any modality (face-to-face with the patient), with psychotherapy (eg, insight oriented,
behavior modifying or supportive psychotherapy); 45 minutes

90901- Biofeedback training by any modality

90912 - Biofeedback training, perineal muscles, anorectal or urethral sphincter, including
EMG and/or manometry, when performed; initial 15 minutes of one-on-one physician or
other qualified health care professional contact with the patient

90913 - Biofeedback training, perineal muscles, anorectal or urethral sphincter, including
EMG and/or manometry, when performed; each additional 15 minutes of one-on-one
physician or other qualified health care professional contact with the patient

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview

Biofeedback is a behavioral training technique that teaches a person how to control
certain autonomic reactions such as heart rate, blood pressure, skin temperature, and
muscular tension. Biofeedback therapy provides a visual or audio guide of the muscle
contraction. It emphasizes relaxation, enhancement of muscle contraction and/or stress
reduction. When used together, patients are taught to modify their physiologic response
in an effort to gain muscle function thereby decreasing or eliminating incontinence,
chronic constipation, migraine headaches, high blood pressure or chronic pain.
Although there are numerous biofeedback devices available for home use, biofeedback
should be performed in a clinical setting with the continuous presence of the physician
or by a qualified non-physician practitioner.

Documentation Requirements

Documentation Requirements for urinary incontinence:
The medical record documentation must include:

e acomplete history and physical examination;

e a genitourinary or gastrointestinal evaluation;

e evidence that the patient has failed a three-month trial of conservative interventions
i.e., muscle exercises, habit training, or diet modification; and
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e evidence of failed medication therapy for urge incontinence unless medications are
contraindicated.

For patients receiving continued biofeedback services, the medical record
documentation must demonstrate continued improvement.

Treatment must be provided by a physician or by a qualified non-physician provider.

Indications/Criteria

Outpatient biofeedback therapy will be covered for the following:
e urinary incontinence (stress, urgency, mixed, or overflow); or
e fecal incontinence (adults only, 18 years of age and older); or
e constipation (adults only, 18 years of age and older); or

e anal spasms; or

o dysfunctional voiding in children; or

e migraine and tension-type headache; or

e muscle re-education of specific extremity muscle groups due to abnormal spasticity
or weakness due to a stroke

Biofeedback therapy is covered when all the following criteria are met:

e the patient is motivated to actively participate in the treatment plan, including being
responsive to the care plan requirements (e.g., practice and follow through at home);
and

e the patient must be cognitively intact and capable of participating in the treatment
plan (physically as well intellectually); and

e the patient’s condition is appropriately treated with biofeedback (e.g., pathology
does not exist to prevent success of the treatment).

Biofeedback in anorectal retraining (including Electromyography [EMG]) and/or
manometry (which provides information on sphincter pressure):

o the use of biofeedback therapy for anorectal retraining may be utilized for anal
abnormalities of spasticity, incapacitating muscle spasm, and/or muscle weakness.

Outpatient biofeedback will be covered up to a maximum of six sessions.

All referrals must be from colorectal, gastrointestinal, gynecologic-urology, neurologists;
or obstetrical/gynecology practitioners.

Exclusions

Additional biofeedback sessions for periodic reinforcement are not covered.
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Biofeedback therapy is not covered for the treatment of ordinary muscle tension states,
psychosomatic conditions, or any other condition not listed in the Indications/Criteria
section.

Biofeedback is considered investigational for behavioral health disorders and does not
currently meet the criteria standard for inclusion as an evidence-based treatment due to
the low quality of published clinical evidence.

Biofeedback is considered investigational as a treatment for constipation or anal spasms
in children as there is a lack of evidence in its effectiveness for these conditions.

Medicare Managed Care Variation

Medicare customers are covered according to the National Coverage Determination
(NCD) for Biofeedback Therapy for the Treatment of Urinary Incontinence (30.1.1):

Biofeedback is covered for the treatment of stress and/or urge incontinence in
customers who have failed a documented trial of pelvic muscle exercise training. A failed
trial of pelvic muscle exercise training is defined as no clinically significant improvement
in urinary incontinence after completing four weeks of an ordered plan of pelvic muscle
exercises to increase periurethral muscle strength.

Medicare customers are covered according to the National Coverage Determination
(NCD) for Biofeedback Therapy (30.1):

Outpatient biofeedback therapy is allowable only when it is reasonable and necessary
for the individual patient for muscle re-education of specific muscle groups for:

e treating pathological muscle abnormalities of spasticity, incapacitating muscle spasm
or weakness (muscle tension does not qualify) when conventional treatments (heat,
cold, massage, exercise, and support) have not been successful.

e This therapy is not covered for treatment of ordinary muscle tension states or for
psychosomatic conditions.

e Home use of biofeedback is not covered.

MVP Managed Medicaid, MVP Child Health Plus Variation

Biofeedback therapy, training, and devices are not covered for MVP Managed Medicaid
and MVP Child Health Plus plans.
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Not Covered

MVP Child Health Plus

Not Covered

MVP Harmonious Health Care Plan

Not Covered

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Biofeedback Therapy

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review.

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

04/01/2022 — Annual review; added additional criteria for stroke indications, references and websites
sections updated.

06/01/2023-Clarification added that biofeedback for fecal incontinence or constipation is covered for
customers 18 years or older, only. Exclusion for biofeedback devices for home use was moved to the
Electrical Stimulation Devices policy; coverage position is unchanged.

06/01/2025 — Annual review with no changes to coverage.
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Biventricular Pacing - Cardiac Resynchronization Therapy

Type of Policy: Surgical/Medical

Prior Approval Date: 08/02/2021

Approval Date: 09/11/2023

Effective Date: 12/01/2023

Related Polices: Implantable Cardioverter Defibrillators,

Implantable Dual Chamber Automatic
Defibrillators, Cardiac
Resynchronization Devices

Codes Requiring Prior Authorization

CPT/HCPCS | Description

Codes
33213 Insertion of pacemaker pulse generator only; with existing dual leads
33214 Upgrade of implanted pacemaker system, conversion of single

chamber system to dual chamber system (includes removal of
previously placed pulse generator, testing of existing lead, insertion of
new lead, insertion of new pulse generator)

33224 Insertion of pacing electrode, cardiac venous system, for left
ventricular pacing, with attachment to previously placed pacemaker or
implantable defibrillator pulse generator (including revision of pocket,
removal, insertion, and/or replacement of existing generator)

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

Codes Requiring Retrospective Review

Experimental/Investigational

‘ CPT Code | Description
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0515T

Insertion of wireless cardiac stimulator for left ventricular pacing,
including device interrogation and programming, and imaging
supervision and interpretation, when performed; complete system
(includes electrode and generator [transmitter and battery])

0516T

Insertion of wireless cardiac stimulator for left ventricular pacing,
including device interrogation and programming, and imaging
supervision and interpretation, when performed; electrode only

0517T

Insertion of wireless cardiac stimulator for left ventricular pacing,
including device interrogation and programming, and imaging
supervision and interpretation, when performed; pulse generator
component(s) (battery and/or transmitter) only

0518T

Removal of only pulse generator component(s) (battery and/or
transmitter) of wireless cardiac stimulator for left ventricular pacing

0519T

Removal and replacement of wireless cardiac stimulator for left
ventricular pacing; pulse generator component(s) (battery and/or
transmitter)

0520T

Removal and replacement of wireless cardiac stimulator for left
ventricular pacing; pulse generator component(s) (battery and/or
transmitter), including placement of a new electrode

Common Diagnosis Codes

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

ICD-10 Diagnosis Codes: 144.4, 144.5, 144.60, 144.69, 144.7, 145.0, 145.19, 144.30, 144.39,

145.4, 145.2, 146.2, 146.8, 146.9, 147.0, 147.2, 148.0, 148.2, 148.91, 149.01, 149.02, 150.20, 150.21,
150.23, 150.30, 150.31, 150.32, 150.33, 150.40, 150.41, 150.42, 150.43, 150.1, 150.9, Z86.79

Common Procedure Codes

CPT/HCPCS | Description

33208 Insertion of new or replacement of permanent pacemaker with
transvenous electrode(s); atrial and ventricular

33225 Insertion of pacing electrode, cardiac venous system, for left
ventricular pacing, at time of insertion of implantable defibrillator or
pacemaker pulse generator (eg, for upgrade to dual chamber system)
(List separately in addition to code for primary procedure)

C1779 Lead, pacemaker, transvenous VDD single pass

C1785 Pacemaker, dual chamber, rate-responsive (implantable)

C1898 Lead, pacemaker, other than transvenous VDD single pass
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C1900 Lead, left ventricular coronary venous system

C2619 Pacemaker, dual chamber, nonrate-responsive (implantable)

C2620 Pacemaker, single chamber, nonrate-responsive (implantable)
C2621 Pacemaker, other than single or dual chamber (implantable)

C7537 Insertion of new or replacement of permanent pacemaker with atrial

transvenous electrode(s), with insertion of pacing electrode, cardiac
venous system, for left ventricular pacing, at time of insertion of
implantable defibrillator or pacemaker pulse generator (e.g., for
upgrade to dual chamber system)

C7538 Insertion of new or replacement of permanent pacemaker with
ventricular transvenous electrode(s), with insertion of pacing electrode,
cardiac venous system, for left ventricular pacing, at time of insertion
of implantable defibrillator or pacemaker pulse generator (e.g., for
upgrade to dual chamber system)

C7539 Insertion of new or replacement of permanent pacemaker with atrial
and ventricular transvenous electrode(s), with insertion of pacing
electrode, cardiac venous system, for left ventricular pacing, at time of
insertion of implantable defibrillator or pacemaker pulse generator
(e.g., for upgrade to dual chamber system)

C7540 Removal of permanent pacemaker pulse generator with replacement
of pacemaker pulse generator, dual lead system, with insertion of
pacing electrode, cardiac venous system, for left ventricular pacing, at
time of insertion of implantable defibrillator or pacemaker pulse
generator (e.g., for upgrade to dual chamber system)

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Biventricular pacing or Cardiac Resynchronization Therapy (CRT) [also called Cardiac
Resynchronization Therapy Pacemaker (CRT-P)] has gained interest since its introduction
in the early 1990's. CRT is the term applied to reestablishing synchronous contraction
between the left ventricular free wall and the ventricular septum in an attempt to
improve left ventricular efficiency and, subsequently, to improve functional class in
patients with congestive heart failure, where it has been most extensively studied.
However, additional studies have looked at patients with an indication for permanent
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pacing due to bradycardia in the setting of AV block who will be pacing frequently
through the ventricular lead. These studies have demonstrated that in patients with
mildly reduced LV function, without heart failure, the use of CRT reduces the risk of
further left ventricular dysfunction in those paced more than 40% of the time. Generally,
CRT has been used to describe biventricular pacing, but cardiac resynchronization can
be achieved by left ventricular pacing only in some patients. CRT is designed to help the
right (RV) and left ventricle (LV) beat at the same time in a normal sequence treating
ventricular desynchrony.

Indications/Criteria
Documentation Requirements:

Medical necessity must be documented in the medical record and available upon
request, including diagnostic studies (EP studies), and either evidence of current
ventricular pacing over 40% of the time or reason for anticipated ventricular pacing over
40% of the time (i.e., planned AV nodal ablation to create a complete heart block, etc).
Documentation of a baseline LVEF between 35 and 50% by angiography, radionuclide
scanning or echocardiography.

Policy Criteria
For customers with ejection fraction >35% and <50%:
e Customer expected to require ventricular pacing >40 % of the time.

Replacement of a biventricular pacemaker generator alone and/or leads is considered
medically necessary.

Exclusions

e The use of a biventricular pacemaker alone for CRT for any other indication is
considered experimental, investigational or unproven.

e His bundle pacing (HBP) for any indication is considered experimental,
investigational, or unproven.

e Triple-site or triventricular pacing CRT for any indication is considered
experimental, investigational, or unproven.

e Wireless pacing CRT for any indication is considered experimental,
investigational, or unproven.

Medicare

Based on review there is no Medicare Local Coverage Determination (LCD) or Medicare
National Coverage Determination (NCD).

References (2023)
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Customer Product

Medical Management Requirements*

New York Products

HMO Prior Authorization
PPQO in Plan Prior Authorization
PPO OOP Prior Authorization
POS in Plan Prior Authorization
POS OOP Prior Authorization

Essential Plan

Prior Authorization

MVP Medicaid Managed Care

Prior Authorization

MVP Child Health Plus

Prior Authorization

MVP Harmonious Health Care Plan

Prior Authorization

MVP Medicare Complete Wellness

Prior Authorization

MVP Medicare Preferred Gold HMO POS

Prior Authorization

MVP Medicare Secure HMO POS

Prior Authorization

MVP Medicare Secure Plus HMO POS

Prior Authorization

MVP Medicare WellSelect PPO

Prior Authorization

MVP Medicare WellSelect Plus PPO

Prior Authorization

MVP Medicare Patriot Plan

Prior Authorization

MVP DualAccess D-SNP HMO

Prior Authorization

MVP DualAccess Complete D-SNP HMO

Prior Authorization

MVP DualAccess Plus D-SNP HMO

Prior Authorization

UVM Health Advantage Select PPO

Prior Authorization

USA Care PPO

Potential for Retrospective Review

Healthy NY

Prior Authorization

MVP Premier

Prior Authorization

MVP Premier Plus

Prior Authorization

MVP Premier Plus HDHP

Prior Authorization

MVP Secure Prior Authorization
MVP EPO Prior Authorization
MVP EPO HDHP Prior Authorization
MVP PPO Prior Authorization

MVP PPO HDHP

Prior Authorization

Student Health Plans

Prior Authorization

ASO See SPD
Vermont Products

POS in Plan Prior Authorization
POS OOP Prior Authorization

MVP Medicare Preferred Gold HMO

Prior Authorization

MVP Medicare Secure Plus HMO POS

Prior Authorization

MVP VT HMO

Prior Authorization

MVP VT HDHP HMO

Prior Authorization

MVP VT Plus HMO

Prior Authorization

MVP VT Plus HDHP HMO

Prior Authorization

MVP Secure

Prior Authorization

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP

HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History:

12/01/2021 — New policy effective date.
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Page 156 of 1439

Prior Authorization Required
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12/1/2023 — Annual review, no change to criteria.
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Blepharoplasty, Brow Lift, and Ptosis Repair

Type of Policy: Surgical
Prior Approval Date: 05/05/2021
Approval Date: 06/05/2023
Effective Date: 08/01/2023
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes: G24.5, G51.0-G51.9, H02.30-H02.36, H02.401-H02.439,
H02.511-H02.59, H02.831-H02.839, H02.511-H02.59, H02.831-H02.839, H02.841-
H02.849, H02.851-H02-859, H02.861-H02.869, H02.871-H02.879, H02.89, H53.001-
H53.039, H53.40-H53.489, Q10.0, Q10.3, Q11.1

Common Diagnosis Codes associated with this policy have been provided for informational purposes only. The
list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-10
code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes

Blepharoplasty/Browlift/Ptosis Repair Page 1 of 7
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CPT Codes: 15820, 15821, 15822, 15823, 67900, 67901, 67902, 67903, 67904, 67906,
67908, 67909, 67911, 67914, 67915, 67916, 67917, 67921, 67922, 67923, 67924

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Blepharoplasty refers to an operation in which redundant tissues (skin, muscle or fat) are
excised from the eyelid. Ptosis repair refers to surgery that corrects a droop of the upper
eyelid caused by an intrinsic disturbance of the eyelid structure (“true ptosis”). The
procedure usually involves reattaching a loose muscle or tendon or using a graft
material to reposition the lids. Since redundant upper eyelid tissue (dermatochalasis)
and “true ptosis” often co-exist, a functional blepharoplasty may also be indicated at the
time of the ptosis repair. Brow lift surgery is performed to correct brow ptosis secondary
to laxity of the forehead muscles.

Indications/Criteria

Blepharoplasty or upper eyelid ptosis will be covered when performed as
functional/reconstructive surgery when the following criteria are met:

e visual field testing demonstrate that there is an upper visual field loss of at least 20
degrees or 30% that is corrected when the upper lid margin is elevated by taping the
eyelid and pre-operative frontal photographs demonstrate one or more of the
following:

o upper eyelid margin to within 2.5mm (1/4 of the diameter of the visible iris) of
the corneal light reflex for both eyes;

o upper eyelid skin rests upon the eyelashes;
o upper eyelid demonstrates the presence of chronic dermatitis; or

o for browlift surgery, photographs should show the eyebrow below the
supraorbital rim.

e visual fields are not required when the reason for the lid surgery is entropion or
ectropion;

e photographs (slides or prints) and visual field studies must be submitted at the time
the request is made and should be frontal, canthus-to-canthus, with the head
perpendicular to the plane of the camera, not tilted;

Blepharoplasty/Browlift/Ptosis Repair Page 2 of 7
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o for blepharoplasty, the customer must have a documented diagnosis of
blepharochalasis, dermatochalasis or pseudoptosis with visual field deficits as noted
above; and

e if both blepharoplasty and ptosis repair are planned, both must be individually
documented. This may require two (2) sets of photographs showing the effect of
drooping of redundant skin (and its correction by taping) and the actual presence of
blepharoptosis.

Blepharoplasty will be covered for conditions other than those listed above, for any of
the following indications, regardless of visual field deficits:

o difficulty tolerating a prosthesis in an anophthalmic socket;

e epiphora (i.e., excessive tearing) due to ectropion and or punctal eversion;
e painful blepharospasm that is refractory to medical management; or

e upper eyelid defect caused by trauma, tumor or ablative surgery.

Lower lid blepharoplasty is considered part of a lid tightening or lid shortening
procedure (i.e., tarsal strip/wedge resection, lateral canthal sling, suture) for the
following indications:

e entropion (67921, 67922, 67923, 67924), where the lower lid is turned in causing the
eyelashes to rub against the cornea causing severe irritation, excessive tearing,
crusting of the eyelid, and mucous discharge and more conservative methods of
treatment (lubrication, epilation, thermocauterization) are unsuccessful; or

e ectropion (67914, 67915, 67916, 67917), where the margin of the eyelid and the
eyelashes turn out causing severe irritation, excessive tearing, crusting of the eyelid,
and mucous discharge and more conservative methods of treatment (lubrication,
taping) are unsuccessful. Most cases are the result of aging, but some cases result
from scars from burns, trauma, and skin cancers.

e Blepharoplasty for children with congenital ptosis will be reviewed on a case-by-case
basis.

Browlift surgery will be considered a covered benefit when performed as a
functional/reconstructive surgery for the following conditions when functional
impairment (e.g., interference with vision or visual field, difficulty reading due to upper
eyelid drooping, head tilt or chin lift):

e permanent weakening or paralysis of the frontalis muscle is documented in the
medical records;

e brow ptosis, causing the upper eyelid to interfere with vision; or

Blepharoplasty/Browlift/Ptosis Repair Page 3 of 7
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e documentation must clearly show that visual field impairment cannot be corrected
by upper lid blepharoplasty alone as demonstrated by standard and taped visual
field testing.

Exclusions

e Blepharoplasty, ptosis repair and browlift surgery, performed as cosmetic surgery in
the absence of significant signs and symptoms of functional impairment (e.g.,
inability to perform fine manual work, interference with ability to read, driving and
other activities of daily living (ADLs), are considered not medically necessary.

e Lacrimal gland drooping and prolapse are a normal part of the periorbital aging
process and may be remedied by lacrimal gland suspension. This is therefore
considered cosmetic and not a covered procedure.

Medicare Managed Care Variation

Any procedure(s) involving blepharoplasty must be supported by documented patient
complaints which justify functional surgery. This documentation must address the signs
and symptoms commonly found in association with ptosis, pseudoptosis,
blepharochalasis and/or dermatochalasis. These include (but are not limited to):

e significant interference with vision or superior or lateral visual field, (e.g., difficulty
seeing objects approaching from the periphery);

o difficulty reading due to superior visual field loss; or,
e looking through the eyelashes or seeing the upper eyelid skin.

The visual fields should demonstrate a significant loss of superior visual field and
potential correction of the visual field by the proposed procedures. Visual fields must
demonstrate a minimum 12 degrees or 30 percent loss of upper field vision with upper
lid skin and/or upper lid margin in repose and elevated (by taping of the lid) to
demonstrate potential correction by the proposed procedure(s). Photographs should
also demonstrate the eyelid abnormality (ies) necessitating the procedures.

There is a National Government Services, Inc. Local Coverage Article (LCA) for
Blepharoplasty. For full coverage details and exclusions refer to: National Government
Services, Inc. Local Coverage Article (LCA) for Blepharoplasty (A523871525). Revision
Effective Date 01/01/2018. Available: https://www.cms.gov/

Based on review, there is no Medicare/CMS National or Local Coverage Decision for
Blepharoplasty.

References (Reviewed 2023)
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.

HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD
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Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

8/1/2021 - Surgical correction of upper or lower eyelid retraction (CPT code 67909, 67911) is considered
medically necessary when there is functional impairment or failure of medical management of symptoms.
CPT 67909 and 67911 removed as experimental or investigational.

8/1/2023 — Annual review completed. No changes to criteria. Added language regarding lacrimal gland
suspension exclusion.
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Bone Density Study for Osteoporosis (DEXA)

Type of Policy: Medical
Prior Approval Date: 10/03/2022
Approval Date: 10/07/2024
Effective Date: 12/01/2024
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Subject to Retrospective Review

CPT Codes: 78350, 7835177086

Experimental/Investigational

CPT Codes: N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

CPT Codes: 76977, 77078, 77080, 77081, 77085, 77089, 77090, 77091, 77092
HCPCS Code: G0130

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview
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Dual-energy X-ray absorptiometry is a radiological technique used to assess bone mass
density and bone mineral content in certain individuals to determine the degree of
osteoporosis and fracture risk.

Indications/Criteria

Bone mass measurement is covered when it is performed by a bone densitometer or a
bone sonometer and is subject to the criteria listed below.

Documentation shall indicate the diagnosis and reason for request. DEXA may be
indicated and recommended for any of the following:

postmenopausal women age 65 and older and men age 70 and older;

postmenopausal women and men age 50-69 with strong risk factors for
osteoporosis, to screen for reduced bone mass, with willingness and intent to treat;

patients who have had a fracture, to diagnose osteoporosis and assess its severity in
the context of clinical management;

estrogen-deficient women, to diagnose significantly low bone mass in order to make
treatment decisions about drug therapy;

patients with clinically suspected osteoporosis, to diagnose osteoporosis and assess
its severity in the context of clinical management;

patients with various metabolic diseases or secondary osteoporosis that adversely
affect the skeleton, to diagnose clinically suspected osteoporosis;

patients with vertebral abnormalities or roentgenographic osteopenia, to diagnose
spinal osteopenia in order to make decisions about further diagnostic evaluation and
therapy;

patients with primary asymptomatic hyperparathyroidism, to diagnose low bone
mass in order to identify those at-risk of severe skeletal disease who may be
candidates for surgical intervention;

patients receiving (or expecting to receive) glucocorticoid therapy >5 mg
prednisone/day for more than three (3) consecutive months, to diagnose low bone
mass in order to adjust therapy;

patients on long-term therapy for osteoporosis, to monitor disease progression and
response to treatment in order to help adjust therapy and identify non-responders;

selected pre-menopausal women with evidence of partial ovarian dysfunction and
very irregular menstrual cycles to help determine the need for earlier hormone
intervention;

Bone Density Study for Osteoporosis (DEXA) Page 2 of 7
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post-menopausal women who are trying alternatives to estrogen replacement
therapy, to document the adequacy of their programs and allow adjustments to be
made; or

patients with various osteodystrophies and osteomalacia, to monitor these
conditions and make decisions regarding therapy.

Repeat bone mass measurements are not indicated more frequently than once every
two years. For conditions specified, a bone mass measurement is covered for a customer
more frequently than every two years, if medically necessary for the diagnosis or
treatment of the patient and if related to the conditions listed. In these instances,
payment may be made for tests performed after eleven months have elapsed since the
previous bone mass measurement test. Such conditions are:

monitoring patients on long-term glucocorticoid (steroid) therapy > 5 mg
prednisone/day for more than three months (customers must be on glucocorticoids
for greater than three months, but bone mass measurement monitoring is at yearly
intervals);

monitoring patients on FDA-approved osteoporosis drug therapy, until test results
have stabilized; or

follow-up bone mineral density testing to assess response and efficacy of therapy,
until a response to such therapy has been documented over time.

Vertebral fracture assessment from DXA (77085) is covered once every 2 years with T-
score is less than -1.0 and when any of the following criteria are met:

Females 70 years of age or older; or
Males 80 years of age or older; or
Historical height loss greater than 4 cm (greater than 1.5 inches); or

Glucocorticoid therapy (e.g., 5 mg or greater of prednisone or equivalent per day for
greater than or equal to 3 months)

Exclusions

Routine bone mass screening of low-risk individuals is not medically indicated and is,
therefore, not covered.

Bone densitometry is not indicated for customers whose work-up or treatment will
not be altered by bone densitometry results.

Single photon absorptiometry (78350), dual photon absorptiometry (78351), and use
of a bone scan to diagnose osteoporosis (78300, 78305, and 78306).

Vertebral fracture via dual x-ray absorptiometry (DXA) (77086) is considered to
represent vertebral fracture assessment only. It does not represent a bone density
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study and, therefore, should not be used for screening. In addition, 77086 is not
considered medically necessary for vertebral fracture assessment as there are
alternative diagnostic imaging available.

Medicare Variation

Dual-energy X-ray absorptiometry (DXA), bone density study, 1 or more sites; axial
skeleton (eg, hips, pelvis, spine), including vertebral fracture assessment (77085) is
covered for Medicare products.

Vertebral fracture assessment via dual-energy X-ray absorptiometry (DXA) (77086) is
covered for Medicare products.

References (Updated 2024)
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO in Plan Retrospective Review
PPO OOP Retrospective Review
POS in Plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure Retrospective Review
MVP EPO Retrospective Review
MVP EPO HDHP Retrospective Review
MVP PPO Retrospective Review

MVP PPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS in Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and a
Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review
Retrospective Review Required

Service is not a covered benefit.

See Specific Plan Design

12/01/2022 — Trabecular Bone Score (TBS) added to policy as investigational.

Bone Density Study for Osteoporosis (DEXA)
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09/01/2023 — Trabecular Bone Score (TBS) removed as investigational and added to claims manual to no
longer receive separate payment.

12/01/2024 — Added coverage to DXA +VFA (CPT 77085). Removed from medical review.
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Bone Growth Stimulator

Type of Policy: DME
Prior Approval Date: 02/07/2022
Approval Date: 02/04/2024
Effective Date: 04/01/2024
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

MVP Durable Medical Equipment (DME) Prior Authorization List Available:

Provider Reference Library Home (mvphealthcare.com)

EQ747 - Osteogenesis stimulator, electrical, noninvasive, other than spinal applications
EQ748 - Osteogenesis stimulator, electrical, noninvasive, spinal applications

EQ749 - Osteogenesis stimulator, electrical, surgically implanted

EO760 - Osteogenesis stimulator, low intensity ultrasound, noninvasive

Codes Requiring Retrospective Review:

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10-CM Diagnosis Codes: M53.2x7, M53.2x8, M53.3, M53.85, M53.86, M53.87,
M53.88, M80.00xS, M80.021A-M80.879A, M84.30xS, M84.38xS, M84.40xS, M84.421A-
M84.673A, M84.68xS, Q68.8, Q71.61, Q71.63, Q74.0, Q74.1, Q74.2, Q74.3, Q74.8, Q74.9,
S42.201A-S42.92B, S49.001A-S49.199A, S49.001A-S49.199A, S52.001A, S59.199A,
S72.001A-S72.499C, S79.001A-S82.866C, S89.001A-S89.299A, S92.301A-592.356B

Bone Growth Stimulator Page 1 of 8
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Common Procedure Codes
20974, 20975

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

A bone growth stimulator is a device that is used to enhance the healing process of
bones through the delivery of energy. Bone growth stimulators are commonly classified
based on the type of energy delivered and how it is applied. The major subtypes include
electric and ultrasonic bone growth stimulators.

Electric bone growth stimulators can administer electric current to the site in question in
an attempt to stimulate bone growth and regeneration. Electric bone growth stimulators
can be placed invasively (implanted) or non-invasively (external or non-implanted).

Ultrasound bone growth stimulators provide a non-thermal, low-intensity pulsed
ultrasound to the fracture site in an attempt to stimulate bone growth and regeneration.

A long bone is limited to a clavicle, humerus, radius, ulna, femur, tibia, fibula,
metacarpal, or metatarsal.

Indications/Criteria
Documentation Requirements

Non-union of a fracture must be documented by a minimum of two sets of radiographs
obtained prior to starting treatment with the bone growth stimulator, separated by a
minimum of 90 days, each including multiple views of the fracture site and with a
written interpretation by a physician/podiatrist stating that there has been no clinically
significant evidence of fracture healing between the two sets of radiographs. [’

Non-invasive Electric Bone Growth Stimulator (EQ747, EQ748)

A non-invasive electric bone growth stimulator is covered when one of the following
criteria is met: 12!

e non-union of a long bone fracture, defined as radiographic evidence that fracture
healing has ceased for three (3) or more months prior to starting treatment with the
bone growth stimulator; or

o failed fusion of a joint other than in the spine where a minimum of nine (9) months
has elapsed since the last surgery; or

e there is a diagnosis of congenital pseudoarthrosis; or

Acute Inpatient Rehabilitation Page 2 of 8
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e spinal fusion when one of the following is present:

o failed spinal fusion where a minimum of nine (9) months has elapsed since the
last surgery; or

o patients who are currently smokers; or

o patients who use corticosteroids; or

o use of any medications or substance that would negatively affect healing; or
o patients with Diabetes Mellitus and glycohemoglobin (HbA1c) > 7; or

o patients with renal disease; or patients with peripheral arterial disease.

o following a multilevel spinal fusion surgery involving three (3) or more vertebrae
(e.g., C3-C5, L3-L5, L4-S1, etc.); or

@)

following spinal fusion surgery where there is a history of a previously failed spinal
fusion at the same site.

Invasive Electric Bone Growth Stimulator (EQ749)

An invasive electric bone growth stimulator is considered medically appropriate for the
following

indications:

e when used as an adjunctive therapy with spinal surgery when one of the following is
present:

o for customers considered at high-risk for pseudoarthrosis due to previously failed
spinal fusion at the same site; or

o for those undergoing multiple level fusion involving three (3) or more vertebrae
(e.g., L3-L5, L4-51, etc.); or

o patients who are currently smokers, > % who use corticosteroids, or any
medications or substances that would negatively affect healing; or

o patients with Diabetes Mellitus and a glycohemoglobin (HbA1c) > 7; or
o patients with renal disease.

e non-union of a long bone fracture defined as radiographic evidence that fracture
healing has ceased for three (3) or more months prior to starting treatment with the
osteogenesis stimulator.

Ultrasonic Bone Growth Stimulator (E0760)

An ultrasonic bone growth stimulator is covered when all of the following criteria are
met:

Acute Inpatient Rehabilitation Page 3 of 8
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e non-union of a fracture documented by a minimum of two sets of radiographs
obtained prior to starting treatment with the bone growth stimulator, separated by a
minimum of 90 days. Each radiograph set must include multiple views of the
fracture site accompanied by a written interpretation by a physician/podiatrist
stating that there has been no clinically significant evidence of fracture healing
between the two sets of radiographs; and

e the fracture is not of the skull or vertebrae; and

e the fracture is not tumor related.

Exclusions

Bone growth stimulators are not covered for any reason other than those stated under
Indications/Criteria of this policy.

Bone growth stimulators are not indicated in customers with active implantable devices,
such as cardiac pacemakers, without evaluation by the attending cardiologist or
physician.

Bone growth stimulators may not be used in pregnant or nursing women.

Invasive and non-invasive electrical bone growth stimulation methods are not indicated
in the following:

o fractures of children’s epiphysis;

o severe osteoporosis; or

o systemic disorders (i.e., lupus, multiple sclerosis, etc.)

o sesamoid fracture

o phalange fracture

o stress fractures

o Small bones such as the scaphoid, carpal and tarsal bones
Invasive electrical stimulation methods are not indicated in the presence of:
o pathological fracture due to malignant tumors, or

o active osteomyelitis.

Non-invasive electrical stimulation methods are not indicated in:
o non-union fractures when the fracture gap is > one (1) cm; or

o customers who are uncooperative and/or have mental or physical conditions that
preclude compliance.

Ultrasonic bone growth stimulators:

Acute Inpatient Rehabilitation Page 4 of 8
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o are not indicated in non-union fractures of the skull, vertebrae and those that are
tumor related;

o may not be used concurrently with non-invasive electric bone growth stimulators;

o use of an ultrasonic osteogenic bone growth stimulator for the treatment of a fresh
fracture or delayed union will be denied as not medically necessary.

o Stress fractures
o Small bones such as the scaphoid, carpal and tarsal bones
Medicare Variation

For a complete description of the indications and limitations of coverage for
osteogenesis stimulators for Medicare customers, please refer to the Local Coverage
Determination (LCD) for Osteogenesis Stimulators (L33796) located at: MCD Search

(cms.gov)
For a complete description of the indications and limitations of coverage for

osteogenesis stimulators for Medicare customers, please refer to the NCD for
Osteogenic Stimulators (150.2). Available: MCD Search (cms.gov)

References (Updated 2024)

1. Centers for Medicare & Medicaid Services, Noridian Healthcare Solutions, LLC
Osteogenesis Stimulators (L33796). Revision Effective Date 01/01/2020. Available:
MCD Search (cms.gov)

2. Centers for Medicare & Medicaid Services (CMS). Medicare Coverage Database. NCD
for Osteogenic Stimulators (150.2). Revision Effective Date Apr 27, 2005. Available:
MCD Search (cms.gov)

3. Adie S, Harris 1A, Naylor JM, et al. Pulsed electromagnetic field stimulation for acute
tibial shaft fractures: a multicenter, double-blind, randomized trial. J Bone Joint Surg
Am. 2011; 93(17):1569-1576.

4. Agency for Healthcare Research and Quality (AHRQ). The role of bone growth
stimulating devices and orthobiologics in healing nonunion fractures. Health
Technology Assessments. September 2005. Available
at: http://www.cms.hhs.gov/determinationprocess/downloads/id29TA.pdf.

5. Akai M, et al. Effect of electrical stimulation on musculoskeletal systems; a meta-
analysis of controlled clinical trials. Bioelectromagnetics 2002;23:132-43.

6. Busse JW, et al. The effect of low-intensity pulsed ultrasound therapy on time to
fracture healing: a meta-analysis. CMAJ 2002 Feb 19;166(4):437-41.

7. Busse JW, et al. Low intensity pulsed ultrasonography for fractures: Systematic review
of randomized controlled trials. Br Med J 2009;338:b351.
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8. Davidson, MD. Larry. Cigarette Smoking and Its Impact on Spinal Fusions.
Spineuniverse. Updated Mar.21, 2016.

9. Griffin XL, Costa ML, Parsons N, Smith N. Electromagnetic field stimulation for treating
delayed union or non-union of long bone fractures in adults. Cochrane Database Syst
Rev. 2011; (4):CD008471.
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12. Hayes, Inc. Directory Report. Noninvasive Electrical Bone Growth Stimulators for
Spinal Fusion or Foot and Ankle Indications. Medical Technology Directory, Lansdale,
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13. Hayes, Inc. Directory Report. Noninvasive electrical bone growth stimulators for
acute, delayed union, and nonunion fractures. Medical Technology Directory,
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPQO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS in Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History:

Acute Inpatient Rehabilitation

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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04/01/2022 — Annual review with no changes to the indications or criteria. References and websites
sections updated.

04/01/2024 — Annual review; added clarifying exclusions of sesamoid, phalange, stress and small bone
examples.
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BRCA Testing (Genetic Testing for Susceptibility
to Breast and Ovarian Cancer)

Type of Policy: Medical

Prior Approval Date: 10/03/2022

Approval Date: 10/07/2024

Effective Date: 12/01/2024

Related Polices: Oncotype DX and other
Cancer Gene Expression
Tests

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A
Codes Subject to Retrospective Review
CPT Codes:

81432 - Hereditary breast cancer-related disorders (e.g., hereditary breast cancer,
hereditary ovarian cancer, hereditary endometrial cancer); genomic sequence analysis
panel

81433 - Hereditary breast cancer-related disorders (e.g., hereditary breast cancer,
hereditary ovarian cancer, hereditary endometrial cancer); duplication/deletion analysis
panel

84999 - Unlisted chemistry procedure
Experimental/Investigational

CPT Codes: 81432, 81433, 84999
Common Diagnosis Codes

ICD-10 Diagnosis Codes: Z80.3, Z80.41

BRCA Testing Page 1 of 10
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Common Procedure Codes
CPT Codes: 81212, 81215, 81216, 81217, 81162, 81163, 81164, 81165, 81166, 81167

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview

These genetic tests analyze the DNA extracted from blood or a buccal sample from an
individual to determine if the individual has inherited a mutated version of the BRCA1
and BRCA2 genes associated with most cases of familial breast and ovarian cancer.

Genetic susceptibility testing for breast and ovarian cancer will be considered for high-
risk women and men with a personal and/or family history of breast and/or ovarian
cancer or known familial inherited susceptibility to breast and/or ovarian cancer and
who plan to use the information in making treatment choices.

Indications/Criteria
Documentation Requirements

Medical necessity must be documented in the medical record and available upon
request. Documentation must include third generation pedigree analysis for any
genetic test and pre** and post-test counseling. Documentation must include, as part of
the third-generation pedigree analysis, the results of BRCA testing of those individuals
diagnosed with having cancer. Documentation of a pre-disposing condition for genetic
counseling and testing should be submitted upon request.

**NY Ph-| 78-L requires informed consent

Genetic Counseling

A total of three visits (including pre-test counseling, informed consent counseling and
post-test genetic counseling) will be allowed for BRCA testing. A laboratory visit may be
done at the time of informed consent, but can be done independently, if the informed
consent has been completed at an earlier visit.

Genetic Testing

Requests for laboratory work may be ordered when all the following criteria are met:

1. The findings of BRCA1 testing, BRCA2 testing, or the study for 3 specific mutations in
the BRCA1 and BRCA2 genes, primarily for individuals of Ashkenazi Jewish Ancestry
(185delAG* and 5385insC* in BRCA1, and 6174delT in BRCA2, otherwise known as
Multisite 3 BRAC Analysis) will have an impact on the types of therapies to treat the
disorder.

BRCA Testing Page 2 of 10
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2. Genetic susceptibility testing for BRCA1 and BRCA 2 will be considered when one of
the following categories of high-risk patients is met:

A. for an individual from a family with a known deleterious BRCA1/BRCA 2 gene
mutation*; or

for a deleterious BRCA1/BRCA 2gene mutation known; NCCN recommend
BRCA1/BRCAZ2 testing only for the specific familial mutation

B. an individual with a personal history of breast cancer and one or more of the
following:

e diagnosed at age < 45;
e diagnosed at age 46-50 with:
o an additional breast cancer primary at any age, or
o > one close blood relative with breast cancer at any age, or
o > one close blood relative with prostate cancer (Gleason score > 7), or
o An unknown or limited family history
e Diagnosed < 60y with a:
o Triple negative (ER negative, PR negative, HER2 negative) breast cancer
e Breast Cancer diagnosed at any age with:
o 2 one close blood relative with breast cancer diagnosed < 50y, or
o > one close blood relative with ovarian cancer at any age, or
o > one close male blood relative with breast cancer
o 2 one close blood relative with metastatic prostate cancer
o 2 one close blood relative with pancreatic cancer at any age

o > two additional diagnosis of breast cancer at any age in customer
and/or in close blood relatives

o Ashkenazi Jewish ancestry

C. Personal history of ovarian cancer, including primary peritoneal or fallopian tube
cancer

Personal history of male breast cancer
Personal history of metastatic prostate cancer at any age

Personal history of pancreatic cancer at any age

6 m m g

Personal history of high-grade prostate cancer (Gleason score > 7) at any age
with
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>1 close blood relative with ovarian carcinoma, pancreatic cancer, or
metastatic prostate cancer at any age or breast cancer <50; or

>2 close blood relatives with breast or prostate cancer (any grade) at any age;
or

Ashkenazi Jewish ancestry

H. Regardless of family history, BRCA testing is medically necessary in individuals
with a BRCA-related cancer if the FDA labeling indicates that BRCA testing is
necessary for the safe and effective use of the corresponding drug therapy, they
meet criteria for use of the drug therapy, and the results of the testing will be
used to determine if immediate treatment is needed.

For example:

Lynparza (olaparib) and Talzenna (talazoparib) for metastatic HER2-negative
breast cancer

Lynparza (olaparib) and Zejula (niraparib) for ovarian cancer

Platinum therapy for prostate cancer

l. Family History Only (significant limitations of interpreting test results for an
unaffected individual should be discussed)

First (15" degree or second (2"%) degree blood relative meeting any of the
above criteria

Third (3") degree blood relative who has breast cancer and/or invasive
ovarian cancer and who has > 2 close blood relatives with breast cancer (at
least one with breast cancer < 50 y) and/or ovarian cancer

Medical record documentation must include a discussion with the customer noting the
following:

most appropriate relatives for genetic testing;

discussion encouraging the customer to discuss his/her genetic testing with
such relatives; and

review of the significant limitations of interpreting test results, in the absence
of testing affected relatives first, and

documentation must also include third generation pedigree analysis and pre**
and post-test counseling.

A three generation pedigree targeted to cancer family history must be
completed. If the three-generation pedigree supports that the patient is not
at risk then testing is not indicated (lack of BRCA mutation e.g. both parents
have been testing and are negative for testing being requested).
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3. Multisite 3 BRAC analysis (or equivalent) testing (CPT Code 81212) will be
considered when the following criteria are met:

e for an individual of Ashkenazi Jewish ancestry with a first or second degree
relative with breast or ovarian cancer, or with a relative with a known mutation
which is one of the three mutations known to occur more frequently in those
of Ashkenazi ethnicity.

Note: For all above criteria, breast cancer includes ductal carcinoma in situ (DCIS) and
invasive breast cancers. Qualifying cancers must be on the same side of the family.

Close blood relatives include first, second, and third-degree relatives on same side of
family.
1% degree relatives include; parents, siblings and children.

2" degree relatives include; grandparents, grandchildren, aunts, uncles, half-siblings,
nieces and nephews.

3 degree relatives include great grandmother, great grandfather, great granddaughter,
great grandson, great aunt, great uncle, grand-niece, grand-nephew, first female cousin
or first male cousin.

e Individuals with limited family history (e.g., fewer than two 15t or 2"? degree
female relatives or female relatives surviving beyond 45 years in either lineage).

Exclusions
e Not meeting criteria under Indications/Criteria in this policy.
e BRCA testing is limited to once-in-a-lifetime.

e Testing of individuals with no personal or family history of breast, ovarian, fallopian
tube, primary peritoneal, pancreatic, or prostate cancer. Such testing is considered
screening and is excluded from coverage.

e BRCA screening for adult-onset conditions in children less than 18 years of age when
results would not impact medical management.

e Prenatal testing.

e CHEK2 genetic testing has not been proven to impact health outcomes. It is
considered experimental and investigation and, therefore, is not covered.

e Genetic tests for susceptibility to breast and ovarian cancer (e.g. candidate breast
cancer susceptibility genes and single nucleotide polymorphisms [SNPs] testing).

e BREVAGenplus, single polymorphisms (SNPs), to predict and individual's risk for
breast cancer, is considered investigational and not medically necessary as they have
not been proven to improve health outcomes.
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e BRCA testing (81432, 81433) as a component of multi-gene testing panels (e.g.
myRisk™ (Myriad Genetics), BreastNext™, OvaNext™, PancNext™, Cancer Next™,
Invitae Common Hereditary Cancer Panel, OncoGeneDx Comprehensive Cancer
Panel (GeneDx)) using next-generation sequencing for cancer (e.g. hereditary breast,
ovarian, and other cancers) are considered investigational as they have not been
proven to improve health outcomes.

e Based upon our criteria and assessment of the peer-reviewed literature, including
National Comprehensive Cancer Network (NCCN) clinical guidelines, testing for the
identification of BRCA 1/2 pathogenic variant of unknown significance discovered in
a family member, is considered investigational and should be performed in a
research setting.

Medicare

This policy is consistent with Medicare requirements. For full Medicare coverage and
limitation details refer to the following Medicare Local Coverage Determination (LCD):
Molecular Pathology Procedures (L35000) and related Billing and Coding Article
(A56199) Revision Effective Date: 08/01/2024.
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO In Plan Retrospective Review
PPO OOP Retrospective Review
POS In Plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure Retrospective Review
MVP EPO Retrospective Review
MVP EPO HDHP Retrospective Review
MVP PPO Retrospective Review

MVP PPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS In Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicate Secure Plus HMO POS

Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History:

BRCA Testing

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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04/01/2022 — Annual review with no changes to the indications or criteria. Moved 0172U to the Genetic
and Molecular Diagnostic Testing Medical Policy. References and websites updated.

12/01/2022 — added examples of other multi-gene testing panels and that use of these panels for all
types of cancers is investigational.

12/01/2024 — Annual review with no changes to the indications or criteria.
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MVP Health Care Medical Policy

Breast Implantation and Removal

Type of Policy: Surgical

Prior Approval Date: 03/03/2023

Approval Date: 06/03/2024

Effective Date: 08/01/2024

Related Polices: Breast Reduction Surgery (Reduction Mammaplasty)

Breast Reconstruction Surgery
Gender Affirming Treatment

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT/HCPCS | Description:

Codes:

19316 Mastopexy

19325 Mammaplasty, augmentation; with prosthetic implant

19328 Removal of intact mammary implant

19330 Removal of mammary implant material

19340 Immediate insertion of breast prosthesis following mastopexy,
mastectomy or in reconstruction

19370 Revision of peri-implant capsule, breast, including capsulotomy,
capsulorrhaphy, and/or partial capsulectomy

19371 Peri-implant capsulectomy, breast, complete, including removal of all

intracapsular contents

Note: If there is a diagnosis of breast cancer indicated by one of the following ICD-
10 Diagnosis Codes, prior authorization is not required:

Breast Implantation Page 1 of 6
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C50.111, €50.112, €50.119, C50.211, C50.212, C50.219, C50.311, C50.312, C50.319,
C50.411, C50.412, C50.419, C50.511, €50.512, C50.519, C50.611, C50.612, C50.619,
C50.811, €50.812, €50.819, C50.911, C50.912, C50.919, D05.00, D05.01, D05.02, D05.10,
D05.11, D05.12, D05.80, D05.81, D05.82, D05.90, D05.91, D05.92, 2172, Z1721, Z1722,
Z173, 21731, 21732, Z174, Z17410, Z17411, 21742, Z17420, Z17421, Z15.01, Z42.1, Z85.3

Codes Requiring Retrospective Review
n/a

Experimental/Investigational

N/A

Diagnosis Codes

ICD-10- CM Diagnosis Codes:

C50.011, €50.012, €50.019, €50.111, €50.112, C50.119, C50.211, C50.212, C50.219,
C50.311, C50.312, C50.319, C50.411, C50.412, C50.419, C50.511, C50.512, C50.519,
C50.611, C50.612, C50.619, C50.811, C50.812, C50.819, C50.911, C50.912, C50.919,
D05.00, D05.01, D05.02, D05.1, D05.10, D05.11, D05.12, D05.80, D05.81, D05.82, D05.90,
D05.91, D05.92, N64.89, N65.0, N65.1, T85.41xA, T85.42xA, T85.43xA, T85.44xA,
T85.49xA, T85.79xA, T85.82, T85.83, T85.84, T85.86, 185.89, Z15.01, Z42.1, Z45.811,
Z745.812, 7Z45.819, 785.3, 790.10, 290.11, 290.12, 290.13

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes

19342, 19369, L8600

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Breast implantation is performed for cosmetic breast augmentation, breast
reconstruction following mastectomy, replacement of problem implants, implants to
treat gender dysphoria or augmentation/reconstruction of congenital defects or
anomalies. The implant is inserted beneath the pectoral muscles or breast tissue.

Indications/Criteria

Primary breast implantation, subject to the following criteria:
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post mastectomy, as part of a breast reconstruction procedure (Refer to the MVP
Breast Reconstruction Policy).

Implant to treat gender dysphoria (Refer to the MVP Gender Affirming Treatment
Policy)

Medically necessary implant extraction (removal) and/or peri-implant capsulectomy,

subject to the following criteria:

capsular contracture (Baker grade lll or IV) causing severe discomfort; or
hematoma; or

leakage or rupture of saline filled, silicone gel or alternative breast implant; or
infection refractory to medical management (i.e. antibiotics); or

ischemia; or

skin loss or extrusion of the prosthesis through the muscle area; or

breast implant-associated anaplastic large cell lymphoma; or

Current implanted prosthesis has been recalled by the FDA or manufacturer.

Secondary/Subsequent breast implantation, subject to the following criteria:

criteria for implant extraction has been met; and

primary implantation was performed as part of a post mastectomy procedure.

Documentation should include:

a complete history and physical, diagnosis and purpose of requested surgery;
photographs (if requested by the Medical Director); and

for implant extraction, the medical record documentation should present clear
clinical evidence of the indication for the removal of the implants. Additionally,
documentation such as radiology reports that will help support the medical necessity
for the proposed procedure should be included.

Exclusions

Primary Breast Implantation

Primary breast implantation for cosmetic reasons, such as breast augmentation to
enlarge or reshape the breast is considered not medically necessary.

Extraction and/or Secondary Implantation

Implant extraction is covered only when criteria in the indications/criteria section are
met. The following do not qualify as medical complications for coverage of implant
extractions:
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o symptoms of, or a diagnosis of, an auto-immune disorder without documentation
of a medical condition as stated under Indications/Criteria;

o anxiety over possible implant-associated disease;

o for cosmetic reasons such as shifting, incorrect implant size, visible scars,
uneven appearance, and wrinkling;

o removal of the implant in the opposite/contralateral breast; or
o changes in breast and/or nipple sensation.

Re-implantation of breast implants, except when related to a post mastectomy
procedure, is considered cosmetic, and therefore, not medically necessary.

Re-implantation of a breast implant is not medically necessary if previous
implantation was for cosmetic purposes even if the removal was medically indicated.

References (Updated 2024)

1.

National Comprehensive Cancer Network. Clinical Practice Guidelines in Oncology.
Breast cancer. Version 4.2020. Available: www.nccn.org/

U.S. Food and Drug Administration. FDA breast implant consumer handbook 2006.
Available:
https://www.fda.gov/downloads/MedicalDevices/DeviceRegulationandGuidance/Gui
danceDocuments/UCMO071233.pdf

American Society of Plastic Surgeons (ASPS) Website. Evidence-Based Clinical
Practice Guideline: Breast Reconstruction with Expanders and Implants. 2013.
Available: http://www.plasticsurgery.org/Documents/Health-
Policy/Guidelines/guideline-2013-breast-recon-expanders-implants.pdf

American Society of Plastic Surgeons (ASPS). ASPS Recommended Insurance
Coverage for Third Party Payers. Breast Implant Associated Anaplastic Large Cell
Lymphoma. Approved Oct 2017; Reapproved Jun 2020. Accessed Nov 19, 2021.
Available at URL address: https://www.plasticsurgery.org/documents/Health-
Policy/Reimbursement/Insurance-2017-BIA-ALCL.pdf
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPQO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS in Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO PQOS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO
MVP Secure Prior Auth
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Breast Implantation

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

04/01/2021: Updated to new format, added examples of indications that may apply to each criteria point,
added documentation requirements and added additional exclusion for cosmetic breast implants.

04/01/2023: Annual review; added indication for breast implant-associated anaplastic large cell
lymphoma; removed prior authorization from 19342, 19369, L8600, updated references.

08/01/2024 — Add prior authorization to 19370, 19371 if being done without a diagnosis of breast cancer.
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Breast Pumps

Type of Policy: DME
Prior Approval Date: 05/04/2020
Approval Date: 05/02/2022
Effective Date: 08/01/2022
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Requiring Retrospective Review

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

HCPCS Codes:

E0602 - Breast pump, manual, any type

EO603 - Breast pump, electric (AC and/or DC), any type
EO604 - Breast pump, hospital grade, electric (AC and/or DC), any type
A4281 - Tubing for breast pump, replacement

A4282 - Adapter for breast pump, replacement

Breast Pumps Page 1 of 7
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A4283 - Cap for breast pump bottle, replacement

A4284 - Breast shield and splash protector for use with breast pump, replacement
A4285 - Polycarbonate bottle for use with breast pump, replacement

A4286 - Locking ring for breast pump, replacement

A4287 - Disposable collection and storage bag for breast milk, any size, any type, each
S8265 - Haberman feeder for cleft lip/palate

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Breastfeeding has been proven to have numerous health benefits for both parent and
child. Studies show that children who are breastfed have lower rates of mortality,
meningitis, some types of cancers, asthma and other respiratory illnesses, bacterial and
viral infections, ear infections, juvenile diabetes, some chronic liver diseases, allergies
and obesity. The American Academy of Pediatrics recommends that parents breastfeed
exclusively for the first six months but continue breastfeeding for at least the first year of
a child's life. !

There are several varieties of breast pumps including manual, electric and hospital
grade. A manual breast pump may be used by a lactating parent to ensure a milk supply
if they are occasionally unable to breast feed or they are not at home for short periods
of time. An electric breast pump provides speed and convenience for routine daily
pumping for working parents who need to provide a milk supply while they are away
from baby. Heavy duty or hospital grade breast pumps are used when baby is not able
to nurse from the breast due to medical conditions.

Although breastfeeding is optimal for infants, there are a few conditions under which
breastfeeding may not be in the best interest of the infant. Breastfeeding is
contraindicated in infants with classic galactosemia (galactose 1-phosphate
uridyltransferase deficiency); parents who have active untreated tuberculosis disease or
are human T-cell lymphotropic virus type |- or ll-positive; parents who are receiving
diagnostic or therapeutic radioactive isotopes or have had exposure to radioactive
materials (for as long as there is radioactivity in the milk); parents who are receiving
antimetabolites or chemotherapeutic agents or a small number of other medications
until they clear the milk; parents who are using drugs of abuse (“street drugs”); and
parents who have herpes simplex lesions on a breast (infant may feed from other breast

Breast Pumps Page 2 of 7

Page 197 of 1439



MVP Health Care Medical Policy

if clear of lesions). In the United States, parents who are infected with human
immunodeficiency virus (HIV) have been advised not to breastfeed their infants.

Indications/Criteria

Manual and Electric Breast Pump Coverage

e MVP will cover the purchase of one breast pump per live birth.
e Replacement supplies for the breast pump will be covered per live birth.

e Breastfeeding equipment and supplies include, but are not limited to, double electric
breast pumps (including pump parts and maintenance) and breast milk storage
supplies.

e Coverage of a double electric breast pump is not based on prior failure of a manual
pump.

Hospital Grade Electric (AC or DC) Breast Pump Rental Only

Hospital Grade breast pump coverage is limited to the following:

e cases of prematurity (including multiple gestation);

e neurologic disorders;

e genetic abnormalities (e.g., Down'’s Syndrome);

e anatomic and mechanical malformations (e.g., cleft lip and palate);

e congenital malformations requiring surgery (e.g., respiratory, cardiac,
gastrointestinal, CNS);

e prolonged infant hospitalization;
e conditions that prevent normal breastfeeding (e.g., respiratory compromise).

Tubing for breast pump, replacement (A4281): One additional replacement tubing
for breast pump kit is covered per live birth.

For parents using a breast pump from a prior pregnancy, a new set of breast pump
supplies is considered medically necessary with each subsequent pregnancy for
initiation or continuation of breastfeeding during pregnancy or following delivery.

Exclusions
e Not meeting criteria listed under Indications/Criteria of this policy.

e The purchase of more than one breast pump per live birth is considered to be not
medically necessary.

e Purchase of heavy duty electrical (hospital grade) breast pumps are not medically
necessary.
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Medicare

There are no National Coverage Determinations (NCD) or Local Coverage
Determinations found for breast pump coverage.

References (Updated 2022)

1. American Academy of Pediatrics. The Breastfeeding-Friendly Pediatric Office Practice].
Pediatrics April 2017; Available:
http://pediatrics.aappublications.org/content/early/2017/04/13/peds.2017-0647

2. American Academy of Family Physicians (AAFP). Breastfeeding (Policy Statement).
2017. Accessed April 12, 2021. Available: Breastfeeding, Family Physicians Supporting
(Position Paper) (aafp.org)

. Academy of Breastfeeding Medicine (ABM). ABM Clinical Protocol #7: Model Maternal
Protocol Supportive of Breastfeeding (Revision 2018) Volume 13, Number 9, 2018.
Available: https://www.bfmed.org/protocols

. United States Patient Protection and Affordable Care Act. Part 590. August 1, 2011.
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. New York State Medicaid Program. Durable Medical Equipment, Orthotics,
Prosthetics, and Supplies. Procedure codes and Coverage Guidelines. Version 2019-1
(08/01/2019). Available:
https://www.emedny.org/providermanuals/dme/pdfs/dme procedure codes.pdf

6. U.S. Department of Health and Human Services. Health Resources and Services
Administration. Women's Preventive Services Guidelines. Available:
http://www.hrsa.gov/womensguidelines/

7. U.S. Preventive Services Task Force, Bibbins-Domingo K, Grossman DC, Curry SJ,
Davidson KW, Epling JW Jr, et al. Primary Care Interventions to Support
Breastfeeding: US Preventive Services Task Force Recommendation Statement. JAMA.
2016 Oct 25;316(16):1688-1693

8. New York State Department of Health. New York State Coverage of Breast Pumps.
Available:
https://www.health.ny.gov/community/pregnancy/breastfeeding/medicaid coverage
/breast pump coverage.htm

9. World Health Organization (WHO). Guideline: protecting, promoting and supporting
breastfeeding in facilities providing maternity and newborn services. 2017. Accessed
April 12, 2021. Available at URL address:
http://www.who.int/nutrition/publications/guidelines/breastfeeding-facilities-
maternitynewborn/en/

10. Women's Preventive Services Initiative: Breastfeeding Services and Supplies. January
2022 © 2018 ACOG Foundation Available: Women's Breastfeeding Services, Products
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- Preventive Healthcare | Women's Preventive Services Initiative
(womenspreventivehealth.orq)
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS In plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO PQOS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Breast Pumps

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review.

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:
08/01/2022 — Annual Review; adding coverage to K1005 - Disposable collection and storage bag for
breast milk, any size, any type, each with no prior authorization or retrospective review.
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Breast Reconstruction Surgery

Type of Policy: Surgical

Prior Approval Date: 01/09/2023
Approval Date: 10/02/2023
Effective Date: 12/01/2023

Breast Implantation

Breast Reduction Surgery
(Reduction Mammaplasty)
External Breast Prosthesis
Gender Affirming Treatment

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes

C50.111, €50.112, €50.119, C€50.211, C50.212, C50.219, C50.312, C50.319, C50.411,
C50.412, C50.419, C50.511, €50.512, €50.519, C50.611, C50.612, C50.619, C50.811,
C50.812, €50.819, C50.911, C€50.912, C50.919, C79.81, D05.00, D05.01, D05.02, D05.10,
D05.11, D05.12, D05.8, D05.80, D05.81, D05.82, D05.9, D05.91, D05.92, N65.0-N65.1,
T85.41xA, T85.42xA, T85.43xA, T85.44xA, T85.49xA, T85.79xA, T85.82, T85.83, T85.84,
T85.86, T85.89, Z42.1, Z45.811-245.819, Z85.3, Z790.10, Z90.11, Z90.12, Z90.13
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Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
CPT Codes: 15777, 19350, 19357, 19361, 19364, 19367, 19368, 19369, 19380

The American Medical Association (AMA) has identified CPT code 19364 as the
appropriate code for breast reconstruction with free flap procedures, regardless of the
free flap technique used. MVP Health Care will no longer reimburse HCPCS codes S2066,
S2067 and S2068 as all procedures reimbursable under each of those S codes are
reimbursable under CPT code 19364.

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Reconstructive surgery following breast surgery is performed to create a simulated
breast, specifically attempting to match a normal breast. Surgery on the contralateral
breast may be required to achieve bilateral symmetry. The reconstruction may be
performed immediately following surgery or may be delayed until a later date. Breast
reconstruction may involve a flap procedure. The flap procedure is an alternative
approach to implant reconstruction involves creation of a skin flap using tissue taken
from the back, abdomen, or buttocks and transplanted to the chest. Breast
reconstruction surgery usually necessitates two stages; the first stage is for the
reconstruction of the breast; the second stage is for reconstruction of the nipple and
areola.

In an attempt to improve outcomes following breast reconstruction, researchers have
used allogeneic skin grafts (biological implant) obtained from cadavers for providing
additional coverage and support of implants and other tissues at the surgical site.
Human acellular dermal matrices (HADM) [ e.g. Alloderm®] provides a collagen-rich,
immunologically nonresponsive, biological structural scaffold for tissue ingrowth,
vascularization, and regeneration for use in breast reconstruction (BR) and other types
of plastic surgery. In immediate postmastectomy breast reconstruction, HADM is used
to create the implant pocket in 1-stage breast reconstruction and to help cover the
tissue expander in 2-stage breast reconstruction.

Flap reconstructions are generally considered to give a more long-lasting and natural
result than implants with fewer revision surgeries.

Physicians should discuss breast reconstruction options with customers.

Breast Reconstruction Surgery Page 2 of 7

Page 204 of 1439



MVP Health Care Medical Policy

Indications/Criteria
Documentation Requirements

e Documentation must include a complete history, physical examination and
diagnosis. In addition, the documentation should specify if the proposed procedure
will be immediate (done at the same time as the mastectomy or partial mastectomy)
or delayed (done after the original mastectomy or partial mastectomy).

e Documentation should state whether the proposed reconstruction is for the affected
breast or for symmetry of the contralateral non-affected breast.

e If the proposed procedure is for the second stage (nipple/areola reconstruction), the
intention to utilize tattooing instead of skin grafting must be specifically noted.
Include any other breast reconstructive surgical procedures performed with dates of
surgery.

e Asymmetry must be documented by medical notes and photographs for revision of
contralateral reconstructions.

The following breast reconstruction/construction procedures are covered after
mastectomy, partial mastectomy, or to correct a congenital defect (i. e. Poland
Syndrome):

e breast implantation; or (refer to MVP Breast Implantation policy);

o flap reconstruction procedures; or reconstruction of the contralateral breast for
symmetry; or

e nipple/areola reconstruction and tattooing; or
e chest wall reconstruction.

Breast reconstruction in individuals with breast cancer who have not had a mastectomy
or partial mastectomy will be considered by the Medical Director on a case-by-case
basis.

There is no time limit specified for the reconstruction of the breast. In most cases,
reconstruction is completed during the first year following mastectomy. Delays may
occur due to complications of prior surgeries or other health issues which require higher
priority.

Revision Criteria

Revision procedures are rarely required. Indications for such revisions of prior
reconstructions include, but are not limited to:

e progression of disease or disfigurement in the breast for which mastectomy or
partial mastectomy was performed; or
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failure of the original surgery in the contra-lateral breast i.e., wound infection,
contracted scars, rejected implant.

For customers that have undergone gender confirmation surgery, breast
reconstruction surgery is covered under the parameters of the New York State
Mandate. For additional information see: Criteria Standards for the Authorization and
Utilization Management of Hormone Therapy and Surgery for the Treatment of Gender
Dysphoria (ny.gov)

e Breast reconstruction related to treat gender dysphoria (Refer to the MVP Gender
Affirming Treatment Policy)

Exclusions
e Requests not meeting criteria under Indications/Criteria of this policy.

e Bilateral augmentation solely to enlarge the breasts is cosmetic in nature and,
therefore, is considered not medically necessary.

e Customers that do not have out-of-network benefits are required to utilize
participating providers unless prior-authorized by MVP.

e An in-plan second opinion or consult may be required before coverage of out-of-
network care when a customer has no out-of-network benefit.

Medicare

There is a Medicare National Coverage Determination (NCD) for Breast Reconstruction
Following Mastectomy. For full coverage and limitation details, refer to the Medicare link
below:

Centers for Medicare and Medicaid Services (CMS) National Coverage Decision (NCD)
140.2, Breast Reconstruction following Mastectomy (140.2) Effective date 01/01/1997.
Available: National Coverage Determination (NCD) for Breast Reconstruction Following
Mastectomy (140.2) (cms.gov)

References (Reviewed 2023)

1. American Society of Plastic Surgeons. Evidence-Based Clinical Practice Guideline:
Breast Reconstruction with Expanders and Implants. Published © March 2013.
Available: www.plasticsurgery.org.

2. American Society of Plastic Surgeons, Breast Reconstruction following Breast
Removal. Available: www.plasticsurgery.org.

3. United States. 105th Congress. H.R.616. Women's Health and Cancer Rights Act of
1997. Available: https://www.congress.qov/bill/105th-congress/house-bill/616.
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4. Centers for Medicare and Medicaid Services (CMS) National Coverage Decision
(NCD) 140.2, Breast Reconstruction following Mastectomy (140.2) Effective date
01/01/1997. Available: https://www.cms.gov/medicare-coverage-database.

5. Title IX Women's Health and Cancer Rights Act of 1998. H.R. 4328, the Omnibus
Appropriations bill FY 99 Conference Report 105-825; Public Law: 105-277
(10/21/98). Available: https://www.congress.gov/bill/105th-congress/house-bill/4328.

6. New York State Insurance Law Amd SS3216, 3221 & 4303, Ins L. As passed in H.R.
4328, the Omnibus Appropriations bill FY 99 Conference Report 105-825; Public Law:
105-277 (10/21/98) TITLE IX--WOMEN'S HEALTH AND CANCER RIGHTS ACT 1998.
SEC. 713. REQUIRED COVERAGE FOR RECONSTRUCTIVE SURGERY FOLLOWING
MASTECTOMIES.

7. Hayes Medical Technology Directory. Human Acellular Dermal Matrix Grafts for
Breast Reconstruction. Hayes, a TractManager Company; ©2020 TractManager.
January 28, 2019. Annual Review: May 11, 2020. Available: www.hayesinc.com.

8. New York State Assembly Bill A8537 Chest Wall Reconstruction Commercial
Coverage Mandate.
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO In Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS In Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS In Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO PQOS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HOM

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.

HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Breast Reconstruction Surgery

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

06/01/2021 - Annual Review with no changes to the indications or criteria.

10/01/2022 — Added reimbursement rules for 19364, S2066, S2067, S2068 to the coding section.

04/01/2023 — Reviewed policy for compliance with Chest Wall Reconstruction Commercial Coverage
Mandate in NY State, added reference.

12/01/2023 —Added coverage for breast construction/reconstruction to correct congenital deformities
such as Poland Syndrome.
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Breast Reduction Surgery
(Reduction Mammaplasty)

Type of Policy: Surgical

Prior Approval Date: 10/03/2024
Approval Date: 12/02/2024
Effective Date: 04/01/2025

Breast Reconstruction Breast
Implantation and Removal
Breast Surgery for
Gynecomastia

Gender Affirming Treatment

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or all
products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT/HCPCS Code: | Description:

19318 Reduction mammaplasty

Note: If there is a diagnosis of breast cancer indicated by one of the following ICD-10
Diagnosis Codes, prior authorization is not required:

C50.111, €50.112, C50.119, C50.211, C50.212, C50.219, C50.311, C50.312, C50.319,
C50.411, C50.412, C50.419, C50.511, C50.512, C50.519, C50.611, C50.612, C50.619,
C50.811, €50.812, €50.819, C50.911, C50.912, C50.919, D05.00, D05.01, D05.02, D05.10,
D05.11, D05.12, D05.80, D05.81, D05.82, D05.90, D05.91, D05.92, Z172, Z1721, Z1722,
Z173, 21731, 21732, Z174, Z17410, Z17411, 21742, Z17420, Z17421, Z42.1, Z85.3

Experimental/Investigational Codes Requiring Retrospective Review
N/A
Diagnosis Codes

ICD-10-CM Diagnosis Codes: C50.011, C50.012, C50.019, C50.111, C50.112, C50.119,
C50.211, €50.212, €50.219, C50.311, C50.312, C50.319, C50.411, C50.412, C50.419,
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C50.511, €50.512, €50.519, C50.611, C50.612, C50.619, C50.811, C50.812, C50.819,
C50.911, €50.912, C50.919, D05.00, D05.01, D05.02, D05.10, D05.11, D05.12, D05.80,
D05.81, D05.82, D05.90, D05.91, D05.92, N64.89, N65.0, N65.1, T85.41xA, T85.42XA,
T85.43xA, T85.44xA, T85.49xA, T85.79xA, T85.82, T85.83, T85.84, T85.86, T85.89, Z15.01,
7421, Z45.811, Z45.812, Z45.819, Z85.3, 790.10, Z90.11, Z90.12, Z90.13

Common Diagnosis Codes associated with this policy have been provided for informational purposes only. The
list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-10
code sets and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

A breast reduction surgery or reduction mammaplasty is the surgical excision and
removal of a substantial portion of the breast. The surgical removal of breast tissue,
including the skin, reduces the weight and size of the breast. Normal breast
development continues until an individual is in their early twenties, with the rate and
development and the degree of asymmetry often varying. The goals of breast reduction
surgery are for relief of pain in the back, neck and shoulders. Because breast reduction
surgery may be used for both medically necessary and cosmetic reasons, this policy sets
forth the objective criteria to distinguish medically necessary breast reduction surgery
from cosmetic reduction procedures.

Indications/Criteria
Breast Reduction Surgery for Hypertrophy

Breast reduction surgery for hypertrophy will be considered medically necessary for
individuals at least 18 years of age, or when growth that is complete (with breast size
stable over one year) when documentation from a provider other than the surgeon
requesting coverage is submitted that demonstrates that at least one of the following
criteria have been tried and failed:

e clavicular bra strap shoulder grooves causing severe pain or ulceration that interferes
with the customer’s activities of daily living. The customer must have failed a six (6)
month trial of conservative therapy including analgesics and the use of supportive
and properly fitted garments; or

Breast Reduction Surgery Page 2 of 8
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e persistent pain in the back, neck, shoulders with documentation stating that other
musculoskeletal conditions have been ruled out (i.e., arthritis or spondylitis). The
customer must have failed a six (6) month trial of conservative therapy including
analgesics, non-steroidal anti-inflammatory drugs (NSAIDs) unless contraindicated,
physical therapy/chiropractic care, and the use of supportive and properly fitted

garments; or

chronic intertrigo, dermatitis, eczema or evidence of skin breakdown in the infra-
mammary fold. The customer must have documentation of dermatologic consultation
and must have failed dermatologic treatment (e.g., antibiotics or antifungal therapy) for
a period of six (6) months or longer. In addition to the criteria listed above, it is required
that the minimum amount of breast tissue (in grams) to be removed be determined by
the customer’s body surface area.

Formula for Calculation of Body Surface Area:

BSA (m?) = 0.20247 x Height (m) %2> x Weight (kg) %4%

You may also go to the following site for calculation of Body Surface Area:

http://www.medcalc.com/body.html

Refer to Table 1 for the weight (in grams) of breast tissue removed per breast as a
function of Body Surface Area.

Table 1: Weight of breast tissue removed, per breast, as a function of body surface area.

Threshold value for the minimum grams|Threshold value for the total grams
Body Surface Area of tissue per breast to be removed of breast tissue to be removed
1.35 199 398
1.40 218 436
1.45 238 476
1.50 260 520
1.55 284 568
1.60 310 620
1.65 338 676
1.70 370 740
1.75 404 808
1.80 441 882
1.85 482 964
1.90 527 1054
1.95 575 1150
2.00 628 1256
2.05 687 1374
2.10 750 1500
2.15 819 1638
2.20 895 1790
2.25 978 1956

Breast Reduction Surgery

Page 212 of 1439

Page 3 of 8


http://www.medcalc.com/body.html

MVP Health Care Medical Policy

2.30 1068 2136
2.35 1167 2334
2.40 1275 2550
2.45 1393 2786
2.50 1522 3044
2.55 1662 3324

Schnur, Paul L, et al. “Reduction Mammaplasty: Cosmetic or Reconstructive Procedure?" Annals of Plastic Surgery. 232-237.

Photographs may be requested at the discretion of the Medical Director.

Other indications for Breast Reduction Surgery
The following indications are not subject to the above hypertrophy criteria.

Breast reduction surgery will be considered medically necessary when performed as part
of a staged procedure prior to a prophylactic nipple-sparing mastectomy.

Breast reduction of a contralateral breast may be considered medically necessary
following a mastectomy for breast cancer. Please refer to the MVP Breast
Reconstruction Medical Policy.

Breast reduction related to the treatment of gender dysphoria, please refer to the MVP
Gender Affirming Treatment medical policy.

Exclusions

e Requests not meeting Indication/Criteria stated in this policy.

e Requests for breast reduction surgery that is for cosmetic purposes.

e Breast augmentation is not covered as part of the breast reduction surgery.

Medicare Variation

Reduction mammaplasty is considered medically necessary:

When the patient has significant symptoms that have interfered with normal daily
activities, despite conservative management, for at least 6 months, including at least one
of the following criteria:

e History of back and/or shoulder pain which adversely affects activities of daily living
(ADLs) unrelieved by, e.g.:

o conservative analgesia (e.g., such as NSAID, compresses, massage, etc.)
o supportive measures (e.g., such as garments, back brace, etc.),
o physical therapy

o correction of obesity
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e History of significant arthritic changes in the cervical or upper thoracic spine,
optimally managed with persistent symptoms and/or significant restriction of
activity, e.g.:

o Signs and symptoms of ulnar paresthesias
o Cervicalgia
o Torticollis
o Acquired kyphosis
e Signs and symptoms of:

o intertriginous maceration or infection of the inframammary skin (e.g.,
hyperpigmentation, bleeding, chronic moisture, and evidence of skin
breakdown), refractory to dermatologic measures, or

o shoulder grooving with skin irritation (e.g., areas of excoriation and
breakdown) by appropriate supporting garment

AND

Considerable attention has been given to the amount of breast tissue removed in
differentiating between cosmetic and medically necessary reduction mammoplasty. To
be considered a non-cosmetic procedure it is expected that at least a minimal amount
of breast tissue will be removed. Yet, arbitrary minimum weight breast tissue removed
criteria do not consistently reflect the consequences of mammary hypertrophy in
individuals with a unique body habitus. There are wide variations in the range of height,
weight, and associated breast size that cause symptoms. The amount of tissue that must
be removed in order to relieve symptoms will vary and depend upon these variations.

The following are guidelines (not rules) that address the patient's body surface area
(BSA) and the amount of breast tissue removed

BSA 1.35-1.45 199g-238¢g

BSA 1.46-1.55 239g-284¢g

BSA 1.56-1.69 285g-349¢g

Equal to or greater than 350g

Limitations of Coverage:

1. Cosmetic surgery to reshape the breasts to improve appearance is not a
Medicare benefit.

2. Indications of Coverage must be met.
Note: Reconstruction of the affected and the contralateral unaffected breast
following a medically necessary mastectomy is considered a non-cosmetic
procedure. National coverage provides for payment of breast reconstruction
surgery following removal of a breast for any medical reason.
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Centers for Medicare & Medicaid Services (CMS). Medicare Coverage Database. LCD
for Reduction Mammaplasty (L35001) Feb 1, 2024. Available: https://www.cms.gov/

References (Updated 2024)
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Recommended Insurance Coverage for Third-Party Payer Coverage. May 2011.
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professionals/healthpolicy/recommended-insurance-coverage-criteria
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS in Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Breast Reduction Surgery

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

04/01/2021 — updated to new format, added criteria for age of individuals, removed brachial plexus
compression from the indications, added column with total grams of tissue.

04/01/2023 — Annual review; added exclusion that breast augmentation is not covered as part of the breast
reduction surgery; references updated.

10/01/2024 — Annual review. Updated to include breast reduction as part of staged mastectomy. Updated to
include Medicare variation.

04/01/2025 — Formal review of 10/01/24 updates completed.
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Breast Surgery for Gynecomastia

Type of Policy: Surgical
Prior Approval Date: 10/03/2022
Approval Date: 10/07/2024
Effective Date: 12/01/2024
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Code:

19300 - Mastectomy for gynecomastia
Codes Requiring Retrospective Review:
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10 Diagnosis Codes: C50.029
Common Procedure Codes

N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Breast Surgery for Gynecomastia Page 1 of 6
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Gynecomastia is a proliferation of the glandular component of the male breast causing
firm breast tissue to form.

Pseudogynecomastia is male breast enlargement due to fat accumulation.
Mixed gynecomastia is when both fat tissue and glandular tissue causes enlargement.

Gynecomastia is often the results of hormonal changes. Pubertal gynecomastia occurs in
males between the age of 10 -16. Adult gynecomastia is associated with an increase in
the estrogen/androgen ratio. Causes can be medications, diseases related to endocrine
abnormalities, tumors, chronic disease, chromosomal abnormalities, and/or familial
disorders.

Treatment for gynecomastia can include medical management and surgical.
Gynecomastia Scale per the American Society of Plastic Surgeons:

o Grade | Small breast enlargement with localized button of tissue that is
concentrated around the areola.

o Grade Il Moderate breast enlargement exceeding areola boundaries with edges
that are indistinct from the chest.

o Grade lll Moderate breast enlargement exceeding areola boundaries with edges
that are distinct from the chest with skin redundancy present.

o Grade IV Marked breast enlargement with skin redundancy and feminization of
the breast.

Indications/Criteria

Documentation must include a complete history and physical exam, appropriate
diagnostic testing (hormone testing, liver enzymes, serum creatinine, thyroid function
testing), and that any underlying causes have been evaluated and treated.

Adolescents (12-17yrs) and Adults

Mastectomy for the treatment of gynecomastia will be considered medical necessary
when all of the following criteria are met:

e Unilateral or bilateral grade lll or grade IV gynecomastia;
e Persisted for more than one year;

e Documented symptoms, including pain or tenderness directly related to the
breast tissue, and which has a clinically significant impact upon normal activities
of daily living despite non-narcotic analgesics and anti- inflammatory agents;

e Glandular breast tissue is documented by physical exam and ultrasound or
mammography;

e 6 month failure of medical treatment for gynecomastia; and
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e extra tissue is not the result of obesity, adolescence, or reversible effects of drug
treatment or recreational drugs (including but limited to alcohol, and marijuana)
that can be discontinued.

Breast surgery for a cancer diagnosis, including a mastectomy, is considered medically
necessary.

Exclusions

Mastectomy/breast reduction for gynecomastia when performed solely to improve
the appearance of the male breast or to alter the contours of the chest wall is
considered to be cosmetic.

e Any service or surgery in connection with cosmetic care, which is primarily
intended to improve appearance and self-esteem, will be denied as not medically
necessary.

Surgery performed for obesity.

Mastectomy is not medically necessary when extra tissue is the result of obesity,
adolescence, or reversible effects of drug treatment or recreational drugs that can be
discontinued.

Liposuction or ultrasonically-assisted liposuction (suction lipectomy) as a sole
method of treatment for gynecomastia is considered experimental, investigational,
or unproven.

Medicare Variation

Based on review there are no National or Local Determination Coverage for this region.

References (Reviewed 2024)

American Association of Clinical Endocrinologists medical guidelines for clinical
practice for the evaluation and treatment of hypogonadism in adult male patients.
[2002 update]. Endocrine Pract. 2002; 8:439-456. Available: American Association of
Clinical Endocrinologists Medical Guidelines for Clinical Practice for the Evaluation
and Treatment of Hypogonadism in Adult Male Patients—2002 Update - Endocrine
Practice

Weiss J.R., Moysich K.B., Swede H. (2005, January 14) Epidemiology of male breast
cancer. Cancer epidemiol biomarkers prev. 14(1):20-26. Available:
http://cebp.aacrjournals.org/content/14/1/20.long.

National Cancer Institute. Male breast cancer (PDQ®) treatment. General
information. Modified February 2016. Available:
http://www.cancer.gov/types/breast/hp/male-breast-treatment-pdq.
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4.  The National Comprehensive Cancer Network, Genetic/Familial High-Risk
Assessment Breast, Ovarian, and Pancreatic Guidelines, Clinical Practice Guidelines
in Oncology, Version 1.2020. Available: www.nccn.org.

5. American Society of Plastic Surgeons (ASPS). Health Policy. ASPS Recommended
Insurance Coverage Criteria for Third-Party Payers. Gynecomastia. June 2015.
Accessed August 2021. Available from URL address: Gynecomastia ICC.pdf
(plasticsurgery.org)
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Customer Product

Medical Management Requirements*

New York Products

HMO Prior Authorization
PPO in Plan Prior Authorization
PPO OOP Prior Authorization
POS in Plan Prior Authorization
POS OOP Prior Authorization

Essential Plan

Prior Authorization

MVP Medicaid Managed Care

Prior Authorization

MVP Child Health Plus

Prior Authorization

MVP Harmonious Health Care Plan

Prior Authorization

MVP Medicare Complete Wellness

Prior Authorization

MVP Medicare Preferred Gold HMO POS

Prior Authorization

MVP Medicare Secure HMO POS

Prior Authorization

MVP Medicare Secure Plus HMO POS

Prior Authorization

MVP Medicare WellSelect PPO

Prior Authorization

MVP Medicare WellSelect Plus PPO

Prior Authorization

MVP Medicare Patriot Plan PPO

Prior Authorization

MVP DualAccess D-SNP HMO

Prior Authorization

MVP DualAccess Complete D-SNP HMO

Prior Authorization

MVP DualAccess Plus D-SNP HMO

Prior Authorization

UVM Health Advantage Select PPO

Prior Authorization

USA Care PPO

Potential for Retrospective Review

Healthy NY

Prior Authorization

MVP Premier

Prior Authorization

MVP Premier Plus

Prior Authorization

MVP Premier Plus HDHP

Prior Authorization

MVP Secure Prior Authorization
MVP EPO Prior Authorization
MVP EPO HDHP Prior Authorization
MVP PPO Prior Authorization

MVP PPO HDHP

Prior Authorization

Student Health Plans

Prior Authorization

ASO See SPD
Vermont Products

POS in Plan Prior Authorization
POS OOP Prior Authorization

MVP Medicare Preferred Gold HMO POS

Prior Authorization

MVP Medicare Secure Plus HMO POS

Prior Authorization

MVP VT HMO

Prior Authorization

MVP VT HDHP HMO

Prior Authorization

MVP VT Plus HMO

Prior Authorization

MVP VT Plus HDHP HMO

Prior Authorization

MVP Secure

Prior Authorization

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP

HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD
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Revision History

12/01/2022 — added coverage criteria and exclusions to coverage for adolescents and adults for treatment
of gynecomastia.

12/1/2024 - annual review of criteria, no changes, updated links in references.

Breast Surgery for Gynecomastia Page 6 of 6

Page 223 of 1439



V 4
JMVP

HEALTH CARE

MVP Health Care Medical Policy

Bronchial Thermoplasty

Type of Policy: Medical

Prior Approval Date: 09/13/2022
Approval Date: 10/07/2024
Effective Date: 12/01/2024

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A
Codes Requiring Retrospective Review
CPT Codes:

31660 - Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when
performed; with bronchial thermoplasty, 1 lobe

31661 - Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when
performed; with bronchial thermoplasty, 2 or more lobes

Experimental/Investigational

CPT Codes:

31660 - Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when
performed; with bronchial thermoplasty, 1 lobe

31661 - Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when
performed; with bronchial thermoplasty, 2 or more lobes

Common Diagnosis Codes
N/A

Bronchial Thermoplasty Page 1 of 5
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Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Bronchial thermoplasty is a bronchoscopic procedure that uses radiofrequency ablation
to reduce, debulk, or partially eliminate excess smooth muscle tissue in the patient’s
distal airways. Bronchial thermoplasty has been proposed to treat patients 18 years and
older whose asthma is not well controlled with standard therapy. It is intended to
decrease the number of severe asthma attacks and improve asthma control on a long-
term basis.

Indications/Criteria

Due to the lack of long-term outcome data in the published medical literature indicating
safety and effectiveness, bronchial thermoplasty for the treatment of asthma or any
other indication is considered investigational.

Exclusions

N/A

Medicare Variation

Based on review there are no National or Local Determination Coverage for this region.

References (Reviewed 2024)

1. Cox PG, Miller J, Mitzner W, Leff AR. Radiofrequency ablation of airway smooth
muscle for sustained treatment of asthma: Preliminary investigations. Eur Respir J.
2004; 24(4):659-663.

2. Cox G, Miller JD, McWilliams A, et al. Bronchial thermoplasty for asthma. Am J Respir
Crit Care Med. 2006; 173(9):965-969.

3. Cox G, Thomson NC, Rubin AS, et al; AIR Trial Study Group. Asthma control during
the year after bronchial thermoplasty. N Engl J Med. 2007; 356(13):1327-1337.
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4,

10.

11.

12.

13.

14.

15.

16.

17.

Thomson NC, Rubin AS, Niven RM, et al.; AIR Trial Study Group. Long-term (5 year)
safety of bronchial thermoplasty: Asthma Intervention Research (AIR) trial. BMC Pulm
Med. 2011; 11:8.

Castro M, Rubin AS, Laviolette M, et al. Effectiveness and safety of bronchial
thermoplasty in the treatment of severe asthma: A multicenter, randomized, double-
blind, sham-controlled clinical trial. Am J Respir Crit Care Med. 2010; 181(2):116-124.

Castro M, Rubin A, Laviolette M, Hanania NA, Armstrong B, Cox G. Persistence of
effectiveness of bronchial thermoplasty in patients with severe asthma. Ann Allergy
Asthma Immunol. 2011; 107(1):65-70.

Pavord ID, Cox G, Thomson NC, et al. Safety and efficacy of bronchial thermoplasty in
symptomatic, severe asthma. Am J Respir Crit Care Med. 2007; 176(12):1185-1191.

Torrego Fernandez A. Bronchial thermoplasty in the treatment of asthma. Arch
Bronconeumol. 2010; 46(2):85-91.

Global Initiative for Asthma (GINA). Global strategy for asthma management and
prevention. Bethesda, MD: Global Initiative for Asthma (GINA); December 2011.

National Institute for Health and Clinical Excellence (NICE). Bronchial Thermoplasty
for severe asthma. Interventional Procedure Guidance 419. London, UK: NICE;
January 2012.

Chung KF, Wenzel SE, Brozek JL, et al. International ERS/ATS guidelines on definition,
evaluation and treatment of severe asthma. Eur Respir J. 2014; 43(2):343-373.

Torrego A, Sola I, Munoz AM, et al. Bronchial thermoplasty for moderate or severe
persistent asthma in adults. Cochrane Database Syst Rev. 2014; 3:CD009910.

Wechsler ME, Laviolette M, Rubin AS, et al.; Asthma Intervention Research 2 Trial
Study Group. Bronchial thermoplasty: long-term safety and effectiveness in patients
with severe persistent asthma. J Allergy Clin Immunol. 2013; 132(6):1295-1302.

HAYES Health Technology Assessment™. Bronchial Thermoplasty for Treatment of
Asthma in Adults. Hayes, a sympir company © 2022 July 5, 2022 Available:
www.hayesinc.com/.

Boston Scientific Corporation. Bronchial Thermoplasty™. © 2014 Boston Scientific
Corporation. Available: http://btforasthma.com/.

Federal Drug Administration. Alair Bronchial Thermoplasty System-P080032.
Summary of safety and effectiveness data. Updated 2010 May 19. Available:
http://www.accessdata.fda.gov/cdrh docs/pdf8/P080032c.pdf.

California Technology Assessment Forum. Bronchial thermoplasty for the treatment
of severe asthma. Published 2011 Oct 19.
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review E&I
PPO in Plan Retrospective Review E&l
PPO OOP Retrospective Review E&l
POS in Plan Retrospective Review E&!
POS OOP Retrospective Review E&!

Essential Plan

Retrospective Review E&l

MVP Medicaid Managed Care

Retrospective Review E&!I

MVP Child Health Plus

Retrospective Review E&l

MVP Harmonious Health Care Plan

Retrospective Review E&!I

MVP Medicare Complete Wellness

Retrospective Review E&l

MVP Medicare Preferred Gold HMO POS

Retrospective Review E&l

MVP Medicare Secure HMO POS

Retrospective Review E&l

MVP Medicare Secure Plus HMO POS

Retrospective Review E&l

MVP Medicare WellSelect PPO

Retrospective Review E&l

MVP Medicare WellSelect Plus PPO

Retrospective Review E&l

MVP Medicare Patriot Plan PPO

Retrospective Review E&l

MVP DualAccess D-SNP HMO

Retrospective Review E&l

MVP DualAccess Complete D-SNP HMO

Retrospective Review E&!

MVP DualAccess Plus D-SNP HMO

Retrospective Review E&l

UVM Health Advantage Select PPO

Retrospective Review E&!

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review E&!

MVP Premier

Retrospective Review E&l

MVP Premier Plus

Retrospective Review E&l

MVP Premier Plus HDHP

Retrospective Review E&l

MVP Secure Retrospective Review E&l
MVP EPO Retrospective Review E&l
MVP EPO HDHP Retrospective Review E&l
MVP PPO Retrospective Review E&!

MVP PPO HDHP

Retrospective Review E&l

Student Health Plans

Retrospective Review E&!

ASO See SPD
Vermont Products

POS in Plan Retrospective Review E&!
POS OOP Retrospective Review E&l

MVP Medicare Preferred Gold HMO PQOS

Retrospective Review E&!

MVP Medicare Secure Plus HMO POS

Retrospective Review E&l

MVP VT HMO

Retrospective Review E&l

MVP VT HDHP HMO

Retrospective Review E&l

MVP VT Plus HMO

Retrospective Review E&l

MVP VT Plus HDHP HMO

Retrospective Review E&l

MVP Secure

Retrospective Review E&l

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP

HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History:

Bronchial Thermoplasty

Prior Authorization Required
No Prior Authorization Required. May be subject to Retrospective Review
Retrospective Review Required

Service is not a covered
See Specific Plan Design
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12/01/2022 — Annual review with no changes.

12/01/2024 — Annual review with no changes.
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Cardiac Output Monitoring
by Thoracic Electrical Bioimpedance

Type of Policy: Medical

Prior Approval Date: 02/07/2022
Approval Date: 02/04/2024
Effective Date: 04/01/2024

Implantable Cardioverter Defibrillators,
Implantable Dual Chamber Automatic
Defibrillators,

Cardiac Resynchronization Devices

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Subject to Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive.

Overview
Cardiac Output Monitoring by Thoracic Electrical Bioimpedance Page 1 of 6
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A thoracic electrical bioimpedance (TEB) device, a form of plethysmography, has been
proposed as a means to monitor cardiac output by non-invasively measuring
hemodynamic parameters including stroke volume, systemic vascular resistance, and
thoracic fluid status. Hemodynamic measurements of cardiac output (CO) using thoracic
electrical bioimpedance (TEB) devices relates change in thoracic electrical conductivity to
changes in thoracic aortic blood volume and blood flow.

Indications/Criteria

Thoracic electrical bioimpedance (TEB) has not been proven to improve clinical
outcomes and, therefore, is considered experimental and investigational.

Exclusions

N/A

Medicare and Medicaid Managed Care Variation

There currently is a National Coverage Determination (NDC) for Cardiac Output
Monitoring by Thoracic Electrical Bioimpedance (TEB) (20.16). For full Medicare coverage
details please refer to the following NCD website: https://www.cms.gov/

Thoracic electrical bioimpedance is covered for the following uses:

o differentiation of cardiogenic from pulmonary causes of acute dyspnea when
medical history, physical examination, and standard assessment tools provide
insufficient information, and the treating physician has determined that thoracic
electrical bioimpedance hemodynamic data are necessary for appropriate
management of the patient;

e optimization of atrioventricular (A/V) interval for patients with A/V sequential cardiac
pacemakers when medical history, physical examination, and standard assessment
tools provide insufficient information, and the treating physician has determined that
thoracic electrical bioimpedance hemodynamic data are necessary for appropriate
management of the patient;

e monitoring of continuous inotropic therapy for patients with terminal congestive
heart failure, when those patients have chosen to die with comfort at home, or for
patients waiting at home for a heart transplant;

e evaluation for rejection in patients with a heart transplant as a pre-determined
alternative to a myocardial biopsy. Medical necessity must be documented should a
biopsy be performed after thoracic electrical bioimpedance; and

e optimization of fluid management in patients with congestive heart failure when
medical history, physical examination, and standard assessment tools provide
insufficient information, and the treating physician has determined that thoracic
electrical bioimpedance hemodynamic data are necessary for appropriate
management of the patient.

Cardiac Output Monitoring by Thoracic Electrical Bioimpedance Page 2 of 6
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Cardiac output monitoring using electrical bioimpedance is not covered for the
following uses:

e the management of all forms of hypertension;

e customers with proven or suspected disease involving regurgitation of the aorta;

e customers with minute ventilation (MV) sensor function pacemakers since the device
may adversely affect the functioning of that type of pacemaker; or

e during cardiac bypass surgery.

References (Updated 2024)

1. Centers for Medicare & Medicaid Services, CMS, National Determination for Thoracic
Electrical Bioimpedance (TEB) (20.16). Pub. 100-3, Effective date: 11/24/2006.

2. Belott, P. (1999). Bioimpedance in the pacemaker clinic. AACN Clinical Issues, 10 (3).
[On-Line]. 2001. Available: https://aacnjournals.org/aacnacconline/article-
abstract/10/3/414/13724/Bioimpedance-in-the-Pacemaker-Clinic

3. Pranulis, M. (2000). Impedance cardiology non-invasive hemodynamic monitoring
provides an opportunity to deliver cost effective, quality care for patients with
cardiovascular disorders. The Journal of Cardiovascular Management, 11 (3).

4. Hunt SA, Abraham WT, Chin MH, Feldman AM, Francis GS, Ganiats TG, et al,;
American College of Cardiology Foundation; American Heart Association. 2009
Focused update incorporated into the ACC/AHA 2005 Guidelines for the Diagnosis
and Management of Heart Failure in Adults a Report of the American College of
Cardiology Foundation/American Heart Association Task Force on Practice
Guidelines Developed in Collaboration With the International Society for Heart and
Lung Transplantation. J Am Coll Cardiol. 2009 Apr 14; 53(15):e1-e90.

5. Jessup M, Abraham WT, Casey DE, Feldman AM, Francis GS, Ganiats TG, et al. 2009
focused update: ACCF/AHA Guidelines for the Diagnosis and Management of Heart
Failure in Adults: a report of the American College of Cardiology
Foundation/American Heart Association Task Force on Practice Guidelines:
developed in collaboration with the International Society for Heart and Lung
Transplantation. Circulation. 2009 Apr 14; 119(14):1977-2016. Epub 2009 Mar 26.

6. Handelsman H. Measuring cardiac output by electrical bioimpedance. Agency for
Health Care Policy and Research (AHCPR) Report No. 6. Pub. No. 92-0073. Rockville,
MD: September 1992. Available at: www.ahrg.gov/clinic/techarch.htm#techreviews

7. Jordan HS, loannidis JPA, Goudas LC, Chung M, Kupelnick B, Miller K, et al. Thoracic
electrical bioimpedance. Contract No. 290-97-0019, Task Order #10. Rockville, MD:
Agency for Healthcare Research and Quality (AHRQ); November 27, 2002. Available
at: http://www.cms.gov/mcd/viewtechassess.asp?id=23
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8. Wang DJ, Gottlieb SS. Impedance cardiography: more questions than answers. Curr
Cardiol Rep. 2006 May; 8(3):180-6.

9. Smith RD, Levy P, Ferrario CM; Consideration of Noninvasive Hemodynamic
Monitoring to Target Reduction of Blood Pressure Levels Study Group. Value of
noninvasive hemodynamics to achieve blood pressure control in hypertensive
subjects. Hypertension. 2006 Apr; 47(4):771-7.

10. Lo HY, Liao SC, Ng CJ, Kuan JT, Chen JC, Chiu TF. Utility of impedance cardiography
for dyspneic patients in the ED. Am J Emerg Med. 2007 May; 25(4):437-41.

11. Kamath SA, Drazner MH, Tasissa G, Rogers JG, Stevenson LW, Yancy CW. Correlation
of impedance cardiography with invasive hemodynamic measurements in patients
with advanced heart failure: the Bioimpedance Cardiography (BIG) substudy of the
Evaluation Study of Congestive Heart Failure and Pulmonary Artery Catheterization
Effectiveness (ESCAPE) Trial. Am Heart J. 2009 Aug; 158(2):217-23.

12. Malfatto G, Blengino S, Perego GB, Branzi G, Villani A, Facchini M, Parati G.
Transthoracic impedance accurately estimates pulmonary wedge pressure in patients
with decompensated chronic heart failure. Congest Heart Fail. 2012 Jan-Feb;
18(1):25-31. doi: 10.1111/).1751-7133.2011.00248 x. Epub 2011 Sep 14.

13. McMurray JJ, Adamopoulos S, Anker SD, Auricchio A, B6hm M, Dickstein K, et al,;
Task Force for the Diagnosis and Treatment of Acute and Chronic Heart Failure 2012
of the European Society of Cardiology, Bax JJ, Baumgartner H, Ceconi C, Dean V,
Deaton C, Fagard R, et al.; ESC Committee for Practice Guidelines. ESC guidelines for
the diagnosis and treatment of acute and chronic heart failure 2012: The Task Force
for the Diagnosis and Treatment of Acute and Chronic Heart Failure 2012 of the
European Society of Cardiology. Developed in collaboration with the Heart Failure
Association (HFA) of the ESC. Eur J Heart Fail. 2012 Aug; 14(8):803-69.

14. Krzesinski P, Gielerak GG, Kowal JJ. A "patient-tailored" treatment of hypertension
with use of impedance cardiography: a randomized, prospective and controlled trial.
Med Sci Monit. 2013 Apr 5; 19:242-50.
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review.
Retrospective Review Required

Service is not a covered benefit

See Specific Plan Design
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Revision History:
04/01/2022 — Annual review with no changes to the indications or criteria.

04/01/2024 — Remove Bioimpedance derived physiologic cardiovascular analysis (CPT code 93701) from
prior authorization.
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Cardiac Procedures

Type of Policy: Medical

Prior Approval Date: 04/01/2024

Approval Date: 03/28/2025

Effective Date: 06/01/2025

Related Polices: Percutaneous Left Atrial

Appendage (LAA) Closure Devices

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

33418 - Transcatheter mitral valve repair, percutaneous approach, including transseptal
puncture when performed; initial prosthesis

33419- Transcatheter mitral valve repair, percutaneous approach, including transseptal
puncture when performed; additional prosthesis(es) during same session (List separately
in addition to code for primary procedure)

33477 - Transcatheter pulmonary valve implantation, percutaneous approach, including
pre-stenting of the valve delivery site, when performed

Experimental/Investigational Codes Subject to Retrospective Review
0569T — Transcatheter tricuspid valve repair, percutaneous approach; initial prosthesis
0570T - Transcatheter tricuspid valve repair, percutaneous approach; each additional

0613T Percutaneous transcatheter implantation of interatrial septal shunt device,
including right and left heart catheterization, intracardiac echocardiography, and
imaging guidance by the proceduralist, when performed

33542 (noncovered if used to report partial left ventriculectomy/Batista procedure)
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33548 - Surgical ventricular restoration procedure, includes prosthetic patch, when
performed (e.g., ventricular remodeling, SVR, SAVER, Dor procedures)

33999 Unlisted procedure, cardiac surgery

92972 - Percutaneous transluminal coronary lithotripsy
93799 Unlisted cardiovascular service or procedure
Common Diagnosis Codes

N/A

Common Procedure Codes

CPT Codes: 33140, 33141, 33510 33511, 33512, 33513, 33514, 33516, 33517, 33518,
33519, 33521, 33522, 33523, 33530, 33533, 33534, 33535, 33536, 33545, 77262, 77280,
77285, 77300, 77470, 92920, 92921, 92924, 92933, 92934, 92937, 92941, 92943, 92973,
92974, 92975, 92978, 92979, 93451, 93452, 93453, 93454, 93455, 93456, 93457, 93458,
93459, 93460, 93461, 93462, 93580, 93581, 93582

HCPCS Codes: GO166, C9600, C9601, C9602, C9603, C9604, C9605, C9606, C9607, C9608

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview

Catheter-based Intracoronary Brachytherapy has been approved by the FDA as a
technique to reduce re-stenosis following transluminal intracoronary angioplasty (PTCA),
primarily in those procedures with a stenosis occurring at the site of a prior stent
placement (i.e., "in-stent re-stenosis”). The FDA has approved a number of intracoronary
brachytherapy devices. This approval, however, limits the use of these devices to the
treatment of in-stent re-stenosis in native coronary arteries and vein grafts. Intra-
vascular brachytherapy requires the expertise of a multidisciplinary team that includes
an in-plan interventional cardiologist, an in-plan radiation oncologist, and an in-plan
radiation physicist.

External Counterpulsation (ECP) is a non-invasive outpatient procedure intended to
relieve angina pectoris by improving perfusion of areas of the heart deprived of
adequate blood supply. ECP involves sequential pneumatic compression of the legs that
is coordinated with cardiac contractions and is designed to increase aortic blood
pressure, improve venous blood return, and decrease after load on the left ventricle.
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The goal of ECP is to reduce the severity and frequency of angina pectoris. Customers
receive external counterpulsation for one or two 60-minute treatment sessions each day
(usually five days per week) for a total of 35 hours. Treatment should be completed
within two months of initiation of therapy.

Transmyocardial Laser Revascularization (TMLR) is a surgical technique which employs a
laser to bore holes through the myocardium in an attempt to restore perfusion to areas
of the heart not being adequately perfused by diseased or clogged coronaries for
palliation of intractable angina.

A transcatheter patent foramen ovale (PFO) occluder (e.g., Amplatzer™ PFO Occluder) is
a permanently implanted device designed to provide a non-surgical method for PFO
closure, blocking clots from passing from the right atrium to the left atrium. The
Amplatzer PFO Occluder is inserted through a catheter that is placed in a leg vein and
advanced to the heart. It is then implanted close to the hole in the heart between the
top right chamber (right atrium) and the top left chamber (left atrium). The PFO
Occluder is intended to reduce the risk of a stroke in patients who previously had a
stroke thought to be caused by a blood clot passing through a patent foramen ovale
and then traveled to the brain.

Angioplasty plus stent implantation is a common treatment for angina. Angioplasty
opens the partially blocked artery and the implanted stent keeps it open. Twenty
percent of treated patients have growth of tissue within the stent causing re-stenosis of
the artery.

Individuals with co-morbid conditions, such as diabetes, have a higher risk of in-stent
re-stenosis. After implantation, drug eluting stents allow a slow release of drug over a
period of 15-45 days that prevents proliferation of tissue within the stent and prevents
in-stent re-stenosis.

Transcatheter mitral valve repair using the MitraClip Mitral Valve Repair System (Abbott
Vascular Inc.) is for the repair of a damaged or leaking mitral valve (MV) in the heart.

Ventricular reduction surgery and surgical ventricular restoration are proposed
procedures to treat end-stage heart failure. Ventricular reduction surgery has also been
referred to as partial left ventriculectomy or the Batista procedure. Surgical ventricular
restoration (SVR) may also be referred to as ventricular remodeling, surgical anterior
ventricular endocardial restoration (SAVER), endoventricular circular patchplasty or the
Dor procedure. The efficacy of these procedures have not been established to prove
more beneficial than medical therapy or cardiac transplantation.

Transcatheter Tricuspid Valve Repair (TTVR) is a proposed method for repairing the
tricuspid valve using a less invasive method.

Documentation Requirements
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Documentation of the clinical severity of the customer’s coronary artery disease must be
submitted upon request. Documentation, as appropriate, should include but is not
limited to the following:

e clinical history of heart disease;
e medical therapies attempted and therapeutic results of such therapies;

e PTCA and/or drug eluting stents procedure indication/contraindications and clinical
pertinent documentation;

e exercise testing results;
e imaging study results; and
e general medical condition and life expectancy.

In the case of ECP, the medical record must document the customer’s inability to
undergo more traditional re-vascularization techniques (CABG, PTCA). External cardiac
assist, electronic electrocardiography (EECG), pulse oximetry, and plethymography
would be considered part of ECP.

Indications/Criteria

Indications for Catheter-based Intracoronary Brachytherapy

e Intracoronary vascular brachytherapy is indicated for the management of the status
post coronary stent placement patient who presents with symptoms of chest pains
attributable to in-stent restenosis.

Indications for External Counter Pulsation (ECP)

e Customers who have been diagnosed with disabling angina (Canadian
Cardiovascular Society Class Il or IV who, in the opinion of a cardiologist or
cardiothoracic surgeon, are not readily amenable to surgical intervention, such as
PTCA or cardiac bypass due to one of the following:

o their condition is inoperable, or they are at high-risk of operative complications
or post-operative failure;

o their coronary anatomy is not readily amenable to such procedures; or
o they have co-morbid states that create excessive risk.

Indications for Transmyocardial Laser Revascularization (TMLR)

e Customers who have been diagnosed with disabling intractable, (Canadian
Cardiovascular Society Class Ill or V) stable or unstable angina which has been found
refractory to standard medical therapy, including drug therapy at the maximum
tolerated or maximum safe dosages in a hospital inpatient setting. In addition, the
angina syndrome must be caused by areas of the heart not amenable to surgical
therapies such as PTCA, stenting, coronary atherectomy, or coronary bypass.
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o Coverage is further limited to those uses of the laser used in performing the
procedure which have been approved by the FDA for the purpose for which they are
being used.

e Customers must meet additional selection guidelines such as:
o ejection fraction > 25%;

o viable ischemic heart tissue as established by (unspecified) diagnostic study that
cannot be re-vascularized by direct coronary vascularization; and

o stable cardiovascular status with regard to severe ventricular arrhythmias;
decompensate congestive heart failure or acute myocardial infarction.

Indications for Drug Eluting Stents

Drug-eluting stents are indicated to improve luminal diameter in vessels and lesions in
accordance with the FDA approved package labeling instructions.

Indications for a Transcatheter Patent Ovale (PFO) Occluder (e.q., Amplatzer PFO
Occluder)

e is covered when all the following criteria are met:

o Customer is 18 to 60 years of age; and
o Customer has a patent foramen ovale (PFO); and

o Customer has had a cryptogenic stroke due to a presumed paradoxical
embolism, as determined by a neurologist and cardiologist following an
evaluation to exclude know causes of ischemic stroke.

Percutaneous transcatheter mitral valve repair (CPT: 33418, 33419) using an FDA
approved device (MitraClip) is considered medically necessary when:

e Symptomatic mitral regurgitation with both:

o Mitral regurgitation is 3+ or 4+ due to abnormality of the mitral apparatus;
and

o Not an operable candidate for open surgery, as judged by a heart team that
includes a cardiac surgeon experienced with mitral valve surgeries, and a
cardiologist that is experienced in mitral valve disease.

Transcatheter Pulmonary Valve (TPV)

TPV implantation with an FDA approved device (e.g., Harmony Transcatheter Pulmonary
Valve (TPV) System, Melody Transcatheter Pulmonary Valve, and Sapien S3 Valve) is
considered medically necessary when the following criteria are met:

e Dysfunctional right ventricular outflow tract (RVOT) tract (native, patched or
implanted conduit) with one of the following clinical indications for intervention:
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o Moderate or greater pulmonary regurgitation; or

o pulmonary stenosis with a mean RVOT gradient greater than or equal to 35
mm Hg.

Transcatheter valve replacement for other indications (e.g., degenerated bioprosthetic
valve [valve-in-valve implantation]) is considered experimental and investigational
because the effectiveness of this approach for these indications has not been
established.

Exclusions
Not meeting criteria under Indications/Criteria in this policy.

Catheter-based Intracoronary Brachytherapy

e Applications other than those listed in the indications/criteria section for
intracoronary brachytherapy are considered investigational, including, but not
limited to, the treatment of coronary stenoses unrelated to prior stent placement
and the treatment of stenoses of non-native coronary vessels and, as such, are
considered not medically necessary.

e Recent evidence of a myocardial infarction within three (3) days prior to
brachytherapy.

e History of prior radiotherapy to same arterial segment.

e Evidence of severe peripheral vascular disease.

e Child bearing potential.

e Left main coronary artery disease.

e Intraprocedural angiography shows evidence of thrombus, spasm or dissection;

e Use of radioactive stent for prevention of re-stenosis and treatment of de novo
lesions.

¢ Inability to maintain customer on antiplatelet and/or anticoagulant therapy.

External Counter Pulsation (ECP)

e Customer is a candidate for interventional procedures.

e Left main coronary artery disease.

e Cardiac catheterization within one to two weeks.

e Arrhythmia (e.g., atrial fibrillation, atrial flutter, ventricular tachycardia).

e Aortic insufficiency.

e Evidence of an abdominal aortic aneurysm or severe ileofemoral occlusive disease.

e Limiting peripheral vascular disease (PVD) and/or phlebitis.
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e Severe hypertension > 180/110 mm Hg.

e Bleeding diathesis or Coumadin therapy with an INR > 1.8.
e Pregnancy or possible pregnancy.

e There is insufficient evidence that customer will benefit from a second or subsequent
ECP procedure; therefore, the benefit is restricted to a single course of treatment.

e Canadian Cardiovascular Society Classification Il angina.
e Heart failure:
o NYHA Class lI/1ll stable heart failure symptoms with an ejection fraction of
< 30%; or
o NYHA Class IV.
e Cardiogenic shock.
e Acute myocardial infarction.

Transmyocardial Laser Revascularization (TMLR)

e Unstable angina.

e Recent myocardial infarct.

e Depressed left ventricular ejection fraction (<25%).
e Pre-existing arrhythmias, CHF, bleeding tendencies.

Drug Eluting Stents are not covered for the following:

e any indication not listed in the FDA approved package labeling instructions;

e use of multiple stents in quantities greater than that listed in the FDA approved
package labeling instructions, have not been evaluated clinically and therefore, are
considered not medically necessary; or

o the use of different types of stents in combination has not been clinically evaluated
and; therefore, are considered not medically necessary.

Intravascular Lithotripsy (IVL)

Intravascular Lithotripsy (IVL) System using the Coronary IVL Catheter (e.g., Shockwave
Medical) (CPT Code: 92972, C1761) for the treatment of coronary artery plaques is
considered experimental and investigational.

Ventricular Reduction Surgery

e Due to lack of efficacy in the peer reviewed literature, partial ventriculectomy,
also known as ventricular reduction, ventricular remodeling, heart volume
reduction surgery, or the Batista procedure (33542, 33999) is considered
investigational.
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e Due to lack of efficacy in the peer-reviewed literature, surgical ventricular
restoration (33548), also known as the Dor procedure, is
considered investigational for the treatment of ischemic dilated cardiomyopathy
or post infarction left ventricular aneurysm

Transcatheter Tricuspid Valve Procedures (0569T, 0570T)

Transcatheter Tricuspid Valve Procedures are considered experimental/investigational
because there is insufficient evidence is peer-reviewed medical literature regarding their
safety and effectiveness.

Medicare Variation

Transcatheter Tricuspid Valve Repair is covered for Medicare plans according to the
National Coverage Analysis Transcatheter Tricuspid Valve Replacement (TTVR) CAG-
00467N when performed under a CMS-approved Coverage with Evidence Development
(CED) study for the treatment of symptomatic tricuspid regurgitation meeting the
following criteria:

e Documented symptomatic tricuspid regurgitation that is graded severe; and
e Transcatheter tricuspid valve repair system is FDA-approved, and
e Customer remains symptomatic despite optimal medical therapy; and

e Customer is under the care of a heart team that has experience in the care and
treatment of tricuspid regurgitation, which at a minimum, includes the following
providers:

o a Cardiac Surgeon, and

o Interventional Cardiologist, and

o Heart failure cardiologist, and

o Electrophysiologist, and

o Multi-modality imaging specialist, and

o interventional echocardiographer.
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS in Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History

Cardiac Procedures

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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06/01/2021 — format updated; indications for the percutaneous LAA closure devices were moved into a new
medical policy call Percutaneous LAA closure devices.

12/01/2022 — added coverage for Percutaneous transcatheter mitral valve repair (CPT: 33418, 33419) using
an FDA approved device (MitraClip).

02/01/2024 — added coverage for Transcatheter Pulmonary Valve (TPV) (CPT 33477).

06/01/2024 —Moved exclusion for ventricular reduction surgery from archived policy into this policy and
added Intravascular Lithotripsy to exclusions as experimental and investigational.

06/01/2025 — Moved Transcatheter Tricuspid Valve Repair (TTVR 0569T, 0570T) moved from Investigational
BIM and moved to Cardiac Procedure due to Medicare opening coverage to CMS approved studies. E&I for
all other lines of business.
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Cell-Free Fetal DNA-Based Prenatal Screening for Fetal Aneuploidy

Type of Policy: Medical

Prior Approval Date: 08/01/2022
Approval Date: 08/05/2024
Effective Date: 10/01/2024

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A
Codes Requiring Retrospective Review

81422 - Fetal chromosomal microdeletion(s) genomic sequence analysis (eg, DiGeorge
syndrome, Cri-du-chat syndrome), circulating cell-free fetal DNA in maternal blood

81599- Unlisted multianalyte assay with algorithmic analysis

0060U - Twin zygosity, genomic targeted sequence analysis of chromosome 2, using
circulating cell-free fetal DNA in maternal blood

0327U - Fetal aneuploidy (trisomy 13, 18, and 21), DNA sequence analysis of selected
regions using maternal plasma, algorithm reported as a risk score for each trisomy,
includes sex reporting, if performed

Experimental/Investigational Review
Codes: 81422, 81599, 0060U, 0327U
Common Diagnosis Codes

N/A

Common Procedure Codes

81420, 81507

Cell-Free Fetal DNA-Based Prenatal Screening for Fetal Aneuploidy Page 1 0of 8
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Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Non-invasive prenatal testing involves analyzing cell-free DNA circulating in maternal
blood. It has been proposed to be an option for prenatal screening testing for trisomy
21 and a few other fetal chromosomal aneuploidies or abnormalities.

Sequencing-based trisomy tests are available but not limited to the following:
MaterniT21Plus™, MaterniT®, Harmony™, Panorama™, and Prequel™.

There are multiple options for non-invasive prenatal screening for fetal chromosomal
abnormalities. The non-invasive tests usually include measurement of maternal serum
markers, and many include fetal nuchal translucency. First-trimester screening involves
testing with both an ultrasound measuring fetal nuchal translucency and serum tests
performed on maternal blood. Second trimester screening includes serum screening
using triple or quadruple bio-marker screening and ultrasonography.

The current standard of care for the prenatal diagnosis of chromosomal abnormalities is
chorionic villus sampling or amniocentesis.

Indications/Criteria

Non-invasive prenatal testing using cell-free DNA circulating in maternal blood ((e.g.,
MaterniT21 PLUS, Harmony Prenatal Test, Panorama Prenatal Test) medically necessary
for testing for fetal aneuploidy (trisomy 13, 18 and 21) for pregnant customers of any
age with single or twin pregnancies but not higher multi-gestational pregnancies.

Exclusions

Cell-Free Fetal DNA testing to determine the sex of the baby or multiple gestation
testing is considered not to be a medically necessary service.

Non-invasive pre-natal testing using cell-free DNA circulating in maternal blood is not
indicated for persons seeking a definitive diagnosis.

Non-invasive pre-natal testing using cell-free DNA circulating in maternal blood is not
indicated for screening or detection of microdeletions or other chromosomal disorders
(e.g., other trisomy). Non-invasive pre-natal testing using cell-free DNA is considered
investigational because the safety and/or effectiveness cannot be established based on
review of available peer reviewed medical literature. (CPT code 81422)

Non-invasive pre-natal testing using cell-free DNA circulating in maternal blood for
screening or detection of fetal sex chromosome aneuploidies is considered

Cell-Free Fetal DNA-Based Prenatal Screening for Fetal Aneuploidy Page 2 of 8
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investigational because the safety and/or effectiveness cannot be established
based on review of available peer reviewed medical literature.

Single-gene disorder screening (e.g., Vistara (Natera)(PLU Code 0327U) is considered
investigational because the safety and/or effectiveness cannot be established based on
review of available peer reviewed medical literature.

Screening for twin zygosity (PLU Code 0060U) is considered investigational because the
safety and/or effectiveness cannot be established based on review of available peer
reviewed medical literature.
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO PQOS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP SmartFund MSA

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.

HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not
a guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract

and a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History

06/01/2021 — Annual review with no changes to the indications or criteria. Added to the exclusions use of
testing for gender determination.

11/01/2021 — Updated coverage criteria for Medicaid Managed Care Plans which was expanded to include
pregnant customers aged 30 and older including twin pregnancies.

07/01/2022 — Updated coverage criteria for Medicaid Managed Care Plans (including HARP) to remove
the age requirement and risk criteria.

08/01/2024 — Removed 81420 and 81507 from prior authorization or retrospective review. Added
coverage to cell free DNA based prenatal screening for fetal aneuploidy. Added exclusions for screening
single gene disorders and twin zygosity. References reviewed and updated.

10/01/2024 —completed formal review of fast-tracked changes effective 08/01/24
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Children’s Family Treatment and Support Services (CFTSS)

Type of Policy: Behavioral Health
Prior Approval Date: 10/06/2022
Approval Date: 11/04/2024
Effective Date: 02/01/2025

Home and Community Based Services — Pediatric
Home and Community Based Services - Adult
Personalized Recovery Oriented Services (PROS)
Assertive Community Treatment (ACT)

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Procedure Codes

Service Rate Procedure Code
Code / Modifier
Other Licensed Practitioner (OLP) 7900 90791 EP
7901 H0004 EP
H0004 HR
H0004 HS
7981 H0004 U1 UA
7982 HO0004 U1 UB
Children’s Family Treatment and Support Services Page 1 of 23
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7902 [ H2011 EP ET
7903 [ H2011 EP GT
7904 | 90882 EP TS
7905 | HO004 HQ EP
7920 | 90791 EO SC
HO0004 SC
HO0004 HR SC
H0004 HS SC
7927 [ HO004 EQ HQ SC
Community Psychiatric Support and Treatment (CPST) 7911 H0036 EP
7912 [ HO036 EP HQ
7921 H0036 EP SC
7928 [ HO036 EP HQ SC
Psychosocial Rehabilitation (PSR) 7913 H2017 EP
7914 H2017 EP HQ
7922 | H2017 EP SC
7929 [ H2017 EP HQ SC
Family Peer Supports (FPS) 7915 H0038 EP UK
7916 [ HO038 EP UK HQ
7923 [ HO038 EP UK SC
7930 [ HO038 EP HQ SC
UK
Your Peer Supports (FPS) 7917 H0038 EP
7918 | HO038 EP HQ
7923 | HO038 EP SC
7930 | HO038 EP HQ SC
Crisis Intervention (Cl) 7906 H2011 EP HO
e Mobile Crisis 7907 | H2011 EP HT
e Mobile Follow-up Services 7908 | H2011 EP
e Telephonic Follow-up Services 7909 [ S9484 EP
7910 [ S9485 EP
7936 [ S9484 EP HO
7937 | S9485 EP HO
7938 [ H2011 TS HO
7939 [ H2011 TS HM HA
7940 [ H2011 TS HT
7941 H2011 TS HO GT
7942 | H2011 TS HM GT

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring

prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has

been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are

Children’s Family Treatment and Support Services
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subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview:

Children and Family Treatment and Support Services (CFTSS) are behavioral health
services that provide kids and teens with mental health and/or substance use resources.
Services are provided at home and in the community, based on where children and
families are most comfortable. CFTSS empower children, teens, and their families to
improve their overall quality of life by focusing on their mental health and well-being.
These services help guide families to make informed decisions about their care. CFTSS
are also intended to prevent the need for emergency room visits, hospital stays, or out
of home placements.

MVP provides coverage of CFTSS to kids and teens under the age of twenty-one (21)
who are enrolled in an MVP Medicaid Managed Care Plan. Services are covered with any
designated CFTSS provider regardless of their participation in the MVP Network. These
services include Other Licensed Practitioner (OLP), Crisis Intervention (Cl), Community
Psychiatric Supports and Treatment (CPST), Psychosocial Rehabilitation (PSR), Family
Peer Support (FPS), and Youth Peer Support (YSP).

Other Licensed Practitioner (OLP): OLP service is delivered by a Non-physician
licensed behavioral health practitioner (NP-LBHP) who is licensed in the state of New
York operating within the scope of practice defined in State law and in any setting
permissible under State practice law. OLP does not require a DSM diagnosis in order for
the service to be delivered. NP-LBHPs include individuals licensed and able to practice
independently as a:

Licensed Psychoanalyst;
Licensed Clinical Social Worker (LCSW);
Licensed Marriage & Family Therapist (LMFT);

Licensed Mental Health Counselor (LMHC); or

Licensed Creative Arts Therapist (LCAT)

An NP-LBHP also includes the following individuals who are licensed under supervision
or direction of a licensed Clinical Social Worker (LCSW), a Licensed Psychologist, or a
Psychiatrist (MD/DO):

e Licensed Master Social Worker (LMSW)

In addition to licensure, service providers that offer addiction services must demonstrate
competency as defined by state law and regulations. Any practitioner above must
operate within a child serving agency that is licensed, certified, designated and/or
approved by OCFS, OMH, OASAS OR DOH or its designee, in settings permissible by
that designation.
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Please refer to the “Children’s Health and Behavioral Health Services Transformation-
Medicaid State Plan Provider Manual for Children’s BH Early and Periodic Screening and
Diagnostic Treatment (EPSDT) Services” for additional information regarding this service.
This service is available for children from birth to 21 years of age.

Admission to OLP:
Criteria 1 or 2 must be met:

The child/youth is being assessed by the NP-LBHP to determine the need for treatment.
The NP-LBHP develops a treatment plan for goals and activities necessary to correct or
ameliorate conditions discovered during the initial assessment visits that:

1. Corrects or ameliorates conditions that are found through an EPSDT screening;
OR

2. Addresses the prevention, diagnosis, and/or treatment of health impairments; the
ability to achieve age-appropriate growth and development, and the ability to
attain, maintain, or regain functional capacity.

Continued Stay:
Criteria1OR 2 and 3,4, 5, 6:

1. The child/youth is making some progress but has not fully reached established
service goals and there is expectation that if the child/youth continues to
improve, then the service continues OR

2. Continuation of the service is needed to prevent the loss of functional skills
already achieved AND

3. The child/youth continues to meet admission criteria AND

4. The child/youth and/or family/caregiver(s) continue to be engaged in services
AND

5. An alternative service(s) would not meet the child/youth needs AND

6. The treatment plan has been appropriately updated to establish or modify
ongoing goals.

Discharge:
Any one of criteria 1-6 must be met:
1. The child/youth no longer meets continued stay criteria OR

2. The child/youth has successfully reached individual/family established service
goals for discharge; OR

3. The child/youth or parent/caregiver(s) withdraws consent for services; OR
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4. The child/youth is not making progress on established service goals, nor is there
expectation of any progress with continued provision of services; OR

5. The child/youth is no longer engaged in the service, despite multiple attempts on
the part of the provider to apply reasonable engagement strategies; OR

6. The child/youth and/or family/caregiver(s) no longer needs OLP as he/she is
obtaining a comparable benefit through other services and resources.

OLP Limits/Exclusions:

« Group limit refers to number of child/youth participants, regardless of payor. Groups
should not exceed 8 children/youth.

« Consideration may be given to smaller limit of customers if participants are younger
than 8 years of age. Consideration should be given to group size when collaterals are
included.

« Consideration for group limits, or, the inclusion of an additional group
clinician/facilitator, should be based on, but not limited to: the purpose/nature of the
group, the clinical characteristics of the participants, age of participants, developmental
level and severity of needs of the participants, inclusion of collaterals in group; as well as
the experience and skill of the group clinician/facilitator

« Inpatient hospital facilities are allowed for licensed professional other than social
workers if a Preadmission Screening and Resident Review (PASRR) indicate it is medically
necessary treatment. Social worker visits are included in the Nursing Facility Visit and
may not be billed separately.

« Visits to Intermediate Care Facilities for individuals with Mental Retardation (ICF-MR)
are not covered as they are under the scope of the Office for People With
Developmental Disabilities OPWDD

* All NP-LBHP services provided while the person is a resident of an institution for
Mental Disease, such a free-standing psychiatric hospital or psychiatric residential
treatment facility, are part of the institutional service and not otherwise reimbursable by
Medicaid.

« If a child requires medically necessary services that are best delivered in the school
setting by a community provider the service needs to be detailed on the treatment plan.

« If a child needs assistance in the schools (educationally necessary) and a school
employee will be providing the service, the service must be on the child’s Individualized
Education Plan (IEP) (504 plan services are not reimbursable by Medicaid).

« Evidence based practices (EBP) require approval, designations, and fidelity reviews on
an ongoing basis as determined necessary by New York State. Treatment services must
be a part of a treatment plan including goals and activities necessary to correct or
ameliorate conditions discovered during the initial assessment visits.
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Crisis Intervention (Cl):

Crisis Intervention (Cl) Services are provided to children/youth who are identified as
experiencing an acute psychological/emotional change which results in a marked
increase in personal distress, and which exceeds the abilities and the resources of those
involved (e.g. collateral, provider, community member) to effectively resolve any
imminent concern. A child/youth in crisis may be referred by a family member or other
collateral contact who has knowledge of the child/youth’s capabilities and functioning.

The goals of Cl are engagement, symptom reduction, stabilization, and restoring
individuals to a previous level of functioning or developing the coping mechanisms to
minimize or prevent the crisis in the future.

Please refer to “Medicaid State Plan Children and Family Support and Treatment
Services Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic
Treatment (EPSDT) Services” for additional information regarding this service. This
service is available for children from birth to 21 years of age.

As of May 1, 2024, Crisis Intervention rates and billing guidance has been consolidated
with Mobile Crisis to further support greater flexibility and access across the lifespan. For
rates and billing for Crisis Intervention, visit Medicaid Managed Care (ny.gov). For
information specific to this change see Mobile Crisis and Crisis Residence Authority and
Reimbursement Changes memo, State Plan Amendment Updates to Mobile Crisis
Services memo and State Plan Amendment Updates for Crisis Residence Reimbursement
Standards memao.

Admission to Crisis Intervention
All criteria must be met:

1. The child/youth experiencing acute psychological/emotional change which
results in a marked increase in personal distress, and which exceeds the abilities
and the resources of those involved (e.g. collateral, provider, community
member) to effectively resolve it; AND

2. The child/youth demonstrates at least one of the following:

a. Suicidal/assaultive/destructive ideas, threats, plans or actions that
represent a risk to self or others; or

b. Impairment in mood/thought/behavior disruptive to home, school, or the
community or

c. Behavior escalating to the extent that a higher intensity of services will
likely be required; AND

3. The intervention is necessary to further evaluate, resolve, and/or stabilize the
child/youth; AND
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4. The services are recommended by the following Licensed practitioners of the
Healing Arts operating within the scope of their practice under State License:

a.
b. Other treating Physician
C.
d

~h o

> @

J-

k.

Psychiatrist

Licensed Psychoanalyst

. Registered Professional Nurse

Nurse Practitioner

Clinical Nurse Specialist

Licensed Clinical Social Worker
Licensed Marriage and Family Therapist
Addictionologist/Addiction Specialist
Physician Assistant

Licensed Master Social Worker (LMSW)

Licensed Mental Health Counselor or

m. Licensed Psychologist

Discharge

Any one of criteria 1-or 2 must be met:

n.

The child/youth no longer meets admission criteria (demonstrates
symptom reduction, stabilization, and restoration, or developing the
coping mechanisms to pre-crisis levels of functioning) and/or meets
criteria for another level of care, either more or less intensive; OR

o. The child/youth or parent/caregiver(s) withdraws consent for services

Limits/Exclusions:

e Within the 72-hour timeframe of a crisis, de-escalation techniques are utilized in

an attempt to calm the child; information is gathered from the child, family,
and/or other collateral supports on what may have triggered the crisis;
information is gathered on the child’s history; review of medications occurs, as

appropriate, and a crisis plan is developed with the child/family. Warm handoff to

providers of needed services should also be occurring following these
expectations.

e The following activities are excluded: financial management, supportive housing,

supportive employment services, and basic skill acquisition services that are
habilitative in nature.
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e Services may not be primarily educational, vocational, recreational, or custodial
(i.e., for the purpose of assisting in the activities of daily living such as bathing,
dressing, eating, and maintaining personal hygiene and safety; for maintaining
the recipient’s or anyone else’s safety, and could be provided by persons without
professional skills or training). Services also do not include services, supplies or
procedures performed in a nonconventional setting including: resorts, spas,
therapeutic programs, and camps. Once the current crisis episode and follow up
exceeds 72 hours, then it shall be considered a new crisis intervention episode or
will be transferred to a longer-term service for rehabilitation skill building such as
CPST. An episode is defined as starting with the initial face to face contact with
the child.

e The child/youth’s chart must reflect resolution of the crisis which marks the end
of the episode. Warm handoff to follow up services with a developed plan should
follow. Substance Use should be recognized and addressed in an integrated
fashion as it may add to the risk and increase the need for engagement in care.
Crisis services cannot be denied based upon substance use. Crisis Team members
should be trained on screening for substance use disorders.

Community Psychiatric Supports and Treatment (CPST):

CPST services are goal-directed supports and solution-focused interventions
intended to address challenges associated with a behavioral health need and to
achieve identified goals or objectives as set forth in the child/youth’s treatment
plan. This includes the implementation of interventions using evidenced-based
techniques, drawn from cognitive-behavioral therapy and/or other evidenced-
based psychotherapeutic interventions approved by New York State. CPST
includes the following components: Rehabilitative Psychoeducation, Intensive
Interventions, Strengths Based Treatment Planning, Rehabilitative Supports, Crisis
Avoidance, and Intermediate Term Crisis Management.

CPST is designed to provide community-based services to children and families
who may have difficulty engaging in formal office settings but can benefit from
community based rehabilitative services. CPST allows for delivery of services
within a variety of permissible settings including community locations where the
customer lives, works, attends school, engages in services (e.g. provider office
sites), and/or socializes.

Please refer to "Medicaid State Plan Children and Family Support and Treatment
Services Provider Manual for Children’s BH Early and Periodic Screening and
Diagnostic Treatment (EPSDT) Services” for additional information regarding this
service. This service is available for children from birth to 21 years of age.

Admission to Community Psychiatric Supports and Treatment

All criteria must be met:
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1. The child/youth has a behavioral health diagnosis that demonstrates
symptoms consistent or corresponding with the DSM OR the child/youth is at
risk of development of a behavioral health diagnosis; AND

2. The child/youth is expected to achieve skill restoration in one of the following

areas:

a.

o

-~ o a o

participation in community activities and/or positive peer support
networks

personal relationships;

personal safety and/or self-regulation
independence/productivity;

daily living skills

symptom management

coping strategies and effective functioning in the home, school, social
or work environment; AND

3. The child/youth is likely to benefit from and respond to the service to prevent
the onset or the worsening of symptoms, AND

4. The services are recommended by the following Licensed Practitioners of the
Healing Arts operating within the scope of their practice under State License:

a.
b.

C
d.

h 0

S

J-

k.

Continued Stay

Licensed Master Social Worker
Licensed Clinical Social Worker
Licensed Mental Health Counselor
Licensed Creative Arts Therapist
Licensed Marriage and Family Therapist
Licensed Psychoanalyst

Licensed Psychologist

Physician Assistant
Psychiatrist

Another treating Physician
Registered Professional Nurse or

Nurse Practitioner

All criteria must be met;

1. The child/youth continues to meet admission criteria; AND
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2. The child/youth shows evidence of engagement toward resolution of symptoms
but has not fully reached established service goals and there is expectation that if
the service continues, the child/youth will continue to improve; AND

3. The child/youth does not require an alternative and/or higher, more intensive
level of care or treatment; AND

4. The child/youth is at risk of losing skills gained if the service is not continued;
AND

5. Treatment planning includes family/caregiver(s) and/or other support systems,
unless not clinically indicated or relevant
Discharge

Any one of criteria 1-6 must be met:

1. The child/youth no longer meets admission criteria and/or meets criteria for
another level of care, either more or less intensive; OR

2. The child/youth has successfully met the specific goals outlined in the treatment
plan for discharge; OR

3. The child/youth or parent/caregiver(s) withdraws consent for services; OR

4. The child/youth is not making progress on established service goals, nor is there
expectation of any progress with continued provision of services; OR

5. The child/youth is no longer engaged in the service, despite multiple attempts on
the part of the provider to apply reasonable engagement strategies; OR

Limits/Exclusions:

The provider agency will assess the child prior to developing a treatment plan for the
child.

e Treatment services must be part of the treatment plan including goals and
activities necessary to correct or ameliorate conditions discovered during the initial
assessment visits.

e A child with a developmental disability diagnosis without a co-occurring behavioral
health condition is ineligible to receive this rehabilitative service.

e Group face-to-face may be delivered under Rehabilitative Supports and
Rehabilitative Psychoeducation

e Group limit refers to number of child/youth participants, regardless of payor.
Groups cannot exceed 8 children/youth.

e Consideration should be given to smaller limit of customers if participants are
younger than 8 years of age. Consideration should be given to group size when
family/collaterals are included.
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e Consideration for group limits, or, the inclusion of an additional group
clinician/facilitator, should be based on, but not limited to: the purpose/nature of the
group, the clinical characteristics of the participants, age of participants,
developmental level and severity of needs of the participants, inclusion of
family/collaterals in group; as well as the experience and skill of the group
clinician/facilitator

e Evidence-Based Practices (EBP) require prior approval, designations, and fidelity
reviews on an ongoing basis as determined necessary by New York State. The
Institute of Medicine (IOM) defines "evidence-based practice" as a combination of
the following three factors: (1) best research evidence, (2) best clinical experience,
and (3) consistent with patient values (IOM, 2001).1 o Implemented interventions
using evidence-based techniques may ameliorate targeted symptoms and/or recover
the person’s capacity to cope with or prevent symptom manifestation.

Psychosocial Rehabilitation (PSR):

Psychosocial Rehabilitation Services (PSR) are designed for children/youth and their
families/caregivers to assist with implementing interventions outlined in the treatment
plan to compensate for or eliminate functional deficits and interpersonal and/or
behavioral health barriers associated with a child/youth’s behavioral health needs. The
intent of PSR is to restore, rehabilitate, and support a child/youth’s functional level as
possible and as necessary for the integration of the child/youth as an active and
productive member of their community and family with minimal ongoing professional
interventions. Activities included must be intended to achieve the identified goals or
objectives as set forth in the child/youth’s individualized treatment plan. Please refer to
“Children’s Health and Behavioral Health Services Transformation-Medicaid State Plan
Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic
Treatment (EPSDT) Services” for additional information regarding this service. This
service is available for children from birth to 21 years of age.

Admission to Psychosocial Rehabilitation
All criteria must be met:

1. The child/youth has a behavioral health diagnosis that demonstrates symptoms
consistent or corresponding with the DSM; AND

2. The child/youth is likely to benefit from and respond to the service to prevent the
onset or the worsening of symptoms; AND

3. The service is needed to meet rehabilitative goals by restoring, rehabilitating,
and/or supporting a child/youth’s functional level to facilitate integration of the
child/youth as participant of their community and family AND

4. The services are recommended by the following Licensed Practitioners of the
Healing Arts operating within the scope of their practice under State License:
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» Licensed Master Social Worker

* Licensed Clinical Social Worker

» Licensed Mental Health Counselor
* Licensed Creative Arts Therapist

» Licensed Marriage and Family Therapist
* Licensed Psychoanalyst

* Licensed Psychologist

* Physician’s Assistant

* Psychiatrist

* Another treating Physician

* Registered Professional Nurse or

* Nurse Practitioner

Continued Stay:

All criteria must be met:

1.
2.

The child/youth continues to meet admission criteria; AND

The child/youth shows evidence of engagement toward resolution of symptoms
but has not fully reached established service goals and there is expectation that if
the service continues, the child/youth will continue to improve; AND

The child/youth does not require an alternative and/or higher, more intensive
level of care or treatment; AND

The child/youth is at risk of losing skills gained if the service is not continued;
AND

Treatment planning includes family/caregiver(s) and/or other support systems,
unless not clinically indicated or relevant.

Discharge:

Any one of criteria 1-6 must be met:

1.

The child/youth no longer meets admission criteria and/or meets criteria for
another level of care, either more or less intensive; OR

The child/youth has successfully met the specific goals outlined in the treatment
plan for discharge; OR

The child/youth or parent/caregiver(s) withdraws consent for services; OR
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4. The child/youth is not making progress on established service goals, nor is there
expectation of any progress with continued provision of services; OR

5. The child/youth is no longer engaged in the service, despite multiple attempts on
the part of the provider to apply reasonable engagement strategies; OR

6. The child/youth and/or family/caregiver(s) no longer needs this service as he/she
is obtaining a similar benefit through other services and resources.

PSR Limits/Exclusions:
Limits/Exclusions:

« The provider agency will assess the child prior to developing a treatment plan for the
child. A licensed CPST practitioner or OLP must develop the treatment plan, with the
PSR worker implementing the intervention identified on the treatment plan.

* A child with a developmental disability diagnosis without a co-occurring behavioral
health condition is ineligible to receive this rehabilitative service.

« Group limit refers to number of child/youth participants, regardless of payor. Groups
cannot exceed 8 children/youth. Ratio of facilitator to participants should be 1:4.

« Consideration for group limits, or, the inclusion of an additional group
clinician/facilitator, should be based on, but not limited to: the purpose/nature of the
group, the clinical characteristics of the participants, age of participants, developmental
level and severity of needs of the participants, inclusion of collaterals in group; as well as
the experience and skill of the group clinician/facilitator

« Treatment services must be a part of a treatment plan including goals and activities
necessary to correct or ameliorate conditions discovered during the initial assessment
visits.

Family Peer Support Services (FPSS):

Family Peer Support Services (FPSS) are an array of formal and informal activities and
supports provided to families caring for/raising a child who is experiencing social,
emotional, medical, developmental, substance use, and/or behavioral challenges in their
home, school, placement, and/or community. FPSS provide a structured, strength-based
relationship between a Family Peer Advocate (FPA) and the parent/family
member/caregiver for the benefit of the child/youth.

The service is needed to allow the child the best opportunity to remain in the
community. Activities included must be intended to achieve the identified goals or
objectives as set forth in the child/youth’s treatment plan.

This service is needed to achieve specific outcome(s), such as: strengthening the family
unit, building skills within the family for the benefit of the child, promoting
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empowerment within the family, and strengthening overall supports in the child’s
environment.

Please refer to "Children’s Health and Behavioral Health Services Transformation-
Medicaid State Plan Provider Manual for Children’s BH Early and Periodic Screening and
Diagnostic Treatment (EPSDT) Services” for additional information regarding this service.
This service is available for children from birth to 21 years of age.

Admission to Family Peer Support Services

Criteria 1 OR 2, AND 3 AND 4 AND 5 must be met:

1.

The child/youth has a behavioral health diagnosis that demonstrates symptoms
consistent or corresponding with the DSM OR

The child/youth displays demonstrated evidence of skill(s) lost or undeveloped as
a result of the impact of their physical health diagnosis; AND

The child/youth is likely to benefit from and respond to the service to prevent the
onset or the worsening of symptoms; AND

The child/youth’s family is available, receptive to and demonstrates need for
improvement in the following areas such as but not limited to:

a. strengthening the family unit

b. building skills within the family for the benefit of the child

c. promoting empowerment within the family

d. strengthening overall supports in the child’'s environment; AND

The services are recommended by the following Licensed Practitioners of the
Healing Arts operating within the scope of their practice under State License:

« Licensed Master Social Worker

» Licensed Clinical Social Worker

« Licensed Mental Health Counselor

* Licensed Creative Arts Therapist

« Licensed Marriage and Family Therapist
* Licensed Psychoanalyst

« Licensed Psychologist

* Physician’s Assistant

* Psychiatrist

* Another treating Physician

* Registered Professional Nurse or
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* Nurse Practitioner

Continued Stay:

All criteria must be met;

1.

The child/youth continues to meet admission criteria; AND

2. The child/youth is making progress but has not fully reached established service
goals and there is a reasonable expectation that continued services will increase
the Child/youth meeting services goals; AND

3. Family/caregiver(s) participation in treatment is adequate to meaningfully
contribute to the child/youth’s progress in achieving service goals; AND

4. Additional psychoeducation or training to assist the family/caregiver
understanding the child’s progress and treatment or to care for the child would
contribute to the child/youth’s progress; AND

5. The child/youth does not require an alternative and/or higher, more intensive
level of care or treatment; AND

6. The child/youth is at risk of losing skills gained if the service is not continued;
AND

7. Treatment planning includes family/caregiver(s) and/or other support systems,
unless not clinically indicated or relevant.

Discharge

Any one of criteria 1-6 must be met:

1.
2.

The child/youth and/or family no longer meets admission criteria OR

The child/youth has successfully met the specific goals outlined in the treatment
plan for discharge; OR

The family withdraws consent for services; OR

The child/youth and/or family is not making progress on established service
goals, nor is there expectation of any progress with continued provision of
services; OR

The child/youth and/or family is no longer engaged in the service, despite
multiple attempts on the part of the provider to apply reasonable engagement
strategies; OR

The family/caregiver(s) no longer needs this service as they are obtaining a
similar benefit through other services and resources.

FPSS Limits/Exclusions

Limits/Exclusions:

Children’s Family Treatment and Support Services Page 15 of 23

Page 272 of 1439



« The provider agency will assess the child prior to developing the treatment plan for the
child.

« Treatment services must be part of the treatment plan including goals and activities
necessary to correct or ameliorate conditions discovered during the initial assessment
visits.

« A child with a developmental disability diagnosis without a co-occurring behavioral
health condition is ineligible to receive this rehabilitative service.

* A group cannot exceed more than 12 individuals in total.
Medicaid family support programs will not reimburse for the following:
* 12-step programs run by peers.

* General outreach and education including participation in health fairs, and other
activities designed to increase the number of individuals served or the number of
services received by individuals accessing services; community education services, such
as health presentations to community groups, PTAs, etc.

« Contacts that are not medically necessary.
« Time spent doing, attending, or participating in recreational activities.

« Services provided to teach academic subjects or as a substitute for educational
personnel such as, but not limited to, a teacher, teacher's aide, or an academic tutor.

« Time spent attending school (e.g., during a day treatment program).

« Habilitative services for the beneficiary (child) to acquire self-help, socialization, and
adaptive skills necessary to reside successfully in community settings.

« Child Care services or services provided as a substitute for the parent or other
individuals responsible for providing care and supervision.

* Respite care.

« Transportation for the beneficiary or family. Services provided in the car are considered
transportation and time may not be billed under rehabilitation.

« Services not identified on the beneficiary's authorized treatment plan.

« Services not in compliance with the service manual and not in compliance with State
Medicaid standards.

« Services provided to children, spouse, parents, or siblings of the eligible beneficiary
under treatment or others in the eligible beneficiary’s life to address problems not
directly related to the eligible beneficiary’s issues and not listed on the eligible
beneficiary’s treatment plan.
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* Any intervention or contact not documented or consistent with the approved
treatment/recovery plan goals, objectives, and approved services will not be reimbursed.

Youth Peer Support (YPS):

Youth Peer Support (YPS) services are formal and informal services and supports
provided to youth, who are experiencing social, medical, emotional, developmental,
substance use, and/or behavioral challenges in their home, school, placement, and/or
community centered services. These services provide the training and support necessary
to ensure engagement and active participation of the youth in the treatment planning
process and with the ongoing implementation and reinforcement of skills.

Youth Peer Support activities must be intended to develop and achieve the identified
goals and/or objectives as set forth in the youth's individualized treatment plan.

The structured, scheduled activities provided by this service emphasize the opportunity
for the youth to expand the skills and strategies necessary to move forward in meeting
their personal, individualized life goals, develop self-advocacy skills, and to support their
transition into adulthood.

Please refer to “Children’s Health and Behavioral Health Services Transformation-
Medicaid State Plan Provider Manual for Children’s BH Early and Periodic Screening and
Diagnostic Treatment (EPSDT) Services” for additional information regarding this service.
This service is available for children from birth to 21 years of age.

Admission to Youth Peer Support
Criteria 1 OR 2, AND 3, 4, 5, 6 must be met:

1. The youth has a behavioral health diagnosis that demonstrates symptoms
consistent or corresponding with the DSM; OR

2. The youth displays demonstrated evidence of skill(s) lost or undeveloped as a
result of the impact of their physical health diagnosis; AND

3. The youth requires involvement of a Youth Peer Advocate to implement the
intervention(s) outlined in the treatment plan, AND

4. The youth demonstrates a need for improvement in the following areas such as
but not limited to:

a. enhancing youth's abilities to effectively manage comprehensive health
needs

b. maintaining recovery
strengthening resiliency, self-advocacy

d. self-efficacy and empowerment
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e. developing competency to utilize resources and supports in the
community

f. transition into adulthood or participate in treatment; AND

The youth is involved in the admission process and helps determine service goals;
AND

The youth is available and receptive to receiving this service; AND

The services are recommended by the following Licensed Practitioners of the
Healing Arts operating within the scope of their practice under State License:

* Licensed Master Social Worker

* Licensed Clinical Social Worker

* Licensed Mental Health Counselor

« Licensed Creative Arts Therapist

* Licensed Marriage and Family Therapist

* Licensed Psychoanalyst

* Licensed Psychologist

* Physician’s Assistant

* Psychiatrist

* Another treating Physician

* Registered Professional Nurse or

* Nurse Practitioner

Continued Stay:

All criteria must be met:

1.
2.

The youth continues to meet admission criteria; AND

The youth shows evidence of engagement toward resolution of symptoms but
has not fully reached established service goals and there is expectation that if the
service continues, the youth will continue to improve; AND

The youth does not require an alternative and/or higher, more intensive level of
care or treatment; AND

The youth is at risk of losing skills gained if the service is not continued.; AND

Treatment planning includes family/caregiver(s) and/or other support systems,
unless not clinically indicated.

Discharge:
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Any of criteria 1-6 must be met:
1. The youth no longer meets admission criteria; OR

2. The youth has successfully met the specific goals outlined in the treatment plan
for discharge; OR

3. The youth or parent/caregiver withdraws consent for services; OR

4. The youth is not making progress on established service goals, nor is there
expectation of any progress with continued provision of services; OR

5. The youth is no longer engaged in the service, despite multiple attempts on the
part of the provider to apply reasonable engagement strategies; OR

6. The youth no longer needs this service as they are obtaining a similar benefit
through other services and resources.

YPS Limits/ Exclusions
Limits/Exclusions:

« The provider agency will assess the child prior to developing the treatment plan for the
child.

« Treatment services must be part of the treatment plan including goals and activities
necessary to correct or ameliorate conditions discovered during the initial assessment
visits.

« A youth with a developmental disability diagnosis without a co-occurring behavioral
health condition is ineligible to receive this rehabilitative service.

o Group limit refers to number of child/youth participants, regardless of payor. Groups
cannot exceed 8 children/youth.

o Consideration for group limits, or, the inclusion of an additional group
clinician/facilitator, should be based on, but not limited to: the purpose/nature of the
group, the clinical characteristics of the participants, age of participants, developmental
level and severity of needs of the participants, inclusion of collaterals in group; as well as
the experience and skill of the group clinician/facilitator.

Medicaid family support programs will not reimburse for the following:
« 12-step programs run by peers.

« General outreach and education including participation in health fairs, and other
activities designed to increase the number of individuals served or the number of
services received by individuals accessing services; community education services, such
as health presentations to community groups, PTAs, etc.

» Contacts that are not medically necessary.
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« Time spent doing, attending, or participating in recreational activities.

« Services provided to teach academic subjects or as a substitute for educational
personnel such as, but not limited to, a teacher, teacher's aide, or an academic tutor.

« Time spent attending school (e.g., during a day treatment program).

« Habilitative services for the beneficiary (child) to acquire self-help, socialization, and
adaptive skills necessary to reside successfully in community settings.

« Child Care services or services provided as a substitute for the parent or other
individuals responsible for providing care and supervision.

* Respite care.
« Transportation for the beneficiary or family.
» Services not identified on the beneficiary's authorized treatment plan.

« Services not in compliance with the service manual and not in compliance with State
Medicaid standards.

« Services provided to children, spouse, parents, or siblings of the eligible beneficiary
under treatment or others in the eligible beneficiary’s life to address problems not
directly related to the eligible beneficiary’s issues and not listed on the eligible
beneficiary's treatment plan.

 Any intervention or contact not documented or consistent with the approved
treatment/recovery plan goals, objectives, and approved services will not be reimbursed.

State Assurances

The state assures that rehabilitative services do not include and FFP is not available for
any of the following in accordance with section 1905(a0(13) of the Act.

* Educational, vocational and job training services;

* Room and board

« Habilitation services

« Services to inmates in public institutions as defined in 42 CFR 435.1010;

« Services to individuals residing in institutions for mental disease as described in 42 CFR
435.1010

» Recreational and social activities

» Services that must be covered elsewhere in the state Medicaid plan

References (Updated 2024)

1. New York State Department of Health — New York State Medicaid Update —
December 2018 Volume 34 — Number 12 — Children’'s Medicaid Health and
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Behavioral Health System Transformation. Available: New York State Medicaid
Update - December 2018 Volume 34 - Number 12 (ny.gov).

2. New York State Department of Health Children’s Behavioral Health Child and Family
Treatment and Support Services website: Children and Family Treatment and
Support Services (ny.gov)

3. New York State Department of Health Children and Family Treatment and Support
Services Provider Manual for EPSDT Services updated June 2022 (PDF) Available:
CFTSS Manual Updated June 2022 (ny.gov).
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https://www.health.ny.gov/health_care/medicaid/program/update/2018/2018-12.htm#child
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https://www.health.ny.gov/health_care/medicaid/redesign/behavioral_health/children/proposed_spa.htm
https://www.health.ny.gov/health_care/medicaid/redesign/behavioral_health/children/proposed_spa.htm
https://www.health.ny.gov/health_care/medicaid/redesign/behavioral_health/children/docs/updated_spa_manual.pdf

Customer Product

Management Requirements*

New York Products

HMO Not A Covered Benefit
PPO in Plan Not A Covered Benefit
PPO OOP Not A Covered Benefit
POS in Plan Not A Covered Benefit
POS OOP Not A Covered Benefit

Essential Plan

Not A Covered Benefit

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Not a Covered Benefit

MVP Medicare Complete Wellness

Not A Covered Benefit

MVP Medicare Secure HMO POS

Not A Covered Benefit

MVP Medicare Secure Plus HMO POS

Not A Covered Benefit

MVP Medicare WellSelect PPO

Not A Covered Benefit

MVP Medicare WellSelect Plus PPO

Not A Covered Benefit

MVP Medicare Patriot Plan PPO

Not a Covered Benefit

MVP DualAccess D-SNP HMO

Not A Covered Benefit

MVP DualAccess Complete D-SNP HMO

Not A Covered Benefit

MVP DualAccess Plus D-SNP HMO

Not A Covered Benefit

UVM Health Advantage Select PPO

Not A Covered Benefit

USA Care

Not A Covered Benefit

Healthy NY

Not A Covered Benefit

MVP Premier

Not A Covered Benefit

MVP Premier Plus

Not A Covered Benefit

MVP Premier Plus HDHP

Not A Covered Benefit

MVP Secure Not A Covered Benefit
MVP EPO Not A Covered Benefit
MVP EPO HDHP Not A Covered Benefit
MVP PPO Not A Covered Benefit

MVP PPO HDHP

Not A Covered Benefit

Student Health Plans

Not A Covered Benefit

ASO Not A Covered Benefit
Vermont Products

POS in Plan Not A Covered Benefit
POS OOP Not A Covered Benefit

MVP Medicare Preferred Gold HMO POS

Not A Covered Benefit

MVP Medicare Secure Plus HMO POS

Not A Covered Benefit

MVP VT HMO

Not A Covered Benefit

MVP VT HDHP HMO

Not A Covered Benefit

MVP VT Plus HMO

Not A Covered Benefit

MVP VT Plus HDHP HMO

Not A Covered Benefit

MVP Secure

Not A Covered Benefit

ASO

Not A Covered Benefit

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP

HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required
No Prior Authorization Required. May be subject to Retrospective Review
Retrospective Review Required
Service is not a covered benefit.

See Specific Plan Design
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Revision History

12/01/2022 — Annual Review; added coverage criteria for Community Psychiatric Supports and Treatment,
Crisis Intervention, updated overview and grammar in policy based on NY State CTTSS Manual.

01/01/2023 — Added coverage to Child Health Plus plans.
02/01/2025 — added NYS plan amendment updates to Mobile Crisis Services.
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MVP Health Care Medical Policy

Chiropractic Care

Type of Policy: Medical

Prior Approval Date: 10/03/2022

Approval Date: 05/06/2024

Effective Date: 08/01/2024

Related Polices: MVP Investigational Procedures,
Devices, Medical Treatments and
Tests

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or all products.
Please refer to the product grid found at the end of this policy for detailed authorization requirements for specific plans.

N/A

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

CPT Code: 97037 - Application of a modality to 1 or more areas; low-level laser therapy
(i.e., nonthermal and non-ablative) for post-operative pain reduction.

Common Diagnosis Codes
N/A
Common Procedure Codes

CPT Codes: 97010, 97012, 97014, 97016, 97018, 97022, 97032, 97033, 97034, 97035,
97039, 97110, 97124, 97139, 97140, 97530, 98940, 98941, 98942, 98943

Please refer to the product grid for detailed authorization requirements for specific plans. Code lists may not be all
inclusive. Codes requiring prior authorization for some products may be retrospectively reviewed for plans that do not
require prior authorization. Common diagnosis and procedure codes are included for informational purposes. CPT codes
are subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be adopted and
applied to this policy by MVP.

Chiropractic Care Page 1 of 9
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Overview

Chiropractic care is health care that is focused on disorders of the musculoskeletal
system and the effects of these disorders, particularly of the spinal column and nervous
system, on the function and health of the patient. Chiropractors emphasize manual
treatments including spinal manipulation and other joint and soft-tissue mobilization in
the care of the patient.

Chiropractic care is covered in connection with the detection or correction by manual or
mechanical means of structural imbalance, distortion, or subluxation in the human body
for the purposes of removing nerve interference and the effects thereof, where such
interference is the result of or related to distortion, manipulation, and any modalities.

Indications/Criteria

Medically necessary chiropractic care is covered if the benefit is listed in the patient'’s
base contract or certificate of coverage.

Any applicable benefit plan exclusions and limitations for covered chiropractic care
benefit would apply to chiropractic care. Please check benefit plan descriptions for
details.

Coverage of chiropractic care is limited to medically necessary services provided by a
licensed healthcare professional, acting within the scope of their license, in connection
with the detection or correction of spinal misalignment or mechanical/myofascial
extremity pain.

Chiropractic care is covered for a musculoskeletal or neuromusculoskeletal condition,
creating a functional impairment, necessitating an appropriate, medically necessary
evaluation and treatment services; and

There must be a reasonable expectation of recovery or improvement in function to
support the onset and continuation of a therapeutic level care plan; and

Treatment is provided in accordance with standards of generally accepted chiropractic
practice; and

The diagnostic procedures and therapeutic interventions are clearly related to the
patient’s symptoms/condition being treated.

Maintenance therapy includes services that seek to prevent disease, promote health,
prolong and enhance the quality of life, or maintain or prevent deterioration of a chronic
condition. When further clinical improvement cannot reasonably be expected from
continuous ongoing care, and the chiropractic treatment becomes supportive rather
than corrective in nature, the treatment is then considered maintenance

therapy. Maintenance therapy is not covered.

Passive Therapeutic Modalities

Chiropractic Care Page 2 of 9
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MVP Health Care Medical Policy

A passive therapeutic (or physical) modality is any physical agent applied to produce
therapeutic changes in biological tissues. These modalities include heat, cold,
mechanical traction, electrical stimulation, iontophoresis, and ultrasound.

Passive therapeutic (or physical) modalities may be indicated for conservative
management of neuromusculoskeletal conditions and have been demonstrated to
provide some therapeutic benefit in the acute phase of treatment.

The use of passive therapeutic (or physical) modalities should have clearly defined goals
of pain reduction and improved function. These patient-centered objectives should be
accompanied by physical performance goals and functional outcome measurement.

Passive therapeutic (or physical) modalities are considered medically necessary when all
of the following criteria have been met:

e there are no documented contraindications to the therapy in the patient’s medical
record; and

e the patient is not able to self-administer the therapy; and

e the modality has been proven to be safe and effective for the condition which it is
being administered; and

e the therapy is not considered to be maintenance.

Ordering and Providing of Plain Films

Plain film must be related to the spine and medically necessary to be covered.

Advanced Radiologic Studies

Ordering MRIs and CTs of the neck and spine must be medically necessary to be
covered. Ordering of MRIs and CTs may require prior authorization through eviCore.

Ordering Laboratory Tests

Diagnostic services performed by clinical laboratories must be related to the practice of
chiropractic and medically necessary to be covered.

Exclusions
e Absence of musculoskeletal or neuromusculoskeletal dysfunction.
e Worsening of signs and symptoms with care.
e Chiropractic Services for ongoing maintenance and/or preventive treatment.
e Articular derangement such as:
o rheumatoid arthritis;
0 acute (unhealed) fractures and dislocations; or

0o osodontoideum.

Chiropractic Care Page 3 of 9
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The treatment of non-neuromusculoskeletal conditions including, but not limited to
asthma, allergies or any other conditions lacking a sufficient evidence base to
warrant chiropractic care.

The treatment of any visceral condition arising from problems or dysfunctions of the
abdominal or thoracic organs.

Chiropractic services may be covered if the customer is receiving physical therapy at
the same time; however, duplicative services to the same anatomic region will not be
covered.

When outcome assessment fails to demonstrate significant improvement.

Thermography and other tests and/or procedures not proven to be efficacious in the
literature are considered to be not medically necessary.

Mechanized spinal distraction therapy (Refer to the MVP Investigational Procedures,
Devices, Medical Treatments and Tests medical policy.).

Spinal manipulation under anesthesia.
Providing advanced radiologic studies, e.g., CT, MRI, PET.
Ordering, requesting or providing durable medical equipment (DME)

Osteopathic manipulation is a non-covered benefit unless specifically identified in
the customer’s contract or required to be covered by regulation.

Low Level Laser Therapy (LLLT), (CPT Code: 97037) also known as cold laser,
photobiomodulation therapy, or high power laser therapy for any indication is
considered experimental and investigational because there is inadequate evidence of
the effectiveness of these treatments in nationally recognized peer-reviewed medical
literature.

MVP Medicaid Managed Care Variation

Chiropractic care is only covered for children under the age of 21 as per the Early
Periodic Screening Diagnosis and Treatment (EPSDT) program when ordered by a
physician. It is not covered for adults 21 and over.

Medicaid Managed Care plans are limited to coverage of chiropractic services to
treatment by means of manual manipulation (that is, by use of the hands) of the spine
to correct a subluxation.

The coverage is for the following chiropractic treatments: 98940 (chiropractic
manipulative treatment; spinal, one to two regions); 98941 (three to four regions), and
98942 (five regions). Chiropractic treatments to extraspinal regions (CPT 98943), which
includes the head, upper and lower extremities, rib cage and abdomen are not a
covered benefit for Medicaid Managed Care Plans.
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Coverage extends only to treatment by means of manual manipulation of the spine to
correct a subluxation. No other diagnostic or therapeutic services furnished by a
chiropractor or under a chiropractor’s order is covered. This includes x-ray, other
diagnostic tests, durable medical equipment, massage therapy or acupuncture.

MVP Child Health Plus Variation

Chiropractic care is not a covered benefit.

Medicare Variation

Medicare plans are limited to coverage of chiropractic services to treatment by means of
manual manipulation (that is, by use of the hands) of the spine to correct a subluxation.
The customer must require treatment by means of manual manipulation of the spine to
correct a subluxation, and the manipulative services the Doctor of Chiropractic provides
must have a direct therapeutic relationship to the patient’'s condition and provide
reasonable expectation of recovery or improvement of function.

According to Medicare, the coverage is for the following chiropractic treatments: 98940
(chiropractic manipulative treatment; spinal, one to two regions); 98941 (three to four
regions), and 98942 (five regions).

Chiropractic treatments to extraspinal regions (CPT 98943), which includes the head,
upper and lower extremities, rib cage and abdomen are not covered for MVP Medicare
Products.

Maintenance therapy includes services that seek to prevent disease, promote health,
prolong and enhance the quality of life, or maintain or prevent deterioration of a chronic
condition. When further clinical improvement cannot reasonably be expected from
continuous ongoing care, and the chiropractic treatment becomes supportive rather
than corrective in nature, the treatment is then considered maintenance

therapy. Maintenance therapy is not covered.

Coverage extends only to treatment by means of manual manipulation of the spine to
correct a subluxation. No other diagnostic or therapeutic services furnished by a
chiropractor or under a chiropractor’s order is covered. This includes x-ray, other
diagnostic tests, durable medical equipment, massage therapy or acupuncture. (CMS
Publication 100-02, Medicare Benefit Policy Manual, Chapter 15, Section 240.1.1)

For full CMS/Medicare coverage and limitation detail refer to the following Medicare
Local Coverage Article: National Government Services, Inc. Chiropractic Services —
Medical Policy Article (A57889) Effective Date: 01/01/2020 Available: MCD Search

(cms.gov)
Refer to the following link for the full MLN Matters® Special Edition article regarding

medical record documentation requirements that MVP Health Care, as well as Medicare,
require for initial and subsequent chiropractic visits: https://www.cms.gov/Outreach-
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and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/downloads/SE1601.pdf

References (Reviewed 2024)
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Not A Covered Benefit

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

UVM Health Advantage Preferred PPO

Potential for Retrospective Review

Healthy NY Potential for Retrospective Review
MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review

MVP EPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP Vermont Plus HDHP HOM

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.

HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not
a guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may dffect a Policy. If there is any discrepancy between your Group or Subscriber Contract

and a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Chiropractic Care

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

10/01/2021 — No changes to the indications or criteria for coverage. Updated policy grid to current prior
authorization requirements for each line of business.

01/01/2023 — Removed prior authorization (PA) from manipulation, therapeutic procedures, and
modalities for all lines of business that previously required PA. Added laboratory testing, CT and MRI of
the spine and Medicaid Managed Care coverage.

08/01/2024 — Added 97037 to policy as investigational.
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MVP Health Care Clinical Guidelines

Clinical Guidelines Development,
Implementation, and Review Process

Type of Policy: N/A

Prior Approval Date: 02/07/2022

Approval Date: 02/05/2023

Effective Date: 04/01/2024

Related Polices: N/A
Overview

MVP clinical guidelines are developed and maintained to address the need for standards
of care across the health plan for preventive care and clinical conditions that are relevant
to MVP membership.

Policy

1.

MVP Health Plan acknowledges that clinical practice guidelines have sound scientific
basis that include clinical literature and expert consensus.

MVP adopts clinical guidelines from governmental sources and nationally recognized
professional societies that provide evidence-based clinical support and background
information. Guidelines are not meant to replace the role of clinical judgment of
individual practitioners. Instead, they are to assist practitioners in the delivery of
good medical care.

Practitioner usage of clinical practice guidelines is encouraged by MVP to reduce
inter-practitioner variation in the diagnosis and treatment of specific conditions.
Clinical practice guidelines also encourage following the established best practices
for specific conditions, therefore, improving care.

Since certain behavioral disorders have a high prevalence, MVP seeks to endorse or
develop clinical practice guidelines that support appropriate care of behavioral
health services that address adult, children and adolescent populations.

Clinical Guidelines Development, Implementation, and Review Process Page 1 of 5
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5. MVP maintains clinical practice guidelines that provide the clinical basis for the MVP
disease management programs.

6. National sources for MVP clinical guidelines include, but are not limited to,
organizations such as The United States Preventive Services Task Force (USPSTF), The
National Institutes of Health and its affiliates, peer reviewed medical literature, the
American Diabetes Association, Centers for Medicare and Medicaid Services (CMS),
the American Psychiatric Association (APA), The American College of Obstetricians
and Gynecologists (ACOG), and the Centers for Disease Control and Prevention
(CDQ). In cases where there is no nationally recognized source, guidelines are derived
from current scientific evidence with consultation by appropriate board-certified
practitioners. Other sources include hospital delivery systems, plan providers,
Individual Provider Associations (IPAs), Medical Management (MMC), and Quality
Improvement Committee (QIC) members.

7. All existing clinical guidelines are reviewed at least annually by an MVP Medical
Director, are reviewed by MVP internal departments and consulting physicians, and
are presented to the Medical Management Committee and the Quality Improvement
Committee. A comprehensive review, evaluation, and update will be done on each
clinical guideline at least once every two years or more frequently when new
evidence is available in the medical literature.

8. Proposed guidelines are compared to utilization management prior-authorization
criteria, relevant benefit interpretations, protocols from the 24-hour nurse line,
case/disease management programs, and customer education materials including
those on the MVP web site to ensure that the documents are consistent and within
the scope of MVP covered benefits.

9. To ensure that MVP guidelines are relevant to the local community, participating
practitioners are involved in the guideline development and adoption process.
Newly proposed guidelines are distributed for review and comment to participating
physicians and Medical Directors. This includes guidelines developed at the local,
regional collaborative or national level. The practitioners chosen to review the
proposed guideline are selected from specialties that are relevant to the guideline
being reviewed or developed. Practitioners are asked to comment on the guideline’s
relevance and suggest modifications that will enhance the guideline for the local
community.

10. Similarly, established guidelines that were developed internally or as part of a
regional collaborative that are due for re-evaluation are also distributed for review
and comment to participating physicians, and Medical Directors. Physicians are
asked to comment on the guideline’s relevance.

Clinical Guidelines Development, Implementation, and Review Process Page 2 of 5
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11.

12.

13.

14.

Guidelines from nationally recognized sources such as the NIH, CDC, USPSTF, or AAP
that are due for a two-year re-evaluation will be presented to the Medical
Management Committee (MMC) and the Quality Improvement Committee (QIC).

Once adopted by the MVP Quality Improvement Committee, the new and updated
guidelines are available to all providers including primary care physicians (PCPs),
hospitals and outpatient clinics, as applicable. Existing practitioners are alerted via
the web site and by written notices from the plan via fax or newsletter. Copies of the
guidelines are made available to all new providers either via a welcome letter
distributed when the provider is accepted in-plan or via the MVP Provider Quality
Improvement Manual (PQIM). All materials available via the web site are available in
hard copy upon request. The guideline effective date is 30 days after the first day of
the month following the QIC meeting when it was approved or reaffirmed.

Guidelines are also available to customers via the web site and preventive care
guidelines are published annually in the customer newsletter.

MVP measures the impact of at least four clinical practice guidelines on patient
outcomes every year. Of these four guidelines, two must pertain to a behavioral
health condition. Guidelines selected for measurement must have been in place for
a minimum of 12 months.

For each of the four selected guidelines, two of which relate to behavioral health,
MVP measures performance against at least two important aspects that are most
likely to affect care. One of the behavioral health measurements may be a behavioral
health component of a medical guideline. Measurement may be population or
practice based. Two of the behavioral health practice guidelines that MVP measures
are depression screening and alcohol substance misuse. MVP providers are
measured according to The United States Preventive Services Task Force (USPSTF)
guidelines that allow billing for these screenings with no customer cost share. As a
part of monitoring and reporting, the use of depression screening and alcohol
substance misuse billing codes (96127, 96160, 96161, G0444, G0442) will be
reviewed on a yearly basis based on the providers population or practice.

Procedure

Standard Review of New Clinical Guidelines

The following steps outline the procedure for adoption of a new guideline:

1.

Verify that the clinical condition is relevant to MVP customers. Sources to review
include MVP’s top twenty current inpatient and outpatient diagnosis encounter lists,
retrospective claims analysis, geographic distribution of disease data from the
Centers for Disease Control and Prevention and current peer reviewed medical
literature.

Clinical Guidelines Development, Implementation, and Review Process Page 3 of 5
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2.

Identify a potential source document and review to be sure that the document does
not conflict with utilization management prior-authorization criteria, relevant benefit
interpretations, case/disease management programs, protocols from the 24-hour
nurse line and customer education materials including those on the MVP website.

3.Forward the document to the MVP Medical Director(s) for comment.

The draft clinical guideline is sent for internal and external review. External opinions
are sought from participating physicians. Internal opinions are sought from a variety
of areas including opinions from the Medical Director(s), Quality Improvement,
Pharmacy, and Utilization Management departments. Additional opinions may be
sought from other departments such as Operations, and Professional Relations.

The updated clinical guideline is presented to the Medical Management Committee
for review and recommendation. The clinical guideline is presented to the Quality
Improvement Committee for approval.

Standard Review of Existing Clinical Guidelines

The following steps outline the procedure for review, update, and approval for existing
clinical guidelines.

1.

Start the review process approximately three months prior to the deadline for
presentation to the QIC.

Verify that the clinical condition is still relevant to MVP customers. Sources to review
include MVP’s top 20 current inpatient and outpatient diagnosis encounter lists,
retrospective claims analysis, geographic distribution of disease data from the
Centers for Disease Control and Prevention and current peer reviewed medical
literature.

Contact the original authorizing agency or source agency to verify that there have
been no recent changes to the recommendation. Verify that there are no plans to
announce an update within the near future, if applicable. Verify that the information
is in the public domain and is not proprietary or copyrighted. If the information of
interest is copyrighted, obtain and document permissions.

Request a copy if the authoring agency has made changes or is preparing to
announce a revision, if applicable.

Review the guideline against current utilization management prior authorization
criteria, relevant benefit interpretations, protocols from the 24-hour nurse line,
case/disease management programs, and customer education materials including
those on the MVP web site.

Clinical guidelines are presented to the Medical Management Committee (MMC)
and the draft is sent for internal and external review. External opinions are sought
from physicians who are in the relevant specialty. Internal opinions are sought from
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a variety of areas including opinions from the Medical Director(s), Quality
Improvement, Pharmacy, and Utilization Management departments. Additional
opinions may be sought from other departments such as Operations, and
Professional Relations.

The updated clinical guideline is presented to the Medical Management Committee
for review and recommendation. The clinical guideline is presented to the Quality
Improvement Committee for approval.

References:

1. U.S. Preventative Services Task Force (USPSTF) Home page | United States
Preventive Services Taskforce (uspreventiveservicestaskforce.orq)

2. National Institutes of Health National Institutes of Health (NIH) | Turning
Discovery Into Health

3. American Diabetes Association About ADA Home

4. American Psychiatric Association https://www.psychiatry.org

5. Centers for Disease Control and Prevention https://www.cdc.gov/

6. Monroe County Medical Society https://www.mcms.org/

04/01/2022 — Annual review with no changes.

04/01/2024 — Annual review; updated and added references.
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Cochlear Implants & Osseointegrated Devices

Type of Policy: Surgical
Prior Approval Date: 08/30/2024
Approval Date: 10/07/2024
Effective Date: 12/01/2024
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Codes: 69710, 69711, 69714, 69716, 69717, 69719, 69728, 69729, 69730, 69930
Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes: H90.0, H90.11, H90.12, H90.2, H90.3, H90.41, H90.42, H90.5
Common Procedure Codes

L7368, L8614, L8615, L8616, L8617, L8618, L8619, L8621, L8622, L8623, L8624, L8625,
L8627, L8628, L8629, L8690, L8691, L8693, L8694

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

A cochlear implant is a prosthetic electronic device, part of which is implanted surgically
to stimulate auditory nerve fibers and part of which is worn or carried by the individual
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to capture, analyze and code sound. Cochlear implants and auditory brainstem implants
are devices that replace the function of cochlear structures or auditory nerves and
provide electrical energy to auditory nerve fibers and other neural tissue via implanted
electrode arrays.

Osseointegrated implants are devices implanted in the skull that replace the function of
the middle ear and provide mechanical energy to the cochlea via mechanical transducer.

Degrees of hearing loss refer to the severity of the loss as measured by hearing tests.
The following categories are typically used to describe the various degrees of hearing
loss according to severity in decibels (dB):

Degree of Hearing Loss Hearing Threshold
None 0-25dB

Mild Hearing Loss 26-40 dB

Moderate Hearing Loss 41-55 dB

Severe Hearing Loss 71-90 dB

Profound Hearing Loss 91+ dB

Pure-tone average represents the hearing sensitivity in dB at 500 Hz, 1000 Hz, and 2000
Hz.

Open-set speech recognition is the ability to understand speech without visual clues.

Indications/Criteria

Unilateral Osseointegrated Devices (Bone Anchored Hearing Aid (BAHA) (L8690, L8691,
L8693, L8694):

A bone anchored hearing aid is considered to be medically necessary when all of the
following criteria have been met:

o five years of age or older for all surgically implanted devices (L8690, L8691);

e when air conduction hearing aids are contraindicated due to a medical condition
such as congenital malformations, tumors or chronic infections;

e patients with conductive or mixed hearing losses, who can benefit from amplification
of sound. The pure tone average bone conduction threshold for the indicated ear
should be measured at 0.5, 1,2, and 3 KHz (same as 500, 1,000, 2,000 and 3,000 Hz)

of better than or equal to:
e 45 dB HL (BAHA Divino, OBC, BAHA BP100)
e 55 dB HL (BAHA Intenso, Cochlear Baha 3 Power [BP110]) or
e 65 dB HL (BAHA Cordelle I1)
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Bilateral Osseointegrated Devices (Bone Anchored Hearing Aid (BAHA) (L8690, L8691,
L8693, L8694):

e Requests for bilateral bone anchored hearing aids must meet all of the criteria listed
above.

e Bilateral fitting is covered only for patients having a symmetrically conductive or
mixed hearing loss.

e Symmetric bone conduction threshold is defined as less than:

o The difference between the left and right sides bone conduction thresholds
should be less than 10dB on average measured at 500, 1000, 2000, and 4000Hz,
or less than 15dB at individual frequencies (BAHA Divino, BAHA BP100, Ponto
Pro); or

o The difference between the left and right sides bone conduction thresholds
should be less than 10dB on average measured at 500, 1000, 2000, and 3000Hz,
or less than 15dB at individual frequencies (BAHA Cordelle 1l, BAHA Intenso).

Cochlear Implants (L8614, L8619, L8627, L8628):

The following must be documented in the customers record and made available upon
request: &I

e diagnosis of moderate-to-profound sensorineural hearing impairment;

e freedom from middle ear infection, an accessible cochlear lumen that is structurally
suited to implantation and freedom from lesions in the auditory nerve and acoustic
areas of the central nervous system;

e no contraindications to surgery; and

e the device must be used in accordance with Food and Drug Administration (FDA)
approved labeling. ¥

Unilateral or bilateral cochlear implants are covered for individuals with bilateral pre-
linguistic, peri or post-linguistic sensorineural moderate to profound hearing loss when
the following criteria are met:

Note: The presentation level for speech recognition testing must be at a normal
conversational speech level.

Adults (age 18+)
e pure tone average of 70dB hearing loss or greater at 500 Hz, 1000 Hz, and 2000 Hz;

e limited benefit from appropriately fitted binaural hearing aids defined by test scores of
40% correct or less in best aided listening condition on open set sentences recognition
in quiet (e.g., Central Institute for the Deaf sentences).

Children (12 months to 5 years of age)
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e pure tone average of 90 dB hearing loss or greater at 500 Hz, 1000 Hz, and 2000 Hz;

e limited benefit from appropriately fitted binaural hearing aids, defined by failure to
reach auditory related developmental milestones, despite participation in intensive
aural habilitation over a three-month period (as age appropriate).

Children (5 years 1 month to 17 years 11 months)

pure tone average of 90 dB hearing loss or greater at 500 Hz, 1000 Hz, and 2000 Hz;

e limited benefit from appropriately fitted binaural hearing aids, defined by less than
30% correct on open set sentence discrimination on the Multi-Syllabic Lexical
Neighborhood Test or Lexical Neighborhood Test (depending on the child’s
ability/skill), despite participation in intensive aural habilitation over a three- month
period.

Replacement of an existing cochlear implant and/or component is covered when all the
following are met:

e the currently used component is no longer functional, cannot be repaired and is
not covered under a manufacturer's warranty; and

e the replacement must not be solely for better technology or improved aesthetics;

Exclusions
e Not meeting criteria listed under Indications/Criteria of this policy.

e Bone anchored hearing aids that are held against the skull with a softband or
headband (L8692) are considered hearing aids rather than prosthetic devices. They
are covered up to what is allowed in the customers hearing aid benefit or what is
available through the customers network of participating providers for hearing aids.

e customers with abnormalities of the acoustic nerve or central auditory pathway;
e customers who have an active or chronic middle ear infection;
e devices not utilizing multichannel compression signal processing technology;

e upgrading of a traditional cochlear implant system or component (e.g., upgrading
processor from body-worn to behind-the-ear, upgrading from single to multi-
channel electrodes) of an existing, properly functioning traditional cochlear implant
is considered not medically necessary.

e a cochlear implant is considered investigational for all indications not listed in this
policy.

Medicaid Managed Care Variation

Bone Anchored Hearing Aid held against the skull with a softband or headband (L8692)
are covered under the hearing aid benefit when the following criteria are met:
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e can be used in any age group; and

e when air conduction hearing aids are contraindicated due to a medical condition
such as congenital malformations, tumors or chronic infections; and

e patients with conductive or mixed hearing losses, who can benefit from
amplification of sound. The pure tone average bone conduction threshold for the
indicated ear should be measured at 0.5, 1,2, and 3 KHz (same as 500, 1,000,
2,000 and 3,000 Hz) of better than or equal to 45 dB (BAHA Divino, BAHA BP100),
55 dB (BAHA Intenso, Cochlear Baha 3 Power [BP110]) or 65 dB (BAHA Cordelle

I1).

e either a body-worn sound processor (L8692) or a behind-the-ear sound
processor (L8691) is covered but not both.

Medicare Managed Care Variation

1. Cochlear implantation may be covered for treatment of bilateral pre- or-post-
linguistic, sensorineural, moderate-to-profound hearing loss in individuals who
demonstrate limited benefit from amplification. Limited benefit from amplification is
defined by test scores of less than or equal to 60% correct in the best-aided listening
condition on recorded tests of open-set sentence recognition. Medicare coverage is
provided only for those patients who meet all of the following criteria:

o Diagnosis of bilateral moderate-to-profound sensorineural hearing impairment
with limited benefit from appropriate hearing (or vibrotactile) aids;

o Cognitive ability to use auditory clues and a willingness to undergo an extended
program of rehabilitation;

e Freedom from middle ear infection, an accessible cochlear lumen that is
structurally suited to implantation, and freedom from lesions in the auditory
nerve and acoustic areas of the central nervous system;

e No contraindications to surgery; and

e The device must be used in accordance with Food and Drug Administration
(FDA)-approved labeling.

2. Cochlear implantation may be covered for individuals not meeting the coverage
criteria above when the provider is participating in, and patients are enrolled in, either
an FDA-approved category B investigational device exemption clinical trial as defined at
42 CFR 405.201, or as a routine cost in clinical trials under the Centers for Medicare &
Medicaid (CMS) Clinical Trial Policy as defined at section 310.1 of the National Coverage
Determinations Manual titled Routine Costs in Clinical Trials.

There is a Medicare National Coverage Decision (NCD) for Cochlear Implantation (50.3)
Effective Date 03/24/2023. Available: MCD Search (cms.gov)
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS in Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Aith
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

04/01/2022 — Annual review with no changes to the indications or criteria for Commercial, ASO and
Medicaid plans. Added Medicare variation criteria with indications for participation in clinical trial.
References and websites sections updated.

04/01/2023 — Removed prior authorization from L7368.

09/22/2023 — Updated Medicare variation according to Medicare NCD 50.3

12/01/2023 — Formal review of 9/22 changes completed.

10/01/2024 — Removed L8619, L8627, L8628, L8690, L8691, L8693, L8694 from prior authorization.
12/01/2024 — Completed formal review of 10/01/2024 fast-track update.
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Cold Therapy Devices

Type of Policy: DME

Prior Approval Date: 08/01/2021

Approval Date: 05/01/2023

Effective Date: 08/01/2023

Related Polices: Durable Medical Equipment

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

HCPCS Codes | Code Description
E0218 Fluid circulating cold pad with pump, any type
E0236 Pump for water circulating pad

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

CPT Codes Code Description

0662T Scalp cooling, mechanical; initial measurement and calibration of cap

0663T Scalp cooling, mechanical; placement of device, monitoring, and
removal of device

Common Diagnosis Codes
ICD-10- CM Diagnosis Codes
R22.0, R22.1, R22.3, R22.30, R22.31, R22.32, R2233, R22.40, R22.41, R22.42, R22.43, R22.9
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Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

A cold therapy device (i.e., cryocuff) is a specialized device that provides both
cryotherapy and compression. Cooling devices may be referred to as cold therapy units,
cryounits, or cryotherapy machines and may be passive or active and operate by gravity
or the use of a mechanical or pneumatic pump. The intended purpose of these devices
is to provide a combination of cooling and compression to treat musculoskeletal
conditions.

The basic passive device consists of a cuff (designed for the corresponding body part
i.e., ankle, knee, etc.) that is inflated via a connection to an elevated cooler containing
iced water. Elevation of the cooler raises the pressure in the cuff by gravity to provide
compression. !

A device in which ice water is put in a reservoir and then circulated through a pad by
means of gravity is not considered durable medical equipment (DME). Other devices
(not all-inclusive) which are also not considered to be DME are: single use packs which
generate cold temperature by a chemical reaction; packs which contain gel or other
material which can be repeatedly frozen; simple containers into which ice water can be
placed. All of these types of devices must be coded A9270 if claims are submitted. ! 8

Scalp cooling devices and caps (i.e., cryocap) are intended to reduce the likelihood of
chemotherapy induced alopecia by inducing vasoconstriction, thereby reducing the
local uptake of chemotherapeutic agent, the metabolic rate of the hair follicle, or both.
The devices are available either as nonautomated, ice-filled cooling caps that require
changing during treatment because of thawing, or automated systems connected to
cooling caps that continuously circulate cooling solution to maintain the proper scalp
temperature.

Indications/Criteria

The use of active or passive cooling devices has not been proven to provide significant
differences in pain; swelling or a decrease in use of analgesics compared to standard ice
packs and is considered to be not medically necessary.
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Scalp Cooling Devices for the prevention of chemotherapy induced alopecia (i.e.,
DigniCap Scalp Cooling System, Paxman Scalp Cooler) are considered investigational as
peer-reviewed medical literature has not proven the technology to improve health
outcomes.

Medicare Variation

For a complete description of the indications and limitations of coverage for scalp
cooling devices for Medicare members, please refer to the National Coverage
Determination (NCD) for Scalp Hypothermia During Chemotherapy to Prevent Hair Loss
(110.6) located at: MCD Search (cms.gov)

For a complete description of the indications and limitations of coverage for Cold
Therapy for Medicare members, please refer to the Local Coverage Article: Cold Therapy
(A52460) located at: MCD Search (cms.gov)

References (Reviewed 2023)
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPO In Plan Prior Auth
PPO OOP Prior Auth
POS In Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS In Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO PQOS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and a
Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Cold Therapy Devices

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:
12/01/2021 — Annual Review; no changes to the indications or criteria.

08/1/2023- no changes to criteria, formatted to include Medicare NCD/LCD.
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Colorectal Cancer Susceptibility Genetic Testing

Type of Policy: Medical

Prior Approval Date:  01/09/2023

Approval Date: 06/03/2024

Effective Date: 08/01/2024

Related Polices: MVP Genetic Counseling

and Testing Medical Policy

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Codes: | Description:
APC (adenomatous polyposis coli) (eg, familial adenomatosis polyposis

81201 \
[FAP], attenuated FAP) gene analysis; full gene sequence

81202 APC (adenomatous polyposis coli) (eg, familial adenomatosis polyposis
[FAP], attenuated FAP) gene analysis; known familial variants

81203 APC (adenomatous polyposis coli) (eg, familial adenomatosis polyposis
[FAP], attenuated FAP) gene analysis; duplication/deletion variants

81210 BRAF (B-Raf proto-oncogene, serine/threonine kinase) (eg, colon cancer,
melanoma), gene analysis, V600 variant(s)
MLH1 (mutL homolog 1, colon cancer, nonpolyposis type 2) (eg,

81288 hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; promoter methylation analysis
MLH1 (mutL homolog 1, colon cancer, nonpolyposis type 2) (eg,

81292 hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; full sequence analysis
MLH1 (mutL homolog 1, colon cancer, nonpolyposis type 2) (eg,

81293 hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; known familial variants
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81294

MLH1 (mutL homolog 1, colon cancer, nonpolyposis type 2) (eg,
hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; duplication/deletion variants

81295

MSH2 (mutS homolog 2, colon cancer, nonpolyposis type 1) (eg,
hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; full sequence analysis

81296

MSH2 (mutS homolog 2, colon cancer, nonpolyposis type 1) (eg,
hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; known familial variants

81297

MSH2 (mutS homolog 2, colon cancer, nonpolyposis type 1) (eg,
hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; duplication/deletion variants

81298

MSH6 (mutS homolog 6 [E. coli]) (eg, hereditary non-polyposis
colorectal cancer, Lynch syndrome) gene analysis; full sequence analysis

81299

MSH6 (mutS homolog 6 [E. coli]) (eg, hereditary non-polyposis
colorectal cancer, Lynch syndrome) gene analysis; known familial
variants

81300

MSH6 (mutS homolog 6 [E. coli]) (eg, hereditary non-polyposis
colorectal cancer, Lynch syndrome) gene analysis; duplication/deletion
variants

81301

Microsatellite instability analysis (eg, hereditary non-polyposis colorectal
cancer, Lynch syndrome) of markers for mismatch repair deficiency (eg,
BAT25, BAT26), includes comparison of neoplastic and normal tissue, if
performed

81317

PMS2 (postmeiotic segregation increased 2 [S. cerevisiae]) (eg,
hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; full sequence analysis

81318

PMS2 (postmeiotic segregation increased 2 [S. cerevisiae]) (eg,
hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; known familial variants

81319

PMS2 (postmeiotic segregation increased 2 [S. cerevisiae]) (eg,
hereditary non-polyposis colorectal cancer, Lynch syndrome) gene
analysis; duplication/deletion variants

Codes Requiring Retrospective Review

CPT Codes:

Description:

Hereditary colon cancer disorders (eg, Lynch syndrome, PTEN

81435 hamartoma syndrome, Cowden syndrome, familial adenomatosis
polyposis); genomic sequence analysis panel
Colorectal Cancer Susceptibility Genetic Testing Page 2 of 14
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Hereditary colon cancer disorders (eg, Lynch syndrome, PTEN
81436 hamartoma syndrome, Cowden syndrome, familial adenomatosis
polyposis); duplication/deletion analysis panel

Experimental/Investigational
N/A

Common Diagnosis Codes
ICD-10 CM Diagnosis Codes: NA

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
CPT Codes: 81401, 81403, 81406

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview
General

Genetic testing is “the analysis of human DNA, RNA, chromosomes, proteins, and certain
metabolites in order to detect heritable disease-related genotypes, mutations,
phenotypes, or karyotypes for clinical purposes.” This definition reflects the broad range
of techniques that can be used in the testing process. Genetic tests also have diverse
purposes, including the diagnosis of genetic disease in newborns, children, and adults;
the identification of future health risks; the prediction of drug responses; and the
assessment of risks to future children.

Genetic testing should only be done after the customer has a thorough history reviewed
and testing is felt to be necessary by both customer and physician because of potential
changes in management.

It is important that the purpose of the test is clear and that both the physician and
customer understand how testing is intended to change management.

Colorectal Cancer Conditions

Familial Adenomatous Polyposis: Familial adenomatous polyposis (FAP) is an uncommon
inherited condition. Less than 1% of all colorectal cancer is thought to be due to FAP.
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Nearly 100 percent of people with this condition will develop colorectal cancer during
their lifetime, and most of these cancers occur before the age of 50 years. FAP causes
hundreds of polyps to develop throughout the colon beginning in adolescence. A
subset of individuals with attenuated familial adenomatous polyposis (AFAP) which is
associated with fewer than 100 cumulative colorectal adenomas. The average age of
colorectal cancer onset for attenuated familial adenomatous polyposis is 55 years.

There are other rarer inherited conditions that increase risk of colorectal cancer,
including MUTYH-associated polyposis. MUTYH-associated polyposis (MAP): MUTYH-
associated polyposis (MAP) is a hereditary condition. Individuals with MAP tend to
develop multiple adenomatous colon polyps during their lifetime and will have an
increased risk of colorectal cancer. An adenomatous polyp is an area where the normal
cells that line the inside of the colon begin to form a mass. At first, a polyp is benign and
will not spread. However, some polyps can eventually turn malignant, and cancers can
spread to other parts of the body. It is likely that individuals with MAP will develop
multiple polyps, and therefore their risk for colorectal cancer may be increased if these
polyps cannot be removed.

In some individuals, MAP is associated with developing 100s of polyps, and appears to
be similar to other hereditary conditions of familial adenomatous polyposis (FAP) and
attenuated familial adenomatous polyposis (AFAP). In other cases, MAP can be
diagnosed with fewer polyps (less than 20) and/or colorectal cancer at a young age.

Hereditary Nonpolyposis Colon Cancer: Hereditary nonpolyposis colon cancer (HNPCC,
also called Lynch syndrome) is another inherited condition associated with an increased
risk of colorectal cancer. Lynch syndrome is caused by genetic defects in one or more
DNA mismatch repair (MMR) genes, including MLH1, MSH2, MSH6, PMS2, and EPCAM.
Microsatellite instability (MSI) and/or immunohistochemistry (IHC) testing is performed
to analyze colon tumor tissue samples for features suggestive of Lynch syndrome. MSI
testing will identify tumors that have microsatellite instability which detect an abnormal
number of microsatellite repeats. IHC testing will detect the presence or absence of the
protein products of the mismatch repair genes (MLH1, MSH2, PMS2 and MSH®6).

Lynch syndrome is more common than FAP, but is still uncommon, accounting for 1 in
30 cases of colorectal cancer. About 70 percent of people with HNPCC will experience
colorectal cancer by the age of 65. Cancer also tends to occur at younger ages. People
with HNPCC are also at risk for other types of cancer, including cancer of the uterus,
stomach, bladder, kidney, and ovary.

Medical Record Documentation

Medical necessity must be documented in the medical record and available upon
request. Documentation must include third generation pedigree analysis for any genetic
test and intends to provide pre** and post-test counseling. Documentation of a pre-
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disposing condition for genetic counseling and testing should be submitted upon
request.

**NYS Article 26 (ISC § 2615) and Article 79-1 (CVR §) 79-1 requires informed consent.
Close blood relatives include first, second, and third-degree relatives.
1% degree relatives include; parents, siblings and children.

2" degree relatives include; grandparents, grandchildren, aunts, uncles, half-siblings,
nieces and nephews.

3" degree relatives include great grandmother, great grandfather, great granddaughter,
great grandson, great aunt, great uncle, grand-niece, grand-nephew, first female cousin
or first male cousin.

Indications/Criteria
In all circumstances, MVP only covers testing if:

e thereis a clear plan how the testing results could change the customer management
and that the customer agrees with the plan;

e history, physical exam, and conventional testing are insufficient to develop a
treatment plan;

e testing is only covered for covered care and services. Services in conjunction with
non-covered services are not covered;

e the testing has been proven to be accurate outside the investigational setting;

e signs, symptoms, family history, and /or clinical guidelines (e.g. National
Comprehensive Cancer Network ®) recognized by MVP support testing;

e genetic testing is ordered by an adequately trained physician or health care
professional with certification and/or expertise in genetics.

Familial Adenomatous Polyposis (FAP) and Attenuated Adenomatosis Polyposis (APAP)

[APC gene testing for full sequence (81201) single-mutation analysis (81202,) and
duplication/deletion analysis of APC gene (81203)].

Genetic testing for the Adenosis Polyposis Coli gene (APC) is covered in a customer
when all of the following are met:

e an adequately trained physician or health care professional with certification and/or
expertise in genetics has taken a third-generation pedigree targeted to the cancers
of this syndrome* which supports the need for testing, and intends to provide pre**
and post-test counseling; and

e one of the following criteria are met:

o personal history of > 10 adenomas or >20 colonic polyps;
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o personal history of a desmoid tumor; hepatoblastoma or cribiform morular
variant of papillary thyroid cancer;

o first or second-degree relatives with FAP or attenuated FAP (AFAP); or
o known deleterious APC mutation in a first or second degree relative.

*FAP associated cancers include colorectal cancers, medulloblastoma, papillary
carcinoma of the thyroid, hepatoblastoma, pancreatic and gastric cancers.

**NYS Article 26 (ISC § 2615) and Article 79-1 (CVR §) 79-1 requires informed consent.
MUTYH-Associated Polyposis (MAP)

[sequence analysis (81401) or targeted mutation analysis (81406)]

MUTYH-Associated Polyposis testing is considered medically necessary for individuals
with any of the following:

e a personal history of > 10 adenomatous polyps; or
e Known deleterious MUTYH mutation(s) in first degree relative; or
e Individual with at least one (1) adenoma and one of the following:

o has at least five (5) serrated polyps proximal to the sigmoid colon with two or
more of these being >10 mm; or

o has > 20 serrated polyps of any size.

Lynch syndrome (LS) or (hereditary nonpolyposis colorectal cancer, (HNPCC) [mutations
of MLH1 (81292, 81294), MSH2 (81295, 81297), MSH6 (81298, 81300), PMS2 (81317,
81319), EPCAM (81403)].

Lynch syndrome includes individuals with an existing cancer (affected) and individuals
who have not yet developed cancer (unaffected).

Testing (of the MLH1, MSH2, MSH6, PMS2 genes) of unaffected family customers in the
absence of having tested affected family customers significantly limits the interpretation
of test results. Test interpretation is also limited for affected individuals in the absence
of Microsatellite instability (MSI) testing or immunohistochemical (IHC) analysis of the
tumor (colorectal and/or endometrial). As such, genetic review of family history and
MSI/IHC results are considered medically necessary as an initial evaluation in persons
with colorectal cancer or with family histories in order to identify those individuals who
should proceed with HNPCC mutation analysis and to guide towards targeted gene or
mutation testing.

Results of genetic testing and MSI/IHC that have been done on family customers in the
third-generation pedigree must be submitted with the coverage request.
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o Genetic testing for the Lynch Syndrome genes (MLH1, MSH2, MSH6, and PMS2,
EPCAM)* is covered in a customer with Lynch associated ** cancer (affective) when
all the following criteria are met:

o an adequately trained physician has taken a three-generation pedigree targeted
to the cancers of this syndrome, intends to provide pre*** and post-test
counseling, and attempted to order tumor studies (colorectal or endometrial);

AND one of the following:

diagnosis of colorectal cancer or endometrial cancer under the age of 50; or
diagnosis of synchronous or metachronous LS-related cancer;** or
1 first-degree or second-degree relative with an LS-related cancer diagnosed
under the age of 50; or

o 2 or more first-degree or second-degree relatives with and LS-related cancer
regardless of age

*Genetic testing should be considered with the following priority: Testing of the MSH6
gene is performed only following a negative test result in the MLH1 or MSH2 gene.
Testing of the PMS2 gene is performed only following a negative result in the MLH1,
MSHZ2, and MSH6.

**Lynch-syndrome (LS) - related tumors include colorectal, endometrial, stomach,
ovarian, pancreas, bladder, ureter and renal pelvis, biliary tract, brain (usually
glioblastoma as seen in Turcot Syndrome), sebaceous gland adenomas and
keratoacanthomas in Muir-Torre syndrome, and carcinoma of the small bowel.

***NYS Article 26 (ISC § 2615) and Article 79-1 (CVR §) 79-1 requires informed consent.

**** MSI testing can detect an abnormal number of microsatellite repeats, which
indicates that the cancer more likely arose from cells with defective mismatch repair
genes. A result of “MSI-high” means that a high number of microsatellite repeats were
found. IHC testing can detect the presence or absence of the protein products of the
mismatch repair genes. A missing protein suggests a mutation in the gene that codes
for that protein.

Genetic testing for Lynch Syndrome. for expression of MLH1, MSH2, MLH6 and PMS2

o Microsatellite instability (MSI) testing or immunohistochemical (IHC) analysis of
tumor tissue (colorectal and/or endometrial) as an initial evaluation in an individual
with colorectal and/or endometrial cancer or colorectal adenomas (when malignant
tissue is not available) for any of the following indications:

oindividual with colorectal or endometrial cancer, or colorectal adenomas whose
family meets the Amsterdam Il criteria (see below) or the revised Bethesda
guidelines (see below); or

oindividual with colon or endometrial cancer diagnosed before age 50.
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Tumor testing for the BRAF V600E (81210) and MLH1 promoter hypermethylation
(81288) should be done to rule out sporadic cause when IHC tumor screening
identifies a loss of MLH1 expression.

Unaffected Individuals (those without cancer) with a Family History of Lynch Syndrome-
Related cancer

Genetic testing for the Lynch Syndrome genes MLH1 (81292, 81294), MSH2 (81295,
81297), MSH6 (81298, 81300), PMS2 (81317, 81319), EPCAM (81403) are covered in a
customer when:

o an adequately trained physician has taken a three-generation pedigree targeted
to the cancers of this syndrome* which supports the need for testing, intends to
provide pre** and post-test counseling;

AND one of the following:

o one or more first-degree relative with a colorectal or endometrial cancer
diagnosed under 50; or

o one or more first degree relative with a colorectal or endometrial cancer and a
synchronous or metachronous LS-related cancer** regardless of age; or

o two or more first-degree or second-degree relatives with LS-related including
one or more diagnosed before 50; or

o three or more first-degree or second-degree relatives with LS-related cancers
regardless of age.

The Revised Bethesda Guidelines:

e Colorectal cancer diagnosed in a patient who is less than 50 years of age

e Presence of synchronous (two cancers diagnosed within six months of each other),
metachronous (two cancers diagnosed more than six months apart) colorectal or
other HNPCC-associated tumors,** regardless of age

e Colorectal cancer with the MSI-high histology* diagnosed in a patient who is less
than 60 years of age

e Colorectal cancer diagnosed in a customer with one or more first-degree relatives
with an HNPCC-related tumor,** with one of the cancers being diagnosed under age
50 years

e Colorectal cancer diagnosed in a customer with two or more first- or second-degree
relatives with HNPCC-related tumors, regardless of age

** Lynch-syndrome (LS) - related tumors include: colorectal, endometrial, stomach,
ovarian, pancreas, bladder, ureter and renal pelvis, biliary tract, brain (usually
glioblastoma as seen in Turcot Syndrome), sebaceous gland adenomas and
keratoacanthomas in Muir-Torre syndrome, and carcinoma of the small bowel.
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Amsterdam |l Criteria

There should be at least three relatives with a Lynch/HNPCC-associated cancer** (see
above); and

e one should be a first-degree relative to the other two;
e atleast two successive generations should be affected;
e at least one should be diagnosed before age 50;

e familial adenomatous polyposis should be excluded;

e tumors should be verified by pathological examination.

Exclusions
e Not meeting criteria under Indications/Criteria of this policy.

e Full sequence analysis is not indicated when there is a known mutation in the family,
therefore targeted analysis is most appropriate.

e Genetic cancer susceptibility testing panels (e.g. myRisk™, BreastNext™, OvaNext™,
PancNext™, CancerNext™, GYNplus™, ColoNext™, RenalNext™) using next-
generation sequencing for hereditary cancer are considered investigational as the
entire panel have not been proven to improve health outcomes.

There may be one portion/component of the genetic panel that is medically
necessary, however there may be portion/components of the genetic panel that a
patient is not at risk and therefore the entire genetic panel does not meet medical
policy criteria.

e Diagnostic genetic testing using panels of genes (with or without next generation
sequencing), including but not limited to whole genome and whole exome
sequencing: Any test/component of the genetic panel that does not meet the
criteria listed in the Indications/Criteria section above and therefore the entire
genetic panel does not meet medical policy criteria.

e Genetic cancer susceptibility testing panels or diagnostic genetic testing using
panels of genes (CPT 81435, 81436):

There may be one portion/component of the genetic panel that is medically
necessary, however the medical literature does not support the entire genetic panel
improves health outcomes and therefore the entire panel is considered
investigational.

MVP Medicare Variation

For full CMS/Medicare coverage and limitation details refer to the following Medicare
National Decision: Colorectal Cancer Screening Tests (210.3) Effective date: 01/01/2023.
Available: MCD Search (cms.gov)
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There is a Medicare Article for colorectal cancer screening. For full coverage details refer
to: Centers for Medicare & Medicaid Services (CMS). National Government Services, Inc.
Article (A52378). Revision Effective date: 01/19/2021. Available: MCD Search (cms.gov)
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Customer Product Medical Management Requirements*
New York Products

HMO Prior Auth

PPO In Plan Prior Auth

PPO OOP Retrospective Review

POS In Plan Prior Auth

POS OOP Retrospective Review
Essential Plan Prior Auth

MVP Medicaid Managed Care Prior Auth

MVP Child Health Plus Prior Auth

Harmonious Health Care Plan Prior Auth

MVP Medicare Complete Wellness Prior Auth

MVP Medicare Preferred Gold HMO POS Prior Auth

MVP Medicare Secure HMO POS Prior Auth

MVP Medicare Secure Plus HMO POS Prior Auth

MVP Medicare WellSelect PPO Prior Auth

MVP Medicare WellSelect Plus PPO Prior Auth

MVP Medicare Patriot Plan PPO Prior Auth

MVP DualAccess D-SNP HMO Prior Auth

MVP DualAccess Complete D-SNP HMO Prior Auth

MVP DualAccess Plus D-SNP HMO Prior Auth

UVM Health Advantage Select PPO Prior Auth

USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth

MVP Premier Prior Auth

MVP Premier Plus Prior Auth

MVP Premier Plus HDHP Prior Auth

MVP EPO Prior Auth

MVP EPO HDHP Prior Auth

MVP PPO Prior Auth

MVP PPO HDHP Prior Auth

Student Health Plans Prior Auth

ASO See SPD

Vermont Products

POS in Plan Prior Auth

POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO PQOS Prior Auth

MVP Medicare Secure Plus HMO POS Prior Auth

MVP VT HMO Prior Auth

MVP VT HDHP HMO Prior Auth

MVP VT Plus HMO Prior Auth

MVP VT Plus HDHP HMO Prior Auth

ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review
Retrospective Review Required

Service is not a covered benefit.

See Specific Plan Design
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Revision History:

06/01/2021 - Annual review with no changes to the indications or criteria. Added definitions of blood
relatives, synchronous and metachronous cancers.

02/01/2022 — Age for Cologuard coverage decreased to 45 years or older, added coverage for Medicaid
plans for Lynch Syndrome, blood-based biomarker genetic testing panels excluded from all plans as
investigational except for Medicare plans have coverage based on the indicated Medicare NCD.

04/01/2023 - Criteria for Lynch Syndrome genetic testing was updated to reflect NCCN criteria and
references to Bethesda and Amsterdam Il criteria were deleted. The Medicaid variation was deleted
because our criteria is now equivalent NYS Medicaid and variation is no longer necessary; references
updated.

08/01/2024 - Blood based biomarkers for Colorectal Cancer Screening (HCPCS Code: G0327) removed
from policy and is now being managed in the Serum Tumor Markers for Malignancies Payment Policy.
Cologuard FIT-DNA test (CPT Code: 81528) removed from policy and now being managed in the
Colorectal Cancer Screening Payment Policy.
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Compression Devices

Type of Policy: DME

Prior Approval Date: 06/03/2024

Approval Date: 02/18/2025

Effective Date: 06/01/2025

Related Polices: Lymphedema Compression

Garments/Compression Stockings
Durable Medical Equipment

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

For Durable Medical Equipment (DME) that requires Prior Authorization, refer to
https://www.mvphealthcare.com/providers/reference-library/#utilization

CPT Code: | Description:

E0650 Pneumatic compressor, nonsegmental home model

0651 Pneumatic compressor, segmental home model without calibrated
gradient pressure

0652 Pneumatic compressor, segmental home model with calibrated gradient
pressure

0655 Nonsegmental pneumatic appliance for use with pneumatic compressor,
half arm

0656 Segmental pneumatic appliance for use with pneumatic compressor,
trunk

0657 Segmental pneumatic appliance for use with pneumatic compressor,
chest

0660 Nonsegmental pneumatic appliance for use with pneumatic compressor,
full leg

0665 Nonsegmental pneumatic appliance for use with pneumatic compressor,
full arm
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Nonsegmental pneumatic appliance for use with pneumatic compressor,

E0666 half leg

0667 Segmental pneumatic appliance for use with pneumatic compressor, full
leg

0668 Segmental pneumatic appliance for use with pneumatic compressor, full
arm

0669 Segmental pneumatic appliance for use with pneumatic compressor, half
leg
Segmental pneumatic appliance for use with pneumatic compressor,

E0670 .
integrated, two full legs and trunk

E0671 Segmental gradient pressure pneumatic appliance, full leg

E0672 Segmental gradient pressure pneumatic appliance, full arm

E0673 Segmental gradient pressure pneumatic appliance, half leg

0675 Pneumatic compression device, high pressure, rapid inflation/deflation
cycle, for arterial insufficiency
Intermittent limb compression device (includes all accessories), not

EO676 . p
otherwise specified

E0677 Non-pneumatic sequential compression garment, trunk

E0678 Nonpneumatic sequential compression garment, full leg

E0679 Nonpneumatic sequential compression garment, half leg

0680 Nonpneumatic compression controller with sequential calibrated
gradient pressure

0681 Nonpneumatic compression controller without calibrated gradient
pressure

E0682 Nonpneumatic sequential compression garment, full arm

E0683 Nonpneumatic, nonsequential, peristaltic wave compression pump

Codes Subject to Retrospective Review

N/A

Experimental/Investigational

E0677 Non-pneumatic sequential compression garment, trunk

E0678 Nonpneumatic sequential compression garment, full leg

E0679 Nonpneumatic sequential compression garment, half leg

0680 Nonpneumatic compression controller with sequential calibrated
gradient pressure

0681 Nonpneumatic compression controller without calibrated gradient
pressure

E0682 Nonpneumatic sequential compression garment, full arm

E0683 Nonpneumatic, nonsequential, peristaltic wave compression pump

Common Diagnosis Codes
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N/A

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview
Edema:

Edema is a non-specific term for the accumulation of fluid in tissue, most often in the
extremities. There are numerous causes for edema, ranging from systemic disorders
(e.g., congestive heart failure, etc.) to local conditions (post-surgery, congenital
abnormalities, etc.). (Examples are not all-inclusive).

Lymphedema, as discussed below, is just one group of conditions that can be a cause of
accumulation of fluid in the tissue. Lymphedema arises from disorders of the lymphatic
system. It is essential to rule out other causes of edema in order to diagnose
lymphedema. Edema from other causes is not classified as lymphedema.

Primary Lymphedema

Primary lymphedema is a disorder of the lymphatic system that occurs on its own. It is
inherited and uncommon. Examples (not all-inclusive) are:

e congenital lymphedema due to lymphatic aplasia or hypoplasia;

e Milroy's disease, an autosomal dominant familial form of congenital lymphedema;
e lymphedema praecox; or

e lymphedema tarda.

Secondary Lymphedema

Secondary lymphedema is a disorder of lymphatic flow that is caused by some other
disease or condition. It is more common than primary lymphedema. It is most
commonly caused by surgery (especially lymph node dissection, such as for breast
cancer), radiation therapy (especially axillary or inguinal), trauma, lymphatic obstruction
by tumor, and, in developing countries, lymphatic filariasis. Secondary lymphedema may
also result from compression of the lymphatic and venous channels resulting from
leakage of fluid into interstitial tissues in patients with chronic venous insufficiency.
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A pneumatic compression device (PCD) uses compression to assist with the elimination
of retained excess fluid and swelling. The pump uses a sleeve-type device that mobilizes
arm or leg edema through the use of cycled times and pressure.

There are three main types of pneumatic compression devices (PCD) that are described
below:

e non-segmented (single chamber non-programmable pump) pneumatic compressor
(E0650);

e segmented (multi-chamber non-programmable pump) pneumatic compressor
without calibrated gradient pressure (no manual control of pressure) (E0651); and

e segmented (multi-chamber) pneumatic compressor with (manually) calibrated
gradient pressure (E0652).

A non-segmented pneumatic compressor/single-chamber non-programmable pump
(E0650) is a device that has a single outflow port on the compressor.

A segmented pneumatic compressor (E0651, E0652) is a device that has multiple
outflow ports on the compressor that lead to distinct segments of the appliance that
inflate sequentially. A segmented device without calibrated gradient pressure (E0651) is
one in which either (a) the same pressure is present in each segment or (b) there is a
pre-determined pressure gradient in successive segments but no ability to individually
set or adjust pressures in each of several segments. In an E0651 device, the pressure is
usually set by a single control on the distal segment. A segmented device with
calibrated gradient pressure (E0652) is characterized by a manual control on at least
three outflow ports that can deliver an individually determined pressure to each
segmental unit.

Single-or multi-chamber programmable pumps are similar to the pumps described
above except that it is possible to make manual adjustments in the pressure in the
individual compartments and/or the length and frequency of the inflation cycles.

Compression appliances include compression bandages, compression garments, and
non-elastic binders. Compression garments are made of elastic compression material
used to provide static compression to promote venous and/or lymphatic circulation.
The compression garment may be prefabricated or custom fabricated for adequate
graduated compression. Non-elastic binders provide static compression of the extremity
without the use of elastic, but use wraps, adjustable Velcro or buckle straps).

A Non-Pneumatic Compression pumps has recently been approved by the FDA in April
2021. The Koya Dayspring system uses a compression device that uses an alloy of nickel
and titanium to create a shape memory that can be programmed with a controller and a
mobile phone application to apply active gradient pressure.

Medical Record Documentation Requirements
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The determination by the physician of the medical necessity of a pneumatic
compression device must include symptoms and objective findings, including
measurements which establish the severity of the condition.

The trial of conservative therapy must be thoroughly documented in the medical record
before prescribing any type of pneumatic compression device (E0650-E0652).

At a minimum, re-assessments conducted for a trial must include detailed
measurements, obtained in the same manner and with reference to the same anatomic
landmarks, prior to and at the conclusion of the various trials and therapy, with bilateral
comparisons where appropriate.

The trial of conservative therapy must be documented in the customer’s medical record
before prescribing any type of pneumatic compression device (E0650-E0652). This
assessment may be performed by the prescribing physician or any other
licensed/certified medical professional (LCMP) directly involved in the beneficiary’s
lymphedema treatment. The LCMP may not have any financial relationship with the
supplier providing the device. If the assessment is performed by an LCMP, the
prescribing physician must receive and review the report of the evaluation. In addition,
the prescribing physician must sign and date the report, and state concurrence or
disagreement with the assessment.

Indications/Criteria
Lymphedema:

Treatment of primary or secondary Lymphedema with a pneumatic compression device
(E0650 or EO651) is covered when all the following criteria is met:

« Diagnosis of either primary or secondary lymphedema;

e Persistence of chronic and severe lymphedema as identified by the documented
presence of at least one of the following clinical findings:

o Marked hyperkeratosis with hyperplasia and hyperpigmentation
o Papillomatosis cutis lymphostatica,

o Deformity of elephantiasis,

o Skin breakdown with persisting lymphorrhea,

o Detailed measurements over time confirming the persistence of the lymphedema
with a history evidencing a likely etiology, and

A four-week trial of conservative therapy demonstrating failed response to treatment is
required. The four-week trial of conservative therapy must include all of the following:

e Regular and compliant use of an appropriate compression bandage system or
compression garment to provide adequate graduated compression.
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o (Adequate compression is defined as (1) sufficient pressure at the lowest
pressure point to cause fluid movement and (2) sufficient pressure across the
gradient [from highest to lowest pressure point] to move fluid from distal to
proximal.) The compression used must not create a tourniquet effect at any
point

o The garment may be prefabricated or custom-fabricated but must provide
adequate graduated compression starting with a minimum of 30 mmHg
distally

e Regular exercise
e Elevation of the limb

Only when no further improvement has occurred in the most recent four weeks and the
above indications/criteria for lymphedema are met, may the lymphedema be considered
unresponsive to conservative therapy, and coverage for a pneumatic compression
device (E0650, E0651) considered.

At the end of the four-week trial, if there has been improvement, then reimbursement
for a PCD is not justified. Where improvement has occurred, the trial of conservative
therapy must be continued with subsequent reassessment at intervals at least a week
apart.

Chronic Venous Insufficiency With Venous Stasis Ulcers

Treatment of chronic venous insufficiency with venous stasis ulcers with a pneumatic
compression device (E0650 or E0651) is covered when all the following criteria is met:

e Edema in the affected lower extremity
e One or more venous stasis ulcer(s)

e A ssix-month trial of conservative therapy demonstrating failed response to treatment
is required.

The six-month trial of conservative therapy must include all of the following:

o Compliant use of an appropriate compression bandage system or
compression garment to provide adequate graduated compression

» Adequate compression is defined as (1) sufficient pressure at the
lowest pressure point to cause fluid movement and (2) sufficient
pressure across the gradient [from highest to lowest pressure point]
to move fluid from distal to proximal. The compression used must
not create a tourniquet effect at any point.

» The garment may be prefabricated or custom-fabricated but must
provide adequate graduated compression starting with a minimum
of 30 mmHg distally.
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o Medications as appropriate (e.g., diuretics and/or other treatment of
congestive failure, etc.)

o Regular exercise
o Elevation of the limb

o Appropriate wound care for the ulcer (including sharp debridement where
appropriate)

Only when no further improvement has occurred for a continuous period of six months
and the above indications/criteria chronic venous insufficiency are still met for the use of
a pneumatic compression device (E0650, E0651) to treat chronic venous insufficiency is
covered.

At the end of the six-month trial, if there has been improvement, then coverage for
pneumatic compression device is considered not medically necessary. Where
improvement has occurred, the trial of conservative therapy must be continued with
subsequent reassessments.

Lymphedema extending Onto The Chest, Trunk, and/or Abdomen

The only time that a segmented, calibrated gradient pneumatic compression device
(HCPCS code E0652) would be covered is when the individual has unique characteristics
that prevent them from receiving satisfactory pneumatic compression treatment using a
non-segmented device in conjunction with a segmented appliance or a segmented
compression device without manual control of pressure in each chamber.

Treatment of lymphedema extending onto the chest, trunk and/or abdomen with a
pneumatic compression device (E0652) is covered when all the following criteria is met:

e Diagnosis of either primary or secondary lymphedema;

e the above indications/criteria for lymphedema for a pneumatic compression device
(E0650 or E0651) are met;

e the lymphedema extends onto the chest, trunk and/or abdomen that extends past
the limits of a standard compression sleeve, and the chest, trunk and/or abdominal
lymphedema;

e A four-week trial of conservative therapy demonstrating failed response to treatment
with and E0650 or E0651 is required. The four-week trial of conservative therapy
must include all of the following:

o At least four weeks of regular, daily, multiple-hour home usage of the E0650 or
EO651 after careful, in-person fitting, training and supervision by a technician who
is skilled in and who regularly and successfully uses the appliance provided;

o Compliant use of an appropriate compression bandage system or compression
garment to provide adequate graduated compression
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o Adequate compression is defined as (1) sufficient pressure at the lowest pressure
point to cause fluid movement and (2) sufficient pressure across the gradient
[from highest to lowest pressure point] to move fluid from distal to proximal. The
compression used must not create a tourniquet effect at any point. The garment
may be prefabricated or custom-fabricated but must provide adequate
graduated compression starting with a minimum of 30 mmHg distally;

o Regular exercise;
o Elevation where appropriate;

o Manual lymphatic drainage (where available) and self-manual lymphatic drainage
(MLD) for at least 30 minutes per day;

o Evaluation of diet and implementation of any necessary change;

o Medications as appropriate (e.g., diuretics and/or other treatment of congestive
failure, etc.);

o Correction (where possible) of anemia and/or hypoproteinemia.

Where improvement has occurred, the trial of conservative therapy must be continued
with subsequent reassessment at intervals at least a week apart. When and only when
no further improvement has occurred in the most recent four weeks and the above
indications/criteria above for lymphedema extending onto the chest, trunk and/or
abdomen are met, a pneumatic compression device (E0652) is covered.

At the end of the four-week trial, if there has been any improvement of the lymphedema
extending onto the chest, trunk and/or abdomen, then the pneumatic compression
device (E0652) is not covered.

For any pneumatic compression device, equipment purchase or equipment rental will be
considered on an individual case-by-case basis. A trial of a three-month rental period is
required prior to purchase. Continued coverage beyond the first three months requires
documented improvement and adherence with use as ordered by the healthcare
professional, clinical documentation from the health care professional confirms clinical
improvement (e.g., improvement in venous stasis ulcers, decrease in lymphedema).
Equipment may be purchased with improvement in condition and adherence.

A non-segmented pneumatic compressor (E0650) is used with appliances/sleeves coded
by E0655-E0666 or E0671-E0673. Segmented pneumatic compressors (E0651 or E0652)
are used with appliances/sleeves coded by E0667-E0669. Sleeves E0656 and E0657 are
only used with E0652.

When a foot or hand segment is used in conjunction with any leg or arm appliance
respectively, there must be no separate billing for this segment. It is considered included
in the code for the leg or arm appliance.

Exclusions
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Not meeting criteria under Indications/Criteria in this policy.

Pneumatic compression device (E0562) is not covered for the treatment of lymphedema
of the extremities alone even if the above lymphedema indications/criteria are met.

Pneumatic compression device (E0562) is not covered for the treatment of chronic
venous insufficiency even if the above chronic venous insufficiency indications/criteria
are met.

Pneumatic Compression Devices (E0650 or E0651) used to treat edema from causes
other than lymphedema are not covered.

Pneumatic compression devices (E0675 and E0676) have not been proven to be effective
in the treatment of other conditions (e.g., peripheral artery disease, arterial ischemic
ulcers of the lower extremities, fracture and soft-tissue healing) and in the prevention of
venous thromboembolism, including deep vein thrombosis and pulmonary embolism in
the home setting.

Non-Pneumatic Compression Devices (Koya Dayspring system - HCPCS codes E0677,
E0678, E0680, E0681, E0682) are not covered because there is insufficient evidence in
the peer reviewed medical literature to support the safety and effectiveness of these
devices.

Nonpneumatic, nonsequential, peristaltic wave compression pump (for example;
Venowave VW5 (HCPCS Code E0683) are considered experimental and investigational
for any indication because there currently is not enough published peer reviewed
medical literature to support the safety and effectiveness of these devices.

MVP Medicaid Managed Care Variation:

Pneumatic compression devices (lymphedema pumps) are covered for the treatment of
generalized or refractory lymphedema, or refractory edema from chronic venous
insufficiency, only when all less invasive treatments have been attempted and are
unsuccessful.

Pneumatic Compression Devices (HCPCS Codes: E0650 and E0651):

Pneumatic Compression Devices (HCPCS Codes: E0650 and E0651) are covered for
Medicaid Managed Care customers when the following coverage criteria are met:

l.  Lymphedema
e The member has a diagnosis of lymphedema, and

e Persistence of chronic and severe lymphedema as documented by presence of
at least one of the following:

o Marked hyperkeratosis with hyperplasia and hyperpigmentation

o Papillomatosis cutis lymphostatica
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o

Deformity of limb or involved area - i.e., elephantiasis (measurements to
support compared to contralateral limb)

Skin breakdown with persisting lymphorrhea

Detailed measurements over time confirming the persistence of
lymphedema with a history evidencing a likely etiology, and

A documented 4-week trial of conservative therapy demonstrating failed response to
the treatment is required. The trial must include ALL the following:

©)

Regular compliance with an appropriate compression bandage system or
compression garment to provide adequate compression. (Adequate
compression is defined as having sufficient pressure at lowest pressure
point to cause fluid movement, and sufficient pressure across the gradient
(from highest to lowest pressure point) to move fluid from distal to
proximal.) The compression should not create a tourniquet effect at any
point.

The garment may be prefabricated or custom-fabricated but must provide
adequate graduated compression with a minimum of 30mmHg distally.

Regular exercise program
Elevation of limb

Evidence of participation in a manual lymph drainage (MLD) program and
results.

Evidence of appropriate medication treatment for co-morbidities, i.e.,
congestive heart failure (CHF) and results.

e Symptoms and objective findings, including measurements which establish
the severity of the condition

e Reason the device is required, including treatments which have been tried and
failed

ll.  Chronic Venous Insufficiency (CVI)

Pneumatic compression devices (HCPCS codes E0650 or E0651) are covered for
treatment of CVI of the lower extremities ONLY if the member has ALL the following:

e Edema in the affected lower extremity

e One or more venous stasis ulcer(s)

e Non-healing ulcers after a six-month trial of conservative therapy directed by
the treating practitioner. The six-month trial includes:

o The 4-week lymphedema trial criteria outlined above; AND
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o Appropriate wound care for the ulcer(s) (including sharp debridement
where appropriate)

Segmented, calibrated gradient pneumatic compression devices (HCPCS code E0652):

A segmented, calibrated gradient pneumatic compression device (HCPCS code E0652) is
only covered when the Medicaid Managed Care Customer has unique characteristics
which prevent them from receiving adequate satisfactory pneumatic compression
treatment using a non-segmented device along with a segmented appliance or
compression device without manual control of the pressure in each chamber.

A segmented, calibrated gradient pneumatic compression device (HCPCS code E0652) is
covered for the treatment of lymphedema extending onto the chest, trunk and/or
abdomen when ALL the following are met:

e Diagnosis of lymphedema of an extremity
e Coverage criteria for EO650 and E0651 are met

e The member has lymphedema extending onto the chest, trunk and/or
abdomen that extends past the limits of a standard compression sleeve, and
the chest, trunk and/or abdominal lymphedema has failed to improve with a
four-week trial. 4-week trial includes all the requirements for the 4-week trial
outlined above under Lymphedema, AND:

o Manual lymph drainage (MLD) (where available) and self MLD for at least
30 minutes/day

o Evaluation of diet and implementation of necessary changes
o Maedications as appropriate (i.e., diuretics and/or treatment of CHF, etc.)
o correction (where possible) of anemia and/or hyponatremia

Coverage criteria are according to the New York State Medicaid Program eMedNY DME
Procedure Codes Guidelines and Coverage Guidelines manual.

Medicare

There is a CMS National Coverage Determination (NCD) for Pneumatic Compression
Devices (280.6). For full coverage and limitation details refer to: Centers for Medicare &
Medicaid Services (CMS). National Coverage Determination (NCD) for Pneumatic
Compression Devices (280.6). Effective Date: 01/14/2002. Available: www.cms.gov/

There is a CMS Local Coverage Determination (LCD) for Pneumatic Compression
Devices. For full coverage and limitation details refer to: Noridian Healthcare Solutions
Local Coverage Decision (LCD) LCD ID Number: L33829 Pneumatic Compression Devices
RETIREMENT Date:11/14/2024. Available:
https://med.noridianmedicare.com/web/jddme/policies/Icd/active
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPO In Plan Prior Auth
PPO OOP Prior Auth
POS In Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS In Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD
4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).
© 2024 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Compression Devices

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review
Retrospective Review Required

Service is not a covered benefit.

See Specific Plan Design
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Revision History:
8/1/2021 — Annual Review. Updated to new format. No changes to indications or criteria.

8/1/2023 — Annual review, policy name changed to compression devices because policy includes both
pneumatic and non-pneumatic compression devices. Koya dayspring added as an exclusion.

01/01/2024 — Updated HCPCS codes, deleted K1024, K1025, K1031, K1032, K1033. Replaced with new
HCPCS codes E0678, E0679, E0680, E0681, E0682.

04/01/2024 — Medicaid Managed Care variation updated to reflect new coverage criteria for EO650 —
E0652 pneumatic compression devices.

06/01/2025 — Added exclusion for E0683 - Nonpneumatic, nonsequential, peristaltic wave compression
pump.
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MVP Health Care Medical Policy

Continuous Glucose Monitoring

Type of Policy: DME

Prior Approval Date: 03/24/2023
Approval Date: 07/01/2024
Effective Date: 10/01/2024

Related Polices:

Durable Medical Equipment
Insulin Infusion Pump
(External)

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Codes: | Description:

A4238 Supply Allowance for Adjunctive Continuous Glucose Monitor (CGM),
includes all supplies and accessories, 1T month supply = 1 unit of service
Supply allowance for nonadjunctive, nonimplanted continuous glucose

A4239 monitor (CGM), includes all supplies and accessories, 1 month supply =
1 unit of service

A9DT6 Sensor; invasive (e.g., subcutaneous), disposable, for use with interstitial
continuous glucose monitoring system

AQ277 Tran:?:mi’Fter; external, for use with interstitial continuous glucose
monitoring system

A9Q278 Rece'iver‘ (monitor); external, for use with interstitial continuous glucose
monitoring system

E2102 Adjunctive Continuous Glucose monitor or receiver

£2103 Nonfadjunctive, nonimplanted continuous glucose monitor (CGM) or
receiver

S1030 Continuous noninvasive glucose monitoring device, purchase

<1031 Continuous noninvasive glucose monitoring device, rental, including
sensor, sensor replacement, and download to monitor

Continuous Glucose Monitoring Page 1 of 11
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Codes Subject to Retrospective Review as Experimental/Investigational:
N/A

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes:

E10.65, E11.21, E11.311, E11.319, E11.36, E11.39, E11.40, W11.51, E11.65, E11.69, E11.8,
E15, E16.2, 024.32, 024.319, 024.419, 024.429, 024911, 024.912, 024.913, 024.92,
024.93, 099.81, 099.810, 099.814, ©099.815

Common Procedure Codes

CPT Codes: | Description:

Ambulatory continuous glucose monitoring of interstitial tissue fluid via
a subcutaneous sensor for a minimum of 72 hours; physician (office)
provided equipment, sensor placement, hook-up, calibration of monitor,
patient training, removal of sensor, and printout of recording

95250

Ambulatory continuous glucose monitoring of interstitial tissue fluid via
95251 a subcutaneous sensor for a minimum of 72 hours; analysis,
interpretation and report

Creation of subcutaneous pocket with insertion of implantable

0446T interstitial glucose sensor, including system activation and patient
training
0447T Removal of implantable interstitial glucose sensor from subcutaneous

pocket via incision

Removal of implantable interstitial glucose sensor with creation of
0448T subcutaneous pocket at different anatomic site and insertion of new
implantable sensor, including system activation

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview

Continuous glucose monitoring systems (CGMS) are minimally invasive or non-invasive
devices that measure glucose levels in interstitial fluid at frequent intervals over a period
of several days. Continuous glucose monitoring systems consist of a sensor, transmitter,
and receiver. Some monitors provide real-time information while others require data to
be downloaded and reviewed retrospectively. The goal of continuous glucose
monitoring systems is to guide adjustments to therapy and improving overall glycemic
control.
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Continuous glucose monitoring may be used either as a one-time evaluation for a
minimum of 72 hours, three-day period or on a long-term continuous basis.

Short term glucose monitoring or 72-hour ambulatory glucose monitoring is performed
on CGM systems that are owned by healthcare providers and are loaned to an individual
to use over a short period of time to record and store glucose data. The individual
returns to the physician’s office where the data can be analyzed and used to prescribe
an appropriate insulin regimen.

Long-term continuous glucose monitors are owned by individuals and provide real-time
glucose values that allow users to track patterns and possibly identify episodes of low
and high blood glucose levels. There are two types of long-term continuous glucose
monitors. Non-therapeutic CGMS devices are intended to be used as an adjunctive
device to complement, not replace, blood glucose monitors. Therapeutic CGMS are
approved to replace traditional blood glucose monitors.

Combined external insulin pumps with continuous glucose monitor systems are devices
that have integrated continuous glucose monitors with the insulin pump. These systems
incorporate features including predictive alerts that give early warnings so action can be
taken to prevent dangerous high or low blood glucose events.

Implanted interstitial glucose sensors (I-CGM) are intended for long-term use (worn up
to 180 days), the sensor is implanted subcutaneously in the upper arm to measure
glucose in the interstitial fluid. The measurement is then relayed to the removable
transmitter that sends data to a smart device. The measurement and display of glucose
values is done automatically without the need for user intervention. An example of an
implantable continuous glucose monitor is the Eversense. The Eversense system consists
of a glucose sensor, which can be worn for up to 90 days, that is inserted under the skin
by a physician and an externally worn transmitter. The inserter sensor collects readings
and sends them to the transmitter. The transmitter calculates, stores, and transmits the
glucose data to a mobile device.

Indications/Criteria

72-Hour Ambulatory Continuous Glucose Monitoring of Interstitial Fluid (95250, 95251)

72-hour ambulatory continuous glucose monitoring of interstitial fluid with an FDA
approved device is covered up to twice per year for customers who are insulin
dependent when all the following are met:

e customers with poorly controlled diabetes despite evidence of optimized diabetic
treatment as indicated by the following clinical situations:

o difficulty achieving blood glucose control; or frequent, unexplained hypoglycemic
unawareness episodes (<50 mg/dl) despite optimized diabetic treatment; or
recurrent ketoacidosis; and
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e compliance with recommended regimen, including glucose self-testing an average
of four times/day; and

e under the care of an endocrinologist or a provider with experience in diabetes
treatment; and

e has completed a comprehensive diabetic education program.

e 72-hour ambulatory continuous glucose monitoring of interstitial tissue fluid does
not require prior authorization (95250, 95251).

External Interstitial Continuous Glucose Monitoring System

A therapeutic or non-therapeutic continuous glucose monitoring system (A4238, A4239,
E2103) with an FDA approved device is covered for customers when all of the following
are met:

1. The customer has type 1, type 2, or gestational diabetes; and

2. The customer is insulin dependent requiring multiple (three or more) daily
administrations of insulin or on an external insulin pump; and

3. The customer’s insulin treatment plan requires frequent adjustments by the
customer on the basis of blood glucose measurement (BGM) or continuous glucose
monitor (CGM) testing results; and

4. Within six (6) months prior to ordering the CGM, the treating practitioner has an in-
person visit with the customer to evaluate their diabetes control and determine that
customer meets the criteria above; and

5. The customer is followed every six (6) months following the initial prescription of the
CGM to assess adherence to the CGM regimen and diabetes plan.

Implantable Interstitial Continuous Glucose Monitoring System

An implantable continuous glucose monitoring device system (0446T, 0447T, 0448T)
is covered for customers when the following is met:

e The customer meets the criteria for an external CGM; and
e 18 years of age or older; and
e One or more of the following indications:
o Physical disability, such as impairment in vision, hearing, or dexterity; or

o A severe sensitivity to adhesives or plastics used in transcutaneous
CGM components; or

o Any significant condition or situation requiring vibration alerts.

Replacement continuous glucose monitors are covered when the following criteria are
met:
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e Every six (6) months following the initial prescription of the CGM, the treating
practitioner has an in-person visit with the beneficiary to assess adherence to their
CGM regimen and diabetes treatment plan, and

e Does not have an existing fully functional device; and,

e Replacement will be considered when medically necessary and with documentation
confirming that the monitor/component is malfunctioning, is outside of
manufacturer’s warranty and cannot be repaired; and,

e Replacement of the continuous glucose monitor due to slight damage to the device
without causing the device to malfunction or replacement desired due to advanced
technology is considered not medically necessary.

Additional Continuous Glucose Monitoring (CGM) Guidelines:

e Interstitial continuous glucose monitors in combination with insulin infusion pumps
must also meet criteria outlined in the MVP Insulin Infusion Pump (External) medical

policy.
e In addition to the above coverage criteria, ordering providers should verify that their

patients meet manufacturer’'s recommendations for appropriate age range, testing
and calibration requirements, etc., prior to prescribing the CGM device.

e Customers must comply with the manufacturer’s specified finger stick testing
recommendations for the CGM device prescribed.

¢ Only one type of monitor will be covered: either therapeutic (such as but not limited to
DexComG6) or non-therapeutic (such as but not limited to Medtronic’'s Minimed).
Ancillary devices (such as but not limited: smart phones, tablets, personal computers)
are not covered

e Ancillary devices (such as but not limited: smart phones, tablets, personal computers)
are not covered

Therapeutic Devices

The supply allowance for therapeutic continuous glucose monitors (A4239) includes all
supplies necessary for monitoring glucose levels using CGM, which includes but is not
limited to therapeutic sensors, therapeutic transmitters, test strips, home glucose
monitor, lancets, alcohol wipes, batteries.

Non-Therapeutic Devices

For adjunctive CGMs, the supply allowance (A4238) encompasses all items necessary for
the use of the device and includes but is not limited to, CGM sensors and transmitters.

Exclusions

e Not meeting criteria under Indications/Criteria in this policy.
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e Additional software or hardware required for downloading data to a device such as a
personal computer, smart phone, or tablet is considered a convenience item and not
medically necessary.

e Replacement of the continuous glucose monitor due to slight damage to the device
without causing the device to malfunction or replacement desired due to advanced
technology is considered not medically necessary.

e Over-the-counter (OTC) integrated Continuous Glucose Monitors (iCGM) (i.e.,
including but not limited to Dexom Stelo, Abbott Lingo) are not considered Durable
Medical Equipment (DME) as they are sold OTC without prescription.

MVP Medicaid Products Variation

Effective April 1, 2023, providers are no longer able to bill MVP Managed Medicaid or
HARP members for pharmacy and pharmacy related durable medical equipment and
supplies because NYS Medicaid covers these items. This includes certain durable
medical equipment (DME), enteral and parenteral nutrition, family planning supplies,
medical/surgical supplies, miscellaneous supplies and hearing aid batteries as
designated by the New York State Department of Health.

The full list of codes that must be billed to Medicaid Fee-For-Service is located
at https://www.emedny.org/ProviderManuals/Pharmacy/index.aspx - See the OTC and
Supply Fee Schedule.

Providers should bill these directly to New York State Medicaid Fee-For-Service using
the Medicaid member client identification number (CIN) after 04/01/2023. Claims
submitted directly to MVP for items that are carved out to Fee-For-Service will deny as
not a covered benefit.

MVP Medicare Products Variation

To be eligible for coverage of a CGM and related supplies, the Medicare plan customer
must meet all of the following initial coverage criteria (1)-(5):

1. The Medicare plan customer has diabetes mellitus; and,

2. The Medicare customer’s treating practitioner has concluded that the Medicare
customer (or customer’s caregiver) has sufficient training using the CGM
prescribed as evidenced by providing a prescription; and,

3. The CGM is prescribed in accordance with its FDA indications for use; and,

4. The Medicare customer for whom a CGM is being prescribed, to improve
glycemic control, meets at least one of the criteria below:

A. The Medicare customer is insulin-treated; or,

B. The Medicare customer has a history of problematic hypoglycemia with
documentation of at least one of the following:
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= Recurrent (more than one) level 2 hypoglycemic events (glucose
<54mg/dL (3.0mmol/L)) that persist despite multiple (more than
one) attempts to adjust medication(s) and/or modify the diabetes
treatment plan; or,

= A history of one level 3 hypoglycemic event (glucose <54mg/dL
(3.0mmol/L)) characterized by altered mental and/or physical state
requiring third-party assistance for treatment of hypoglycemia

5. Within six (6) months prior to ordering the CGM, the treating practitioner has an
in-person or Medicare-approved telehealth visit with the Medicare plan customer
to evaluate their diabetes control and determined that criteria (1)-(4) above are
met.

Medicare customers have coverage for medically necessary supplies using either a
therapeutic (non-adjunctive) or non-therapeutic (adjunctive) continuous glucose
monitor on a monthly basis. Max Units/Frequency: 3 units every 3 months.

Medicare only covers a therapeutic CGM receiver that has an expected life of at least 3
years.

For full coverage details for glucose monitors refer to the Noridian Healthcare Solutions
Local Coverage Determination (LCD) for Glucose Monitors (L33822). Revision Effective
Date: 04/16/2023. Available:
https://med.noridianmedicare.com/web/jddme/policies/Icd/active

Refer to the MVP Health Care Payment Policy Durable Medical Equipment for coding
and claims payment.
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPQO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Carved out to Medicaid FFS
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Carved out to Medicaid FFS
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care PPO Potential for Retrospective Review
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS in Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD
4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).
© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and a
Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Continuous Glucose Monitoring

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review
Retrospective Review Required

Service is not a covered benefit.

See Specific Plan Design
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Revision History:

07/01/2021 — updated Medicaid Managed Care variation according to NYS that addresses who can order
the devices and the number of glucose tests to be performed. As of 7/18/21, Medicare plans no longer
require glucose testing as a prerequisite for coverage.

03/01/2022 — Exclusion was added to the Medicaid Managed Care variation for type 1 diabetics according
to NYS Medicaid guidelines instead of a medical necessity requirement. Medicare variation updated
according to the CMS Medicare final rule for coverage of CGM adding coverage for non-therapeutic CGM
as DME.

04/01/2022 — Added coverage to Medicaid for gestational diabetes and type 2 diabetes, eliminated
requirement for finger stick glucose testing and added coverage for non-therapeutic CGM supplies for
Medicare.

10/01/2022 — Removed requirement for 72-hour CGM, added coverage for implantable CGM, Medicare
variation removed.

04/01/2023 — Updated to reflect NYS Medicaid is covering CGM supplies.

04/16/2023 — Updated Medicare variation to match national Medicare changes to coverage for Medicare
plan customers.

10/01/2024 — Added coverage for gestational diabetes. Added exclusion for over-the-counter (OTC)
integrated continuous glucose monitors (iCGM).
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Continuous Passive Motion Device
Type of Policy: DME
Prior Approval Date: 05/02/2022

Approval Date: 06/03/2024

Effective Date: 08/01/2024

Related Polices: Temporomandibular Joint Dysfunction
New York
Temporomandibular Joint Dysfunction
Vermont

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

MVP Durable Medical Equipment (DME) Prior Authorization List

https://www.mvphealthcare.com/utilization

Codes Requiring Retrospective Review

N/A

Experimental/Investigational

HCPCS Codes:

E0935 - Continuous passive motion exercise device for use on knee only;
E0936 - Continuous passive motion exercise device for use other than knee
Common Diagnosis Codes

ICD-10 Diagnosis Codes: M23.50, M25.9, M65.9, Q74.9, S83.8X9A, S86.819A

Please refer to the product grid for detailed authorization requirements for specific plans. Code lists may not
be all inclusive. Codes requiring prior-authorization for some products may be retrospectively reviewed for
plans that do not require prior-authorization. Common diagnosis and procedure codes are included for
informational purposes. CPT codes are subject to change as replacement codes are adopted by CMS. Any
codes related to CMS updates will be adopted and applied to this policy by MVP.

Overview
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A continuous passive motion (CPM) device is intended to aid rehabilitation after
orthopedic surgery. The device moves the joint, e.g., flexion/extension without
assistance. CPM devices are used as an adjunct to physical therapy to increase range of
motion and decrease joint swelling and stiffness while allowing wound healing. Passive
motion may also be used in reducing anatomical misalignment.

Indications/Criteria

Due to the lack of evidence from peer-reviewed literature demonstrating improved
patient outcomes, continuous passive motion (CPM) devices are considered
investigational.

Exclusions

Rehabilitation (post total knee arthroplasty, knee manipulation, or knee surgery) using
stationary cycling (e.g.,, ROMTech PortableConnect Adaptive Telemed Technology) as an
adjunct to conventional physical therapy has not been medically proven to be effective
and is considered not medically necessary.

Medicare Variation
CPM device is covered for total knee replacement only.

e Device must be started within 2 days of surgery.
e Coverage is limited to 3-weeks following surgery.

References (Updated 2024)
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8. Hayes Health Technology Assessment: Continuous Passive Motion For Knee
Indications: A Review Of Reviews. HAYES, Inc.; © 2021 Hayes, a symplr company.
March 15, 2018. Annual Review: May 6, 2021.

9. Hayes Evidence Analysis Research: Brief Postoperative Continuous Passive Motion for

Elbow Indications. HAYES, Inc,; © 2021 Hayes, a symplr company. December 18,
2020.

10. Hayes Technology Assessment: Continuous Passive Motion Devices For Shoulder

Indications. HAYES, Inc.; © 2021 Hayes, a symplr company. May 9, 2018. Annual
review - June 24, 2021.

11. American Board of Internal Medicine’s (ABIM) Foundation Choosing Wisely ®
Initiative. Available at URL address: https://www.choosingwisely.org

12. American Academy of Orthopaedic Surgeons (AAQOS) Clinical Practice Guidelines.
Available at URL address: https://www.aaos.org/quality/quality-programs/

13. Hayes Evolving Evidence Review ROMTech/PortableConnect (ROM Technologies

Inc.) for Telerehabilitation Following Total Knee Arthroplasty. March 10, 2022. Annual
Review 05/19/2023.
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO in Plan Retrospective Review
PPO OOP Retrospective Review
POS In plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure Retrospective Review
MVP EPO Retrospective Review
MVP EPO HDHP Retrospective Review
MVP PPO Retrospective Review

MVP PPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS in Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review.

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design

08/01/2022 — Annual Review; E0935 CPM for the knee moved to experimental investigational except for
Medicare plans, references reviewed and updated.
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08/01/2024 -Annual Review; no changes to criteria. RomTech added to exclusions. References updated.
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Cosmetic and Reconstructive Services

Type of Policy: Surgical

Prior Approval Date: 10/03/2022
Approval Date: 10/07/2024
Effective Date: 12/01/2024

Orthognathic Surgery, Breast Implantation, Breast
Reduction Surgery, Vitiligo,

Dermabrasion, Panniculectomy and
Abdominoplasty, Gender Affirming Care,
Rhinoplasty

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

(See specific MVP Medical Policy)

Codes Requiring Retrospective Review
(See specific MVP Medical Policy)
Experimental/Investigational
Experimental codes are not covered.

(See specific MVP Medical Policy)
Common Diagnosis Codes

(See specific MVP Medical Policy)

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.
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Overview

Cosmetic surgery and services are commonly performed as an elective procedure to
enhance the looks of a body part. Reconstructive surgery is usually performed to restore
functionality to a body part due to congenital or developmental abnormalities, cancer,
or from trauma such as severe burns or motor vehicle crashes.

Indications/Criteria

Documentation Reguirements

Documentation of the patient’s medical history must be submitted indicating the
medical necessity of the procedure being requested. Documentation must indicate the
exact nature of the functional impairment, when applicable, and that the impairment has
a significant impact on the patient’s activities of daily living (ADLs — including bathing,
dressing, grooming, eating, or walking). Photographs required upon request.

Cosmetic Procedures

Any service or surgery that is performed primarily to enhance the appearance of a body
part is considered cosmetic in nature and will be denied as not medically necessary.

However, the treatment of complications arising from a cosmetic surgical procedure
such as an infection or functional impairment will be covered.

Reconstructive Surgery

Reconstructive surgery is considered medically necessary when the following criteria are
met:

e the procedure is incidental to, or follows surgery (i.e., as soon as medically feasible,
or as a staged procedure) resulting from trauma, infection or other diseases; or

e thereis a child with a congenital disease or anomaly that resulted in a functional
defect.

Note: Please refer to specific MVP policies that may indicate criteria for a particular
procedure (e.g., Orthognathic Surgery, Vitiligo, Rhinoplasty, etc.).

Please refer to MVP policy on Gender Affirming Treatment for any procedures related to
gender dysphoria.

Exclusions

e Requests for services or surgeries not meeting criteria listed under
Indications/Criteria of this policy.

e Any service or surgery in connection with cosmetic care, which is primarily intended
to improve appearance and self-esteem, will be denied as not medically necessary.
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Medicare Variation

Dermal injections for the treatment of facial lipodystrophy syndrome are indicated when
all of the following criteria have been met:

e dermal fillers that are used only for treatment of facial lipodystrophy syndrome in
HIV-infected individuals with depression secondary to facial lipodystrophy caused by
antiretroviral HIV treatments; and

e dermal fillers must be approved by the Food and Drug Administration for the
treatment of facial lipodystrophy syndrome.

References (Reviewed 2024)
1. New York State Insurance Department Regulation 183 (11 NYCRR 56).

2. New York State Insurance Department Thirty-Fifth Amendment to Regulation 62
(11 NYCRR 52).

3. Centers for Medicare & Medicaid Services. National Coverage Determination
(NCD) for Plastic Surgery to Correct “Moon Face” (140.4). Available: www.cms.gov/.

4. Centers for Medicare and Medicaid Services. NCD for Dermal Injections for the
Treatment of Facial Lipodystrophy Syndrome (LDS) (250.5). Effective date:
03/23/2010. Available: www.cms.gov/.
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Customer Product

Medical Management Requirements*

New York Products

HMO See Specific Policy
PPO in Plan See Specific Policy
PPO OOP See Specific Policy
POS in Plan See Specific Policy
POS OOP See Specific Policy

Essential Plan

See Specific Policy

MVP Medicaid Managed Care

See Specific Policy

MVP Child Health Plus

See Specific Policy

MVP Harmonious Health Care Plan

See Specific Policy

MVP Medicare Complete Wellness

See Specific Policy

MVP Medicare Preferred Gold HMO POS

See Specific Policy

MVP Medicare Secure HMO POS

See Specific Policy

MVP Medicare Secure Plus HMO POS

See Specific Policy

MVP Medicare WellSelect PPO

See Specific Policy

MVP Medicare WellSelect Plus PPO

See Specific Policy

MVP Medicare Patriot Plan PPO

See Specific Policy

MVP DualAccess D-SNP HMO

See Specific Policy

MVP DualAccess Complete D-SNP HMO

See Specific Policy

MVP DualAccess Plus D-SNP HMO

See Specific Policy

UVM Health Advantage Select PPO

See Specific Policy

USA Care PPO

Potential for Retrospective Review

Healthy NY

See Specific Policy

MVP Premier

See Specific Policy

MVP Premier Plus

See Specific Policy

MVP Premier Plus HDHP

See Specific Policy

MVP Secure See Specific Policy
MVP EPO See Specific Policy
MVP EPO HDHP See Specific Policy
MVP PPO See Specific Policy

MVP PPO HDHP

See Specific Policy

Student Health Plans

See Specific Policy

ASO See SPD
Vermont Products

POS In Plan See Specific Policy
POS OOP See Specific Policy

MVP Medicare Preferred Gold HMO PQOS

See Specific Policy

MVP Medicare Secure Plus HMO POS

See Specific Policy

MVP VT HMO

See Specific Policy

MVP VT HDHP HMO

See Specific Policy

MVP VT Plus HMO

See Specific Policy

MVP VT Plus HDHP HMO

See Specific Policy

MVP Secure

See Specific Policy

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP

HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History
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12/01/2022 — Annual Review; added definition to ADLs for documentation requirements, updated
references.

12/01/2024 - Annual Review with no changes to policy indications or criteria.
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Court Ordered Services

Type of Policy: Medical/Behavioral
Health
Prior Approval Date: 11/07/2022
Approval Date: 11/04/2024
Effective Date: 02/01/2025
Related Polices: N/A
Overview

Court Ordered Services are those services ordered by a court of competent jurisdiction
and performed by or under the supervision of a licensed physician, psychiatrist,
psychologist, dentist, or other provider qualified under New York State Law to furnish
medical, dental, behavioral health (including referrals for evaluations and treatment for
mental health and/or alcohol and/or substance use or dependence), or other services
included in the Medicaid Managed Care benefit package.

Guidelines

Coverage for Court Ordered Services will be provided in accordance with the benefit
package, customer’s certificate of coverage (COC), or Medicaid Customer Handbook.

Coverage for Court Ordered services for Exchange Plans, fully insured Commercial Plans,
Child Health Plus, Essential Plans, Medicaid Managed Care (including Medicaid and MVP
Harmonious Health Care Plan [HARP]) must meet the following criteria:

e Ordered services are covered services under the customer’s benefit package; and

e Ordered services are determined to be medically necessary according to MVP
policies as regulated by law; and

e As applicable, the court’s order is based on a behavioral care evaluation
performed by a licensed psychiatrist or a doctoral level licensed psychologist,
which includes a diagnosis and an individual treatment plan for care in the most
appropriate, least restrictive environment; and
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e The care is provided by an MVP Participating Provider or by a Non-Participating
Provider if appropriate care is not available through the plan or as required by
state law or rule.

Utilization review decisions for Court Ordered services requiring prior authorization are
made within 72 hours of receipt of the authorization request.

When submitting the Certification of Court Ordered Services and request for pre-
authorization of such services (if applicable), a copy of the signed court order is also
requested for review. The signed order, however, is not a requirement for utilization
determinations or expedited review.

Exclusions
Court Ordered Services that are not a covered benefit.
Court Ordered Services that are not otherwise medically necessary are not covered.

Court ordered services as a condition of parole or probation, with the exception of
Medicaid Managed Care.

Administrative Court Ordered services, such as by the Department of Motor Vehicles
Medical reports/tests prepared in connection with legal actions or law enforcement.

Forensic evaluations conducted to answer specific legal questions including but not
limited to:

e Adoption evaluations

e Custody evaluations

e Education classes for driving under influence (DUI) offenses
e Parental competency evaluations

e Personal injury evaluations

e Workers' compensation evaluations

Medicare

Court Ordered Services are excluded from Medicare contracts.

Medicaid Variation

Court Ordered Services for Medicaid Managed Care Plans (including Medicaid and
HARP) are covered regardless of whether the court orders such services to be provided
by a participating or non-participating provider.
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Prior authorization for hospital admissions is not required when the admission is
pursuant to a court order, or an order of detention issued by the local commissioner or
director of public health.

Court Ordered Services provided by non-participating providers are reimbursed at the
Medicaid fee schedule.

References (Updated 2025)

1.

> W

All current MVP Contracts
Insurance Law §& 4903(b)(2)
Public Health Law § 4903(2)(b)

New York State Department of Financial Services: Health Insurers: Guidance
Regarding Court Ordered Services for Mental Health and/or Substance Use Disorder

| Department of Financial Services (ny.gov)

New York State Department of Health, Office of Health Insurance Programs,
Medicaid Managed Care / Family Health Plus / HIV Special Needs Plan / Health and
Recovery Plan Model Contract

Revision History

2/01/2023 — Policy updated and converted from internal policy to medical policy.

02/01/2025 — Annual review with no changes to the indications or criteria.
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Cranial Orthotics

Type of Policy: DME
Prior Approval Date: 03/03/2023
Approval Date: 01/06/2025
Effective Date: 04/01/2025
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Requiring Retrospective Review:

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10- CM Diagnosis Codes: Q67.3 - Plagiocephaly
Common Procedure Codes

S1040 - Cranial remolding orthotic, pediatric, rigid, custom fabricated

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Plagiocephaly is a condition characterized an asymmetrical distortion of the skull. Itis
characterized by the development of a flat spot on the back or one side of the head.
Many factors can cause flat spots. Most babies develop plagiocephaly by sleeping
regularly in one position. Other causes of plagiocephaly include premature birth,
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restrictive intrauterine positioning, cervical abnormalities, birth trauma, or muscular
torticollis.

Indications/Criteria
Documentation Requirements
o Anthropometric measurements of moderate to severe plagiocephaly.

o Documentation of conservative therapy as outlined in the Indications/Criteria
section of policy.

Cranial Orthotics

Cranial orthotics (e.g., helmet or cranial remodeling band) are covered when either the
criteria for #1 or #2 are met:

1. Moderate to severe plagiocephaly: cranial orthosis is initiated at 3 to 12 months
of age!’ and cranial suture is open;

e Documentation of a 2 month trial of conservative therapy (repositioning and
stretching exercises) consisting of :

alternating back and side sleeping

O

o supervised tummy time

o rearranging the crib relative to the primary light source
o limiting time spent in a supine position

o limiting time in strollers, carriers and swings

o rotating chair activity

o neck motion exercises

e Anthropometric measurements of moderate to severe plagiocephaly when >
1 (one) of the following is met:

o skull base asymmetry > 6 mm;

o cranial vault asymmetry > 6 mm;

o orbitotragial depth asymmetry> 6 mm;

o cephalic index/ratio 2 standard deviations (SD) above or below the mean*

o brachycephaly evaluation, a cephalic index of 2 standard deviations (SDs)
below mean(head wide for its length)*

2. Following craniosynostosis surgery.

*The cephalic index is considered abnormal if it is two standard deviations (SD) above or
below the mean measurements (American Academy of Orthotists and Prosthetists
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(AAOP), 2004; Farkas and Munro, 1987. The indices for infants up to 12 months may
be found on the following table:

Table 1
Cephalic Index
Gender; Age -2SD -1SD Mean +1SD +2SD
Male; 16 days — 6 mths 63.7 68.7 73.7 78.7 83.7
Male; 6 — 12 Mths 64.8 714 78.0 84.6 91.2
Female; 16 days — 6 mths. 63.9 68.6 73.3 78.0 82.7
Female; 6 — 12 mths. 69.5 74.0 78.5 83.0 87.5

A second cranial remodeling band or helmet is considered medically necessary for
children who met the aforementioned criteria at the initiation of therapy if the
asymmetry has not resolved or significantly improved after 2 to 4 months such that the
severity of head deformity indicates another orthosis and the orthosis becomes ill-fitting
after attempts to adjust and leaves little or no room for new growth.

In addition to the indications and criteria listed above (Indications/Criteria
section), the following must be met:

o Cranial remodeling helmet must be ordered by a pediatrician, pediatric surgeon,
or a craniofacial surgeon.

o Documentation of medical necessity from a pediatric neurosurgeon or a
craniofacial surgeon.

Exclusions
e Not meeting any criteria listed in the Indications/Criteria section of the policy.

e Cranial orthotics as the sole treatment of synostotic plagiocephaly have not been
medically proven to be effective and are therefore considered not medically
necessary.

e Cranial orthotics (e.g., helmets) used primarily and customarily for convenience or
safety, even though they may have some remote medically related use (e.g., head
protection during seizures or self-injurious behavior), are not coverage.

e The use of a cranial remodeling band or helmet without surgery to correct
asymmetry in infants with synostotic plagiocephaly as experimental and
investigational; craniosynostosis that is not surgically corrected is a contraindication
to use of cranial remodeling bands or helmets.

e The use of sleep positioning wrap for the treatment of infants with positional head
shape deformities is considered experimental and investigational because its
effectiveness has not been established.
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e Cranial orthotics (or helmets) are contraindicated and considered not medically
necessary after 24 months of age.

Medicaid Variation

The customer has moderate to severe positional head deformities associated with
premature birth, restrictive intrauterine positioning, cervical abnormalities, birth
trauma, torticollis and/or sleeping positions in children.

Anthropometric measurements verify that a moderate to severe plagiocephaly is
documented by a physician experienced in such measurements.

The customer is between the ages of 3-18 months old and is considered to have
a reasonable likelihood of continued skull growth.

There is documentation of, at minimum, a 2-month trial of repositioning and
stretching exercises as follows:

1. Alternating back and side sleeping

2. Supervised tummy time

3. Rearranging the crib relative to the primary light source
4. Limiting time spent in a supine position

5. Limiting time in strollers, carriers and swings

6. Rotating chair activity

7. Neck motion exercises

Not covered for:

Customers over the age of 24 months.
Unmanaged hydrocephalus

Craniosynostosis

Documentation requirements:

A valid fiscal order signed by a pediatrician, a general surgeon with specialty in

pediatrics, and/or a craniofacial surgeon.

Anthropometric measurements.

Documentation of medical necessity from a pediatric neurosurgeon or a

craniofacial surgeon.

Documented trial of repositioning and stretching exercises as outlined above.

Medicare

Based on review there is no Medicare Local Coverage Determination (LCD) or Medicare
National Coverage Determination (NCD) for Cranial Orthotics.
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO In Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS In Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

MVP EPO

Potential for Retrospective Review

MVP EPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS In Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may daffect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Cranial Orthotics

Prior Authorization Required

No Prior Authorization Required. Maybe subject to Retrospective Review
Retrospective Review Required

Service is not a covered benefit.

See Specific Plan Design
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Revision History

8/1/2021 — No changes to the indications and criteria.
04/01/2023 — Removed prior authorization from HCPCS Code S1040.

04/01/2025 - Annual review with no changes to the indications or criteria. Updated references.
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Custodial Care Long Term (LT) Placement in a Nursing Home (NH)
for MVP Medicaid Managed Care

Type of Policy: Medical

Prior Approval Date: 03/07/2022
Approval Date: 04/01/2024
Effective Date: 06/01/2024

Personal Care and Consumer Directed Services

for MVP Medicaid Managed Care

Adult Day Health Care (ADHC) Services and AIDS Adult Day
Health Care (AIDS ADHC) Services

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

All Inpatient Custodial Nursing Home Care requires Prior Authorization.
Codes Requiring Retrospective Review

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview
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MVP Health Care Medical Policy

This policy addresses MVP Health Care’s medical management criteria and requirements
for coverage of custodial care within a nursing home/long term nursing home (LTNH)
for Medicaid Managed Care customers. Custodial and/or non-skilled services are
excluded under most other plans.

Custodial care is personal care that does not require the continuing attention of trained
medical or paramedical personnel. Examples of custodial care are assistance walking,
assistance transferring in and out of bed, bathing, dressing, preparation of food,
feeding, using the toilet, and supervision of self-administered medications.

When custodial care within the nursing home is provided in conjunction with daily
skilled nursing care or restorative therapy that meets guidelines for skilled nursing
facility coverage, the custodial care is covered as part of the customer’s skilled nursing
facility benefit. When skilled nursing facility coverage guidelines are not met, custodial
care may be covered according to the criteria outlined in this policy. Examples of
circumstances when custodial care is sometimes covered outside of the skilled nursing
facility benefit are when the patient is directly admitted from the community, when the
customer’s progress with therapy has plateaued, or when the customer is transferred
from the hospital without the need for skilled nursing care every day. Custodial care
under this benefit may be covered in conjunction with skilled services such as speech
therapy, physical therapy, occupational therapy, nursing care and medical supervision
when skilled nursing facility level of care criteria is not met.

As per the Medicaid Managed Care Model Contract, MVP Health Care will provide
medically necessary custodial care services to meet the Customer’s needs and safety in
the most integrated and least restrictive setting.

Criteria for coverage of custodial care in other settings can be found in other MVP
policies such as Personal Care and Consumer Directed Services and Adult Day Health
Care (ADHC) Services and AIDS Adult Day Health Care (AIDS ADHC) Services.

Indications/Criteria

As per Section 10.40 of the Medicaid Managed Care Model Contract, admission to a

facility for custodial care services will be covered for qualified MVP Managed Medicaid

customers when all of the following criteria have been met:

e The nursing home physician or clinical peer completes and submits the appropriate
certification —Physician Letter of Need, (Minimum Data Set [MDS]), NYSDOH Hospital

and Community Review Instrument ([HC-PRI]) and LDSS-3559 to demonstrate all the
following:

o Customer is diagnosed by a physician as having one or more clinically
determined illnesses or conditions that cause the customer to be so
incapacitated, sick, invalid, infirm, disabled, or convalescent as to require at least
medical and nursing care.

Long Tm/Custodial Care Plcmt in Long Tm Nursing Home Page 2 of 6
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O

Ordered by the nursing home physician or clinical peer and must be based on
medical necessity.

admission to a facility for custodial care services will be covered for qualified MVP
Managed Medicaid customers 21 and older.

Customer is unable or unwilling to meet their medical and care needs; and/ or
caregiver is not able or is unwilling to meet the medical care needs of the
customer in the community;

the lack of availability of services in the community to meet the Customer's
medical needs,

Customer is unsafe at home (e.g. cognitive impairments without constant
supervision make the Customer unsafe at home, no working telephone, no
medications or means to acquire home, fall hazards, inadequate heat, inadequate
plumbing, inadequate ventilation, etc.).

Customer or legal guardian agrees to long-term placement.

And placement is consistent with plan of care (documentation that includes an
interdisciplinary comprehensive assessment, customer’s functional impairment
and the frequency and duration of particular services that must be provided to a
participant.)

documentation that includes an interdisciplinary comprehensive assessment,
customer’s functional impairment and the frequency and duration of particular
services that must be provided to a participant.

Reassessment

For custodial care services reassessment (every 6 months or with any change in status),
the medical record documentation must include:

the Uniform Assessment System (UAS), Person Centered Service Plan (PCSP) and
Plan of Care (POC); and

an interdisciplinary comprehensive assessment; and
appropriateness of customer’s continued stay in the program; and
the customer’s needs; and

the necessity and suitability of services provided.

The potential for transferring responsibility for the care of the customer to other more
integrated and less restrictive setting must be considered. The ultimate goal is to foster
a care delivery model that promotes transitional planning across the health care delivery
system with the focus on providing service in the community whenever possible. Once
the documentation is received and the setting is determined, the concurrent review
nurse (CCRN) completes the Person-Centered Service Plan (PCSP).
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Exclusions

Not meeting criteria listed under Indications\Criteria of this policy.
Not meeting the Institutional rules, including a review of assets.

References (2024)

1.

New York State Department of Health. Transition of Nursing Home Populations and
Benefits to Medicaid Managed Care. March 2015. Available:
https://www.health.ny.gov/health care/medicaid/redesign/2015-02-

01 population transition nursing home.htm

New York State Department of Health. Uniform Assessment System for New York.
2013. Revised October 2014. Available:

https://www.health.ny.gov/health care/medicaid/redesign/uniform assessment syste
m/

USLegal™. Definitions. Custodial Care (Health Care) Law and Legal Definition. 2015.
Available: http://definitions.uslegal.com/c/custodial-care-health-care/

New York State Department of Health Medicaid Managed Care/Family Health
Plus/HIV Special Needs Plan Model Contract (pdf) accessed 1/2/2020:
https://www.health.ny.gov/health care/managed care/mamctext.htm
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Customer Product

Medical Management Requirements*

New York Products

HMO Not Covered
PPQO in Plan Not Covered
PPO OOP Not Covered
POS in Plan Not Covered
POS OOP Not Covered
Essential Plan Not Covered
MVP Medicaid Managed Care Prior Auth

MVP Child Health Plus Not Covered
MVP Harmonious Health Care Plan Prior Auth

MVP Medicare Complete Wellness

Not Covered

MVP Medicare Preferred Gold HMO POS

Not Covered

MVP Medicare Secure HMO POS

Not Covered

MVP Medicare Secure Plus HMO POS

Not Covered

MVP Medicare WellSelect PPO

Not Covered

MVP Medicare WellSelect Plus PPO

Not Covered

MVP Medicare Patriot Plan PPO

Not Covered

MVP DualAccess D-SNP HMO

Not Covered

MVP DualAccess Complete D-SNP HMO

Not Covered

MVP DualAccess Plus D-SNP HMO

Not Covered

UVM Health Advantage Select PPO

Not Covered

USA Care

Not Covered

Healthy NY

Not Covered

MVP Premier

Not Covered

MVP Premier Plus

Not Covered

MVP Premier Plus HDHP

Not Covered

MVP Secure Not Covered
MVP EPO Not Covered
MVP EPO HDHP Not Covered
MVP PPO Not Covered

MVP PPO HDHP

Not Covered

Student Health Plans

Not Covered

ASO See SPD
Vermont Products

POS in Plan Not Covered
POS OOP Not Covered

MVP Medicare Preferred Gold HMO POS

Not Covered

MVP Medicare Secure Plus HMO POS

Not Covered

MVP VT HMO

Not Covered

MVP VT HDHP HMO

Not Covered

MVP VT Plus HMO

Not Covered

MVP VT Plus HDHP HMO

Not Covered

MVP Secure

Not Covered

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review.

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History
06/01/2022 — Annual Review with no changes to the indications or criteria.

06/01/2024 - Annual Review with no changes to the indications or criteria.
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Deep Brain Stimulation for Movement Disorders

Type of Policy: Surgical

Prior Approval Date: 03/10/2023

Approval Date: 12/02/2024

Effective Date: 04/01/2025

Related Polices: Vagus Nerve Stimulation

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10-CM Diagnosis Codes: G20, G21.11, G21.19, G21.8, G24.01, G24.1, G24.3, G24 .4,
G24.5, G25.0, G25.1, G25.1, G25.89, G24.9

Common Procedure Codes

CPT Codes: 61863, 61864, 61867, 61868, 61880, 61885, 61886, 61888, 95836, 95961,
95962, 95976, 95977, 95983, 95984, C1767, C1778, C1787, C1816, C1822, C1883, C1897,
L8679, L8680, L8681, L8682, L8683, L8685, L8686, L8687, L8688

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.
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Overview

Deep brain stimulation refers to high-frequency electrical stimulation of anatomic
regions deep within the brain utilizing neurosurgically implanted electrodes. Deep brain
stimulation electrodes are placed within one or both sides of the brain.

Essential tremor is a progressive, disabling tremor most often affecting the hands.
Essential tremor may also affect the head, voice, and legs. Medications are usually the
first line treatments for reducing the severity of tremor. Many patients, however, do not
adequately respond or cannot tolerate these medications. In these medically refractory
essential tremor patients, deep brain stimulation may be helpful for symptomatic relief
of tremor.

Parkinson’s disease is an age-related progressive neurodegenerative disorder
characterized by tremor, rigidity, bradykinesia, and progressive postural instability. For
patients who are unresponsive to medical treatments and/or have intolerable side
effects from medications, deep brain stimulation may be helpful for relief of symptoms.

Indications/Criteria

MVP Health Care will cover unilateral or bilateral thalamic ventral intermedius nucleus
deep brain stimulation for the treatment of essential tremor and/or Parkinsonian tremor
and unilateral or bilateral subthalamic nucleus or globus pallidus interna deep brain
stimulation for the treatment of Parkinson's disease only under the following conditions:

e MVP Health Care will consider deep brain stimulation devices to be reasonable and
necessary if they are Food and Drug Administration approved devices for deep brain
stimulation or devices used in accordance with FDA approved protocols governing
Category B Investigational Device Exemption deep brain stimulation clinical trials.

For thalamic ventral intermedius nucleus (VIM) Deep Brain Stimulation to be considered
reasonable and necessary, patients must meet all of the following criteria:

e diagnosis of essential tremor based on postural or kinetic tremors of hand(s) without
other neurologic signs, or diagnosis of idiopathic Parkinson’s Disease, presence of at
least two cardinal Parkinson'’s Disease features (tremor, rigidity, bradykinesia, and
progressive postural instability), which is of a tremor-dominant form; and

e disabling tremor in the extremity intended for treatment, causing significant
limitation in daily activities despite optimal medical therapy. (The patient has
difficulty with feeding and drinking i.e., due to severe kinetic tremor, the patient
must use a straw for drinking); and

¢ willingness and ability to cooperate during conscious operative procedure, as well as
during post-surgical evaluations, adjustments of medications, and stimulator
settings.
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For subthalamic nucleus or globus pallidus interna deep brain stimulation to be
considered reasonable and necessary, patients must meet all of the following criteria:

e diagnosis of Parkinson’s Disease (PD) based on the presence of at least two cardinal
Parkinson’s Disease (PD) features (tremor, rigidity, bradykinesia, and progressive
postural instability); and

e Levodopa responsive with clearly defined "on" periods; and persistent disabling
Parkinson's symptoms or drug side effects (e.g., dyskinesias, motor fluctuations, or
disabling "off" periods) despite optimal medical therapy; and

¢ willingness and ability to cooperate during conscious operative procedure, as well as
during post-surgical evaluations, adjustments of medications, and stimulator
settings.

The replacement/revision of a deep brain stimulator generator/battery and/or
lead/electrode and/or patient programmer is considered medically necessary for an
individual who meets all of the above criteria, and the existing
generator/lead/programmer is no longer under warranty and cannot be repaired.

e For battery replacement, the Elective Replacement Indicator (ERI) volt level from the
manufacturer must be indicated and the volt level of the battery must be at that level
or lower. The average battery life is usually 3 to 5 years.

Exclusions

e There is insufficient clinical evidence to support the safety and efficacy of deep brain
stimulation for all other conditions other than Parkinson’s Disease and the treatment
of essential tremor and is therefore considered investigational for any other
indication.

e The following indications are not supported in peer reviewed literature and,
therefore, are considered investigational. This list should not be considered all
inclusive:

o non-idiopathic Parkinson's disease or "Parkinson's Plus" syndromes;
o obsessive compulsive disorder;

o Multiple Sclerosis (MS);

o post-traumatic dyskinesia; and

o tardive dyskinesia.

o structural lesions such as basal ganglionic stroke, tumor, or vascular malformation
as the etiology of the movement disorder.
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e Patients with cognitive impairment, dementia, or depression who would be
worsened by or would interfere with the patient's ability to benefit from deep brain
stimulation.

e Patients with current psychosis, alcohol abuse, or other drug abuse.

e Patients with previous movement disorder surgery within the affected basal
ganglion.

e Significant medical, surgical, neurologic, or orthopedic co-morbidities
contraindicating deep brain surgery or stimulation.

Patients who undergo deep brain stimulation implantation should not be exposed to
diathermy (deep heat treatment including shortwave diathermy, microwave diathermy
and ultrasound diathermy) or any type of MRI, which may adversely affect the deep
brain stimulation system or adversely affect the brain around the implanted electrodes.

Deep brain stimulation implantation should be performed with extreme caution in
patients with cardiac pacemakers or other electronically controlled implants, which may
adversely affect or be affected by the deep brain stimulation implantation system.

Medicare Variation

This policy follows Medicare Guidelines. For full coverage details refer to the Medicare

National Coverage Decision (NCD) for Deep Brain Stimulation for Essential Tremor and

Parkinson’s Disease (160.24). Effective date: Apr 01, 2003. Available: Medicare Coverage
Database Search

References (Reviewed 2024)

1. Centers for Medicare & Medicaid Services (CMS). Medicare Coverage Database. NCD
for Deep Brain Stimulation for Essential Tremor and Parkinson’s Disease (160.24).
Effective date: Apr 01, 2003. Available: Medicare Coverage Database Search

2. Deuschl, G, M.D., Ph.D., Singer, C., M.D., Deep Brain Stimulation May Help in Early
Stages of Parkinson's, Feb. 14, 2013, New England Journal of Medicine.

3. Mallet, L., Polosan, M., Nematollah, J., et al. Subthalamic nucleus stimulation in severe
obsessive-compulsive disorder. N Engl J Med. 2008; 359(20):2121-2134. Available:
www.nejm.org

4. Phillips, L., Litcofsky, K.A., Pelster, M., et al. Subthalamic Nucleus Deep Brain
Stimulation Impacts Language in Early Parkinson’s Disease. August 2012. PloS One. Vol
7, Issue 8; e42829.

5. Marjama-Lyons, J, M.D., Okun, MS, M.D. Parkinson’s Disease: Guide to Deep Brain
Stimulation Therapy. National Parkinson Foundation. © 2013 National Parkinson
Foundation. Available: www.parkinson.org
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6. Fahn, Tolosa, Marin Tremor rating Scale. Available:
https://www.yumpu.com/en/document/view/11254127/fahn-tolosa-marin-tremor-
rating-scale

7. Hoehn and Yahr stage or Unified Parkinson's Disease Rating Scale (UPDRS) part llI

motor subscale. Available:
https://img.medscape.com/fullsize/701/816/58977 UPDRS.pdf

8. Mallet L, Polosan M, Jaafari N, et al; STOC Study Group. Subthalamic nucleus
stimulation in severe obsessive-compulsive disorder. N Engl J Med. 2008;359(20):2121-
2134,

9. Foote KD, Seignourel P, Fernandez HH, et al. Dual electrode thalamic deep brain
stimulation for the treatment of posttraumatic and multiple sclerosis tremor.
Neurosurgery. 2006;58(4 Suppl 2):0NS-280-285; discussion ONS-285-286

10. American Academy of Neurology. Evidence Based Guideline: Treatment of Tardive
Syndromes: Report of the Guideline Development Subcommittee of the American
Academy of Neurology. Roongroj Bhidayasiri, Stanley Fahn, William J. Weinter, et al.
Neurology 2013; 81; 463-469. Reaffirmed July 16, 2016.

11. Hoehn M, Yahr M (1967). "Parkinsonism: onset, progression and mortality."
Neurology. 17 (5): 427-42. Available: http://n.neurology.org/content/17/5/427
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g., HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Deep Brain Stimulation

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History

04/01/2021 — Annual review, updated to new format, removed prior authorization from pulse generator
(61885, 61886, 61888).

04/01/2023 — Removed prior authorization. Policy title updated to reflect policy is related to movement
disorders.

04/01/2025 — Annual review with no changes to the indications or criteria.
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MVP Health Care Medical Policy

Dental Care Services
Accidental Injury to Sound Natural Teeth
Congenital Disease or Anomaly

Type of Policy: Medical

Prior Approval Date: 10/23/2023

Approval Date: 12/04/2023

Effective Date: 02/01/2024

Related Polices: Eaerr:al Care Services: Facility Services for Dental

Dental Care Services: Prophylactic Dental
Extractions

Dental Care Services: Medical Care for Dental
Complications

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Subject to Retrospective Review

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

ICD-10-CM Diagnosis Codes: S02.5XXA, S02.5XXB

Common Procedure Codes

N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are

subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.
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Overview

An accidental injury is caused by an external force or element such as a blow or fall that
requires immediate medical attention. Dental care for accidental injury is limited to
dental treatment necessary to repair sound natural teeth. Injury to the teeth while eating
is not considered an accidental injury.

A sound natural tooth is defined as one that has not been weakened by existing dental
pathology such as decay or periodontal disease or has not been previously restored by a
crown, inlay, onlay, porcelain restoration, or treatment by endodontics.

Contractual benefits for dental care or treatment will not be provided, except for such
care or treatment due to accidental injury to sound natural teeth within twelve (12)
months of the accident or when a claim is made within twelve (12) months of the
accident establishing that it is medically necessary for the care to occur beyond twelve
(12) months of the accident and except for dental care or treatment necessary due to
congenital disease and anomaly.

Covered dental services may include procedures that will restore an injured tooth to its
usual condition. Examples include, but are not limited to, emergency root canal,
extraction if the tooth cannot be saved, and re-implantation of the injured tooth.

Indications/Criteria
Accidental Injury to Sound Natural Teeth Documentation Requirements
The following is required:

e documentation supporting the evidence of an accidental injury to a sound natural
tooth within twelve (12) months from the date of the accidental injury stating that
the customer requires dental care as a result of the accidental injury; or

e documentation from the customer’s health care provider, within twelve (12) months
from the date of the accidental injury, stating that the customer requires dental care
as a result of the accidental injury and that it is not medically appropriate for such
care or treatment to be provided within twelve (12) months from the date of such
accidental injury; or

e Congenital disease or anomaly related to the teeth that have resulted in functional
impairment.

Exclusions
e Not meeting contractual benefits under Indications/Criteria in this policy.

e Request for contractual benefits for dental services on teeth not damaged through
an accidental injury and not meeting the definition of a sound natural tooth.
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e Requests for contractual benefits for dental services to occur beyond the twelve (12)
months of the accident without any documentation of medical necessity.

e Dental implants are not covered as there are other alternative treatments available
and, therefore, are not considered to be medically necessary.

e Injury to the teeth while eating is not considered an accidental injury.

Medicare Variation
Dental Care services for accidental injury to sound natural teeth are not covered.

Dental Services for Medicare Advantage Products are limited to the instances listed
below:

e reconstruction of a ridge if performed as a result of, and at the same time as, the
surgical removal of a tumor (for other than dental purposes), the totality of surgical
procedures is a covered service;

e the wiring of teeth when it is done in connection with the reduction of a jaw
fracture;

e the extraction of teeth to prepare the jaw for radiation treatment of neoplastic
disease is covered (refer to MVP’s Dental Care Services: Prophylactic Dental
Extraction policy);

e removal of a torus palatinus (a bony protuberance of the hard palate) if the
procedure is not performed to prepare the mouth for dentures;

e dental splints used to treat a covered medical condition such as a dislocated
upper/lower jaw joint are covered;

e outpatient facility services and observational level of care services in connection
with the provision of dental services, such as the administration of anesthesia or
diagnostic x-rays are only covered if the dental procedure is covered;

e inpatient hospital services in connection with dental services if the individual,
because of the underlying medical conditions and clinical status or because the
severity of the dental procedure, requires inpatient hospitalization,

e An oral or dental examination (not treatment) performed on an inpatient basis as
part of comprehensive workup prior to renal transplant surgery or performed in a
RHC/FQHC prior to a heart valve replacement.

e Routine and preventative dental services coverage is dependent on the specific plan
contract.

A primary service (regardless of cause or complexity) provided for the care, treatment,
filling, removal, or replacement of teeth or structures directly supporting teeth (e.g.,
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preparation of the mouth for dentures, removal of diseased teeth in an infected jaw)
are not covered, unless specifically noted above.

A secondary service that is related to the teeth or structures directly supporting the
teeth unless it is incident to and an integral part of a covered primary service that is
necessary to treat a non-dental condition (e.g., tumor removal) and it is performed at
the same time as the covered primary service and by the same physician/dentist. In
those cases in which these requirements are met and the secondary services are
covered, Medicare does not make payment for the cost of dental appliances, such as
dentures, even though the covered service resulted in the need for the teeth to be
replaced, the cost of preparing the mouth for dentures, or the cost of directly repairing
teeth or structures directly supporting teeth (e.g., alveolar process).

Medicaid Variation

As documented in the NYS Medicaid Program Dental Policy and Procedure Code
Manual, Medicaid Managed Care (MMC) plan coverage now includes revisions for
crowns, root canals, and dental implants and the purpose of these changes is to expand
coverage of these dental services when such dental services are medically necessary.
Root canals, crowns, replacement dentures and dental implants are now covered
benefits. Prior authorization requests for these services may not be denied on the basis
that they are not covered services.

“Medically necessary” is set forth as “medical, dental and remedial care, services and
supplies...” which are necessary to prevent, diagnose, correct or cure conditions in the
person that cause acute suffering, endanger life, result in illness or infirmity, interfere
with such person'’s capacity for normal activity, or threaten some significant handicap...”
- New York State Social Services Law § 365-a(2).

References (Reviewed 2023)
1. New York State Insurance Department. Regulation 26. 11 NYCRR Part 52. 2008.

2. New York State Department of Health. eMedNY. Provider Manuals:
Dental. Available: https://www.emedny.org/ProviderManuals/index.aspx

3. Centers for Medicare and Medicaid Services. Medicare Dental Coverage Available at:
https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?redir
ect=/MedicareDentalCoverage/

4. Centers for Medicare and Medicaid Services. Medicare Benefit Policy Manual.
Chapter 15. Covered Medical and Other Health Services. Section 150 — Dental
Services Effective 01/01/2023. Available at:
www.cms.gov/manuals/Downloads/bp102c15.pdf
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO in Plan Retrospective Review
PPO OOP Retrospective Review
POS in Plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure Retrospective Review
MVP EPO Retrospective Review
MVP EPO HDHP Retrospective Review
MVP PPO Retrospective Review

MVP PPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS in Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO PQOS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Dental Care Services

Accidental Injury to Sound Natural Teeth

Classified as Confidential

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:
02/01/2022 — Annual Review with no changes to the indications or criteria.

10/02/2023 — Medicaid Managed Care (MMC) plan coverage now includes revisions for crowns, root canals,
replacement dentures and dental implants.
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Dental Care Services
Facility Services for Dental Care

Type of Policy: Medical

Prior Approval Date: 10/23/2023

Approval Date: 12/04/2023

Effective Date: 02/01/2024

Related Polices: Dental Care Services: Accidental Injury to Sound and

Natural Teeth

Dental Care Services: Prophylactic Dental Extractions
Dental Care Services: Medical Care for Dental
Complications

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Subject to Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are

Dental Care Services Page 1 of 7
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subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview

This policy addresses medical care rendered to a customer in the outpatient department
or inpatient department of the hospital or ambulatory surgical center for dental services.

New York

Outpatient services for necessary dental procedures are covered only when a non-dental
physical impairment or medical condition exists that makes outpatient facility services
necessary to safeguard the health of the patient. This does not include outpatient facility
services for anxiety or psychological reasons. MVP will cover medically necessary
outpatient facility expenses but not dental professional charges.

Indications/Criteria

Documentation must be submitted for requests of medically necessary hospital or
ambulatory surgical center care and administration of general anesthesia administered
by a licensed anesthesiologist or certified nurse anesthetist for dental procedures
performed on a covered person who is:

e a child under the age of seven years who is determined by a licensed dentist to be
unable to receive needed dental treatment in an outpatient setting (in office), where
the provider treating the patient certifies that due to the patient’s age and the
patient’s condition or problem, hospitalization or general anesthesia in a hospital or
ambulatory surgical center is required in order to perform significantly complex
dental procedures safely and effectively; or

e achild 12 years of age or younger with documented phobias or documented mental
iliness, as determined by a licensed physician or a licensed mental health
professional, whose dental needs are sufficiently complex and urgent that delaying
or deferring treatment can be expected to result in infection, loss of teeth, or other
increased oral or dental morbidity; for whom a successful result cannot be expected
from dental care provided under local anesthesia; and for whom a superior result can
be expected from dental care provided under general anesthesia; or

e a person who has exceptional medical circumstances or a developmental disability,
as determined by a licensed physician that will place the person at serious risk.

MVP Medicaid Managed Care and Medicaid Child Health Plus

Documentation submitted for requests of medically necessary dental surgery performed
in an ambulatory or inpatient setting must indicate one of the following:

e dental condition of significant dental complexity which requires certain dental
procedures to be performed in a surgical day care facility or hospital setting;

Dental Care Services Page 2 of 7
Facility Services for Dental Care
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e medical co-morbidity (e.g., asthma); or

e medical condition that would require use of the outpatient setting.

Exclusions

e In-plan coverage only for the New York HDHP PPO and PPO Select for accidental
injury to sound natural teeth.

e Medical care rendered for dental services not meeting criteria for outpatient dental
services.

e MVP Medicaid Managed Care: dental services in an emergency situation are only
covered for those services performed in the emergency room.

Medicare Variation

Dental Services for Medicare Advantage Products are limited to the instances listed
below:

e reconstruction of a ridge if performed as a result of, and at the same time as, the
surgical removal of a tumor (for other than dental purposes), the totality of surgical
procedures is a covered service;

e the wiring of teeth when it is done in connection with the reduction of a jaw
fracture;

e the extraction of teeth to prepare the jaw for radiation treatment of neoplastic
disease is covered (refer to MVP’s Dental Care Services: Prophylactic Dental
Extraction policy);

e removal of a torus palatinus (a bony protuberance of the hard palate) if the
procedure is not performed to prepare the mouth for dentures;

e dental splints used to treat a covered medical condition such as a dislocated
upper/lower jaw joint are covered;

e outpatient facility services and observational level of care services in connection
with the provision of dental services, such as the administration of anesthesia or
diagnostic x-rays are only covered if the dental procedure is covered;

e inpatient hospital services in connection with dental services if the individual,
because of the underlying medical conditions and clinical status or because the
severity of the dental procedure, requires inpatient hospitalization,

e An oral or dental examination (not treatment) performed on an inpatient basis as
part of comprehensive workup prior to renal transplant surgery or performed in a
RHC/FQHC prior to a heart valve replacement.

A primary service (regardless of cause or complexity) provided for the care, treatment,
filling, removal, or replacement of teeth or structures directly supporting teeth (e.g.,
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preparation of the mouth for dentures, removal of diseased teeth in an infected jaw)
are not covered, unless specifically noted above.

A secondary service that is related to the teeth or structures directly supporting the
teeth unless it is incident to and an integral part of a covered primary service that is
necessary to treat a non-dental condition (e.g., tumor removal) and it is performed at
the same time as the covered primary service and by the same physician/dentist. In
those cases in which these requirements are met and the secondary services are
covered, Medicare does not make payment for the cost of dental appliances, such as
dentures, even though the covered service resulted in the need for the teeth to be
replaced, the cost of preparing the mouth for dentures, or the cost of directly repairing
teeth or structures directly supporting teeth (e.g., alveolar process).

Routine and preventative dental services coverage is dependent on the specific plan
contract.

MVP Medicaid Managed Care and Medicaid Child Health Plus Variation

Dental surgery performed in an ambulatory or inpatient setting is a plan benefit when
due to the complexity of the procedure or when sedation is needed for customer
management. Hospitalization charges for general anesthesia services is a plan benefit
when due to the complexity of the procedure or when sedation is needed for customer
management. Dental anesthesia services rendered must adhere to the dental
anesthesia definitions, practice requirements, record keeping standards, certifications,
training and education requirements required by New York State Education Department.

As documented in the NYS Medicaid Program Dental Policy and Procedure Code
Manual, Medicaid Managed Care (MMC) plan coverage now includes revisions for
crowns, root canals, and dental implants and the purpose of these changes is to expand
coverage of these dental services when such dental services are medically necessary.
Root canals, crowns, replacement dentures and dental implants are now covered
benefits. Prior authorization requests for these services may not be denied on the basis
that they are not covered services.

“Medically necessary” is set forth as “medical, dental and remedial care, services and
supplies...” which are necessary to prevent, diagnose, correct or cure conditions in the
person that cause acute suffering, endanger life, result in illness or infirmity, interfere
with such person'’s capacity for normal activity, or threaten some significant handicap...”
- New York State Social Services Law & 365-a(2).

References (Reviewed 2023)

1. Centers for Medicare and Medicaid Services. Medicare Dental Coverage (2013).
Available:
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https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?r
edirect=/MedicareDentalCoverage/

2. Centers for Medicare and Medicaid Services. Medicare Benefit Policy Manual
Chapter 15- Covered Medical and Other Health Services 150-Dental Services
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-
Only-Manuals-loms-ltems/Cms012673.html

3. New York State Department of Health Provider Manuals. Dental Manual.
Available: https://www.emedny.org/ProviderManuals/Dental/index.aspx
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Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness Prior Auth
MVP Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements

Prior Auth Prior Authorization Required

Potential for Retrospective Review No Prior Authorization Required. May be subject to Retrospective Review

Retro Review Retrospective Review Required

Not Covered Service is not a covered benefit.

See SPD See Specific Plan Design
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Revision History:

02/01/2022 — Annual Review with no changes to the indications or criteria.

06/01/2023 - 41899 - Unlisted procedure, dentoalveolar structures is no longer going to be reviewed for
Commercial, Medicaid and ASO plans with coverage being added to medically necessary administration
of general anesthesia and dental procedures.

10/02/2023 — Medicaid Managed Care (MMC) plan coverage now includes revisions for crowns, root
canals, replacement dentures and dental implants. Removed exclusions for ASO groups and plans that are
no longer available.
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Dental Care Services
Medical Services for Complications
of Dental Problems

Type of Policy: Medical

Prior Approval Date: 03/06/2023
Approval Date: 03/28/2025
Effective Date: 06/01/2025

Dental Care Services: Accidental Injury to Sound and
Natural Teeth

Dental Care Services: Prophylactic Dental Extractions
Dental Care Services: Facility Services for Dental Care
Emergency Department Services

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A

Codes Subject to Retrospective Review

N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are

subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy.

Overview

Dental Care Services Page 1 of 6
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MVP does not provide benefits for any services related to dental care or treatment
except under the limited circumstances described within this policy.

Medical complications related to dental problems or treatment may require medical
care. Medical services for dental problems typically are treated by a dentist. However,
on occasion, when the etiology of the medical complication is not clear and the onset of
the medical condition is sudden, acute or severe, treatment may be rendered in an
emergency room or in the primary care physician’s (PCP) office. The PCP may refer to
the appropriate in-plan specialist.

For accidental injury or trauma to teeth, refer to the MVP Dental Care Services:
Accidental Injury to Sound and Natural Teeth medical policy.

Documentation Requirements
Documentation of the medical problem must include:
e nature, acuity of symptoms, date of onset, and oral examination; and

e treatment of the problems must be rendered by a qualified provider.

Indications/Criteria

Medical complications related to dental problems treated in the emergency room are
covered when a prudent layperson considers the symptom(s) would result in serious
impairment, dysfunction, disfigurement, or serious health consequences. Examples of
medical complications that are related to dental problems may include facial cellulitis,
fever, or the sudden onset of severe jaw pain of unclear etiology.

Exclusions

e Any requests not meeting the above criteria.

o Coverage is limited to the treatment of the medical complication only.
o The following dental related circumstances are not covered:

« definite dental problem appropriate for a dental office in which care could have
been provided in a dental office or in which care would have been practical for a
dental office are not covered; or

« the causes of the symptoms are dental in origin and have been present for
greater than one week.

Medicare Variation
Dental Services for Medicare Advantage Products:

e reconstruction of a ridge if performed as a result of, and at the same time as, the
surgical removal of a tumor (for other than dental purposes), the totality of surgical
procedures is a covered service;

Dental Care Services Page 2 of 6
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e the wiring of teeth when it is done in connection with the reduction of a jaw
fracture;

e the extraction of teeth to prepare the jaw for radiation treatment of neoplastic
disease is covered (refer to MVP’s Dental Care Services: Prophylactic Dental
Extraction policy);

e removal of a torus palatinus (a bony protuberance of the hard palate) if the
procedure is not performed to prepare the mouth for dentures;

e dental splints used to treat a covered medical condition such as a dislocated
upper/lower jaw joint are covered;

e outpatient facility services and observational level of care services in connection
with the provision of dental services, such as the administration of anesthesia or
diagnostic x-rays are only covered if the dental procedure is covered;

e inpatient hospital services in connection with the provision of dental services if the
individual, because of his/her underlying medical conditions and clinical status, or
because the severity of the dental procedure, requires hospitalization in connection
with the provision of dental services;

e dental examinations and treatments performed to eliminate infection preceding an
organ transplant surgery or when performed prior to a heart valve replacement.

e Routine and preventative dental services coverage is dependent on the specific plan
contract.

The following two categories of services are excluded from Medicare coverage:

A primary service (regardless of cause or complexity) provided for the care, treatment,
filling, removal, or replacement of teeth or structures directly supporting teeth (e.g.,
preparation of the mouth for dentures, removal of diseased teeth in an infected jaw) are
not covered, unless specifically noted above.

A secondary service that is related to the teeth or structures directly supporting the
teeth unless it is incident to and an integral part of a covered primary service that is
necessary to treat a non-dental condition (e.g., tumor removal) and it is performed at
the same time as the covered primary service and by the same physician/dentist. In
those cases in which these requirements are met and the secondary services are
covered, Medicare does not make payment for the cost of dental appliances, such as
dentures, even though the covered service resulted in the need for the teeth to be
replaced, the cost of preparing the mouth for dentures, or the cost of directly repairing
teeth or structures directly supporting teeth (e.g., alveolar process).

References (Reviewed 2025)

1. Centers for Medicare and Medicaid Services. Medicare Dental Coverage (2013).
Available:
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https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?redir
ect=/MedicareDentalCoverage/

2. Centers for Medicare and Medicaid Services. Medicare Benefit Policy Manual Chapter
15- Covered Medical and Other Health Services 150-Dental
Serviceshttps:https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/bp102c15.pdf

3. Centers for Medicare and Medicaid Services, Medicare National Coverage
Determinations. Pub 100-01, the Medicare General Information, Eligibility, and
Entitlement Manual, Chapter 5, Definitions and Pub 3. Available:
https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/ge101c05.pdf

4. Centers for Medicare and Medicaid Services (CMS) Press Release: HHS Finalizes
Physician Payment Rule Strengthening Access to Behavioral Health Services and
Whole-Person Care November 1, 2022 Available: Finalizing Payment for Dental
Services that are Integral to Covered Medical Services
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https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?redirect=/MedicareDentalCoverage/
https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?redirect=/MedicareDentalCoverage/
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/bp102c15.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/bp102c15.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/ge101c05.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/ge101c05.pdf
https://www.cms.gov/newsroom/press-releases/hhs-finalizes-physician-payment-rule-strengthening-access-behavioral-health-services-and-whole#:~:text=Medicare%20will%20also%20pay%20for,cancers%20beginning%20in%20CY%202024.
https://www.cms.gov/newsroom/press-releases/hhs-finalizes-physician-payment-rule-strengthening-access-behavioral-health-services-and-whole#:~:text=Medicare%20will%20also%20pay%20for,cancers%20beginning%20in%20CY%202024.
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO in Plan Retrospective Review
PPO OOP Retrospective Review
POS in Plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure Retrospective Review
MVP EPO Retrospective Review
MVP EPO HDHP Retrospective Review
MVP PPO Retrospective Review

MVP PPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS in Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Dental Care Services

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:
02/01/2022 — Annual Review with no changes to the indications or criteria.

04/01/2023 — Added coverage to Medicare variation for coverage of dental examinations and treatments
to eliminate infection preceding an organ transplant and for certain cardiac procedures.

06/01/2025 — Annual review no changes to indications or criteria.
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Dental Care Services
Prophylactic Dental Extractions

Type of Policy: Medical

Prior Approval Date: 12/06/2021

Approval Date: 11/06/2023

Effective Date: 02/01/2024

Related Polices: Dental Care Services: Accidental Injury to Sound and Natural
Teeth
Dental Care Services: Medical Services for Complications of
Dental Care

Dental Care Services: Facility Services for Dental Care

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization

requirements for specific plans.

N/A

Codes Subject to Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

N/A

Common Procedure Codes

N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be

adopted and applied to this policy.
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Overview

Dental services performed by a dentist or other physician may be required for the
extraction of teeth to prepare the mandible and maxilla for radiation treatments. The
long-term effects of radiation therapy of the mouth and neck result in altering the
quality and quantity of salivary flow. This alteration increases the formation of dental
caries, which increases the risk of osteonecrosis. It is recommended that all dental
therapies, including extractions, are completed two to three weeks in advance of
radiation therapy.

Medical Record Documentation

The medical record must document the following:

e pre-dental examination to identify potential problems;
e diagnosis of the patient;

e the sole reason for seeking this service is to comply with the medical treatment plan;
and

e start date for radiation therapy

Indications/Criteria

Coverage will be considered for the extraction of teeth when the services are a pre-
requisite of radiation therapy.

Exclusions
Not meeting criteria under Indications/Criteria in this policy.

Oral examinations are covered prior to kidney transplantation or heart valve
replacement but treatment for dental issues is not covered.

Medicare Variation

Dental Services for MVP Medicare Advantage Products are limited to the instances listed
below:

e reconstruction of a dental ridge if performed as a result of, and at the same time
as, the surgical removal of a tumor (for other than dental purposes), the totality
of surgical procedures is a covered service;

o the wiring of teeth when it is done in connection with the reduction of a jaw
fracture;

o the extraction of teeth to prepare the jaw for radiation treatment for cancer is
covered;

Dental Care Services Page 2 of 5
Prophylactic Dental Extractions
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o removal of a torus palatinus (a bony protuberance of the hard palate) if the
procedure is not performed to prepare the mouth for dentures;

« dental splints used to treat a covered medical condition such as a dislocated
upper/lower jaw joint are covered;

» outpatient facility services and observational level of care services in connection
with the provision of dental services, such as the administration of anesthesia or
diagnostic x-rays are only covered if the dental procedure is covered;

« inpatient hospital services in connection with the provision of dental services if
the individual, because of his/her underlying medical conditions and clinical
status, or because the severity of the dental procedure, requires hospitalization in
connection with the provision of dental services, or

e An oral or dental examination (not treatment) performed on an inpatient basis as
part of comprehensive workup prior to renal transplant surgery or performed in a
RHC/FQHC prior to a heart valve replacement.

e Routine and preventative dental services coverage is dependent on the specific
plan contract.

A primary service (regardless of cause or complexity) provided for the care, treatment,
filling, removal, or replacement of teeth or structures directly supporting teeth (e.g.,
preparation of the mouth for dentures, removal of diseased teeth in an infected jaw) are
not covered, unless specifically noted above.

A secondary service that is related to the teeth or structures directly supporting the
teeth unless it is incident to and an integral part of a covered primary service that is
necessary to treat a non-dental condition (e.g., tumor removal) and it is performed at
the same time as the covered primary service and by the same physician/dentist. In
those cases in which these requirements are met and the secondary services are
covered, Medicare does not make payment for the cost of dental appliances, such as
dentures, even though the covered service resulted in the need for the teeth to be
replaced, the cost of preparing the mouth for dentures, or the cost of directly repairing
teeth or structures directly supporting teeth (e.g., alveolar process).

References (Reviewed 2023)

1. Centers for Medicare and Medicaid Services. Medicare Dental Coverage Available at:
https://www.cms.gov/Medicare/Coverage/MedicareDentalCoverage/index.html?redir
ect=/MedicareDentalCoverage/

2. Centers for Medicare and Medicaid Services. Medicare Benefit Policy Manual.
Chapter 15. Covered Medical and Other Health Services. Section 150 — Dental
Services Rev. Effective 01/01/2023 Available at:
www.cms.gov/manuals/Downloads/bp102c15.pdf
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Customer Product

Medical Management Requirements*

New York Products

HMO Retrospective Review
PPO in Plan Retrospective Review
PPO OOP Retrospective Review
POS in Plan Retrospective Review
POS OOP Retrospective Review

Essential Plan

Retrospective Review

MVP Medicaid Managed Care

Retrospective Review

MVP Child Health Plus

Retrospective Review

MVP Harmonious Health Care Plan

Retrospective Review

MVP Medicare Complete Wellness

Retrospective Review

MVP Medicare Preferred Gold HMO POS Plus

Retrospective Review

MVP Medicare Secure HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP Medicare WellSelect PPO

Retrospective Review

MVP Medicare WellSelect Plus PPO

Retrospective Review

MVP Medicare Patriot Plan PPO

Retrospective Review

MVP DualAccess D-SNP HMO

Retrospective Review

MVP DualAccess Complete D-SNP HMO

Retrospective Review

MVP DualAccess Plus D-SNP HMO

Retrospective Review

UVM Health Advantage Select PPO

Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review

MVP Premier

Retrospective Review

MVP Premier Plus

Retrospective Review

MVP Premier Plus HDHP

Retrospective Review

MVP Secure Retrospective Review
MVP EPO Retrospective Review
MVP EPO HDHP Retrospective Review
MVP PPO Retrospective Review

MVP PPO HDHP

Retrospective Review

Student Health Plans

Retrospective Review

ASO See SPD
Vermont Products

POS in Plan Retrospective Review
POS OOP Retrospective Review

MVP Medicare Preferred Gold HMO POS

Retrospective Review

MVP Medicare Secure Plus HMO POS

Retrospective Review

MVP VT HMO

Retrospective Review

MVP VT HDHP HMO

Retrospective Review

MVP VT Plus HMO

Retrospective Review

MVP VT Plus HDHP HMO

Retrospective Review

MVP Secure

Retrospective Review

ASO

See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Dental Care Services
Prophylactic Dental Extractions

Prior Authorization Required

No Prior Authorization Required. Maybe subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

02/01/2022 — Annual Review with no changes to the indications or criteria.

02/01/2024 — Annual review with no changes to the indications or criteria. Medicare variation and
references reviewed.
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Dermabrasion

Type of Policy: Surgical

Prior Approval Date: 10/03/2022
Approval Date: 10/07/2024
Effective Date: 12/01/2024
Related Polices: Cosmetic and

Reconstructive Services

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

N/A
Codes Requiring Retrospective Review
N/A
Experimental/Investigational/Cosmetic

15780 - Dermabrasion; total face (eg, for acne scarring, fine wrinkling, rhytids, general
keratosis)

15781 - Dermabrasion; segmental, face

15782 — Dermabrasion; regional, other than face

15783 - Dermabrasion; superficial, any site (eg, tattoo removal)
Common Diagnosis Codes

ICD-10 code: L57.0

Common Procedure Codes

CPT Codes: N/A

Dermabrasion Page 1 of 4
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Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Dermabrasion is a surgical procedure to remove superficial scars from the face and neck
caused by cystic acne, other dermatological conditions (e.g., selected growths) as well as
injury or trauma (e.g., automobile accident or other traumatic event).

Indications/Criteria

Dermabrasion is a commonly used method to treat the surface of the skin in order to
improve its appearance. Any procedure that is solely utilized to enhance the skin’s
appearance is considered to be cosmetic in nature and is not medically necessary.

Medical literature does not support the use of dermabrasion for restoration of a
functional deficit since more effective alternative treatments with far fewer potential side
effects are currently available.

Exclusions

N/A

Medicare Variation

Dermabrasion as a treatment for actinic keratosis is covered without restrictions based
on lesion or patient characteristics.

15781 - Dermabrasion; segmental, face, 15782 — Dermabrasion; regional, other than
face, 15783 - Dermabrasion; superficial, any site (eg, tattoo removal) are covered for
Medicare plans when billed with a diagnosis of L57.0.

This determination is based on the Medicare National Coverage Determination (NCD)
Treatment of Actinic Keratosis (250.4) for coverage conditions available at:
https://www.cms.gov/medicare-coverage-database/search.aspx

References (Reviewed 2024)

1. American Society of Plastic Surgeons (ASPS). Dermabrasion. Available:
www.plasticsurgery.org

2. Centers for Medicare & Medicaid Services (CMS). National Coverage Determination.
Treatment of actinic keratosis (250.4). https://www.cms.gov. Published November 26,
2001.

Dermabrasion Page 2 of 4

Page 410 of 1439



MVP Health Care Medical Policy

Customer Product

Medical Management Requirements*

New York Products

HMO Potential for Retrospective Review
PPO in Plan Potential for Retrospective Review
PPO OOP Potential for Retrospective Review
POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

Essential Plan

Potential for Retrospective Review

MVP Medicaid Managed Care

Potential for Retrospective Review

MVP Child Health Plus

Potential for Retrospective Review

MVP Harmonious Health Care Plan

Potential for Retrospective Review

MVP Medicare Complete Wellness

Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP Medicare WellSelect PPO

Potential for Retrospective Review

MVP Medicare WellSelect Plus PPO

Potential for Retrospective Review

MVP Medicare Patriot Plan PPO

Potential for Retrospective Review

MVP DualAccess D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Complete D-SNP HMO

Potential for Retrospective Review

MVP DualAccess Plus D-SNP HMO

Potential for Retrospective Review

UVM Health Advantage Select PPO

Potential for Retrospective Review

USA Care PPO

Potential for Retrospective Review

Healthy NY

Potential for Retrospective Review

MVP Premier

Potential for Retrospective Review

MVP Premier Plus

Potential for Retrospective Review

MVP Premier Plus HDHP

Potential for Retrospective Review

MVP Secure Potential for Retrospective Review
MVP EPO Potential for Retrospective Review
MVP EPO HDHP Potential for Retrospective Review
MVP PPO Potential for Retrospective Review

MVP PPO HDHP

Potential for Retrospective Review

Student Health Plans

Potential for Retrospective Review

ASO See SPD

Vermont Products

POS in Plan Potential for Retrospective Review
POS OOP Potential for Retrospective Review

MVP Medicare Preferred Gold HMO POS

Potential for Retrospective Review

MVP Medicare Secure Plus HMO POS

Potential for Retrospective Review

MVP VT HMO

Potential for Retrospective Review

MVP VT HDHP HMO

Potential for Retrospective Review

MVP VT Plus HMO

Potential for Retrospective Review

MVP VT Plus HDHP HMO

Potential for Retrospective Review

MVP Secure

Potential for Retrospective Review

ASO

See SPD

¢ Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.

HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Dermabrasion

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

12/01/2022 — updated annual policy, corrected typographical error by moving codes from Common
Procedure Codes section to under experimental, investigational, cosmetic review, added Medicare NCD.

12/01/2024 — Annual review with no changes to policy indications or criteria. Updated links in policy
references.
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Digital Therapeutics

Type of Policy: Medical/Behavioral Health

Prior Approval Date: n/a

Approval Date: 07/03/2023
Effective Date: 12/01/2023
Related Polices: Biofeedback Therapy

Durable Medical Equipment
(Includes Prosthetics & Orthotics)

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

HCPCS/CPT Code Description

codes

A9291 Prescription digital behavioral therapy, per course of treatment

£1905 Virtual reality cognitive behavioral therapy device (CBT), including
pre-programmed therapy software

Codes Requiring Retrospective Review

Experimental/Investigational

HCPCS/CPT Code Description
codes
A9291 Prescription digital behavioral therapy, per course of treatment
£1905 Virtual reality cognitive behavioral therapy device (CBT), including
pre-programmed therapy software
Digital Therapeutics Page 1 of 7
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0719T

Motor-cognitive, semi-immersive virtual reality facilitated gait
training, each 15 minutes

0740T

Remote autonomous algorithm-based recommendation system for
insulin dose calculation and titration; initial set-up and patient
education

07417

Remote autonomous algorithm-based recommendation system for
insulin dose calculation and titration; provision of software, data
collection, transmission, and storage, each 30 days

0770T

Virtual reality technology to assist therapy (List separately in
addition to code for primary procedure)

07717

Virtual reality (VR) procedural dissociation services provided by the
same physician or other qualified health care professional
performing the diagnostic or therapeutic service that the VR
procedural dissociation supports, requiring the presence of an
independent, trained observer to assist in the monitoring of the
patient's level of dissociation or consciousness and physiological
status; initial 15 minutes of intraservice time, patient age 5 years or
older

07721

Virtual reality (VR) procedural dissociation services provided by the
same physician or other qualified health care professional
performing the diagnostic or therapeutic service that the VR
procedural dissociation supports, requiring the presence of an
independent, trained observer to assist in the monitoring of the
patient's level of dissociation or consciousness and physiological
status;each additional 15 minutes intraservice time (List separately
in addition to code for primary service)

0773T

Virtual reality (VR) procedural dissociation services provided by a
physician or other qualified health care professional other than the
physician or other qualified health care professional performing the
diagnostic or therapeutic service that the VR procedural
dissociation supports; initial 15 minutes of intraservice time, patient
age 5 years or older

07741

Virtual reality (VR) procedural dissociation services provided by a
physician or other qualified health care professional other than the
physician or other qualified health care professional performing the
diagnostic or therapeutic service that the VR procedural
dissociation supports; each additional 15 minutes intraservice time
(List separately in addition to code for primary service

07917

Motor-cognitive, semi-immersive virtual reality-facilitated gait
training, each 15 minutes

Digital Therapeutics
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Common Diagnosis Codes
N/A

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
CPT Codes: N/A
HCPCS Codes: N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Digital therapeutics is a growing industry that uses prescription or nonprescription
interventions that can be delivered via software used alone or in conjunction with
medications of medical devices.

Digital therapeutics include artificial intelligence (Al), augmented (AR) and virtual reality
(VR) and mobile health applications (MMA).

Artificial intelligence uses computer systems, databases and algorithms to problem solve
and make decisions by imitating human abilities.

Augmented (AR) and virtual reality (VR) uses computer simulation and modeling to
provide an artificial three-dimensional environment that can be interacted with.

Mobile health applications are programs developed for the use on mobile devices.

Indications/Criteria

The following digital therapeutics will be considered to be experimental and
investigational because there is insufficient evidence in published peer-reviewed
literature, please note this list is not inclusive:

e BlueStar Rx e Halo AF Detection System
e Canvas Dx e Insulia
o CureSight e leva Pelvic Health System
e D-Nav e Mahana IBS
e Drowzle Pro e MindMotion GO
e Endeavor Rx e My Dose Coach
e Freespira
Digital Therapeutics Page 3 of 7
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e myVisionTrack (Home Vision e Regulora
Monitor- HVM) e RelieVRx
e Nerivio e reSet
e NightWare e reSet-O
e Parallel e Somryst
Exclusions

No specific exclusions noted.

References (2023)

1.

Hayes, Inc. Evidence Analysis Research Brief. RelieVRx (AppliedVR Inc) for
management of low back pain. Published April 11, 2022.

2. Hayes, Inc. Evidence Analysis Research Brief. Outpatient Virtual Reality-Based
Rehabilitation of the Lower Extremities After Stroke. Published March 2, 2022.

3. Hayes, Inc. Health Technology Assessment. Prescription Digital Therapeutics for
Management of Type 2 Diabetes Mellitus. Published March 14, 2022.

4. Hayes, Inc. Health Technology Assessment. Prescription Digital Therapeutics for
Management of Type 1 Diabetes Mellitus. Published March 1, 2022.

5. Hayes, Inc. Evolving Evidence Review. Freespira Digital Therapeutic (Freespira Inc.)
for Treatment of Panic Disorder. Published May 3, 2022.

6. Hayes, Inc. Evidence Analysis Research Brief. Freespira Digital Therapeutic
(Freespira Inc.) for Treatment of Posttraumatic Stress Disorder. Published August
4,2022.

7. Hayes, Inc. Evidence Analysis Research Brief. Regulora (metaMe Health Inc.) for
Treatment of Irritable Bowel Syndrome. Published January 23,2023.

8. Hayes, Inc. Evolving Evidence Review. EndeavorRx (Akili Interactive Labs Inc.) for
Treatment of Attention-Deficit/Hyperactivity Disorder in Children. Published May
3, 2022.

9. Hayes, Inc. Evolving Evidence Review. EndeavorRx (Akili Interactive Labs Inc.) for
Treatment of Attention-Deficit/Hyperactivity Disorder in Children. Published May
3, 2022.

10. Hayes, Inc. Evidence Analysis Research Brief. CureSight for Treatment of
Amblyopia in Children. Published November 8, 2022.

11. Hayes, Inc. Evolving Evidence Review. Mahana IBS (Mahana Therapeutics Inc.) for
Treatment of Irritable Bowel Syndrome. Published June 23, 2022.

12. Hayes, Inc. Evolving Evidence Review. leva Pelvic Health System (Renovia Inc.) for
Treatment of Urinary Incontinence. Published January 13, 2023.
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13. Hayes, Inc. Health Technology Assessment. Mobile Medical Applications for
Substance Use Disorder. Published May 7, 2021.

14. US Food & Drug Administration (FDA). Augmented Reality and Virtual Reality in
Medical Devices. https://www.fda.gov. Published September 28, 2022.

15. US Food & Drug Administration (FDA). Policy for device software functions and
mobile medical applications: guidance for industry and Food and Drug
Administration staff. https://www.fda.gov. Published September 28, 2022.
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Member Product

Medical Management Requirements*

New York Products

HMO Retrospective Review E&I
PPO in Plan Retrospective Review E&!
PPO OOP Retrospective Review E&I
POS in Plan Retrospective Review E&I
POS OOP Retrospective Review E&!

Essential Plan

Retrospective Review E&I

MVP Medicaid Managed Care

Retrospective Review E&!

MVP Child Health Plus

Retrospective Review E&I

MVP Harmonious Health Care Plan

Retrospective Review E&!

MVP Medicare Complete Wellness

Retrospective Review E&!

MVP Medicare Preferred Gold HMO POS

Retrospective Review E&I

MVP Medicare Secure HMO POS

Retrospective Review E&!I

MVP Medicare Secure Plus HMO POS

Retrospective Review E&I

MVP Medicare WellSelect PPO

Retrospective Review E&!

MVP Medicare WellSelect Plus PPO

Retrospective Review E&I

MVP Medicare Patriot Plan (PPO)

Retrospective Review E&I

MVP DualAccess D-SNP HMO

Retrospective Review E&!

MVP DualAccess Complete D-SNP HMO

Retrospective Review E&I

MVP DualAccess Plus D-SNP HMO

Retrospective Review E&!

UVM Health Advantage Select PPO

Retrospective Review E&I

USA Care PPO

Potential for Retrospective Review

Healthy NY

Retrospective Review E&!

MVP Premier

Retrospective Review E&I

MVP Premier Plus

Retrospective Review E&!

MVP Premier Plus HDHP

Retrospective Review E&I

MVP Secure Retrospective Review E&!
MVP EPO Retrospective Review E&I
MVP EPO HDHP Retrospective Review E&I
MVP PPO Retrospective Review E&!

MVP PPO HDHP

Retrospective Review E&I

Student Health Plans

Retrospective Review E&!I

ASO Retrospective Review E&I
Vermont Products Retrospective Review E&!
POS in Plan Retrospective Review E&I
POS OOP Retrospective Review E&I

MVP Medicare Preferred Gold HMO POS POS

Retrospective Review E&I

MVP Medicare Secure Plus HMO POS

Retrospective Review E&I

MVP VT HMO

Retrospective Review E&I

MVP VT HDHP HMO

Retrospective Review E&I

MVP VT Plus HMO

Retrospective Review E&lI

MVP VT Plus HDHP HMO

Retrospective Review E&lI

MVP Secure

Retrospective Review E&lI

ASO

Retrospective Review E&lI

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and a
Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth
Potential for Retrospective Review
Retro Review
Not Covered
See SPD

Digital Therapeutics

Prior Authorization Required
No Prior Authorization Required. May be subject to Retrospective Review.
Retrospective Review Required

Service is not a covered
See Specific Plan Design
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Revision History:

12/01/2023 — New policy adopted.
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Durable Medical Equipment
(Includes Prosthetics & Orthotics)

Type of Policy: DME
Prior Approval Date: 04/03/2023
Approval Date: 01/06/2025
Effective Date: 04/01/2025
Related Polices: N/A

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

See MVP Durable Medical Equipment (DME) Prior Authorization List

https://www.mvphealthcare.com/utilization

Codes Requiring Retrospective Review

N/A

Experimental/Investigational

EO715 - Intravaginal device for Kegel exercises

EO716 - Supplies and accessories for intravaginal device for Kegel exercises

E2001 - Suction pump, home model, portable or stationary, electric, any type, for use
with external urine management system

A9268 — Programmer for transient, orally ingested capsule

A9269 - Programable, transient, orally ingested capsule, for use with external
programmer, per month

Common Diagnosis Codes
N/A
Common Procedure Codes

N/A

Durable Medical Equipment Page 1 of 13

Page 420 of 1439


https://www.mvphealthcare.com/utilization
https://www.mvphealthcare.com/providers/reference-library%23utilization
https://www.mvphealthcare.com/providers/reference-library%23utilization

MVP Health Care Medical Policy

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Durable Medical Equipment (DME) is defined as equipment which can withstand
repeated use; is primarily and customarily used to serve a medical purpose rather than
convenience or comfort; is generally not useful to a person in the absence of illness or
injury; is appropriate for use in the patient’'s home and could be brought to a physician’s
office or facility for treatment.

Home is defined as a place of residence other than an institution meeting the definition
of a hospital or skilled nursing facility. DME includes, but is not limited to, items such as
oxygen delivery systems, hospital beds, wheelchairs, walkers, intermittent positive
pressure machines, and crutches. Diabetic management DME includes, but is not limited
to, blood glucose monitors, insulin infusion pumps and continuous glucose monitors.

Replacement refers to a new item that takes the place of an essentially identical item
that is no longer satisfactory for use. Substitution of a somewhat different item that is
required by a change in medical condition, fit, or function is considered an initial
provision, not a replacement.

Routine maintenance refers to upkeep and servicing of a DME item that is presently in
working condition.

Repair refers to the restoration of equipment to sound condition by replacing a part or
fixing what is broken.

Indications/Criteria

Documentation, Process and Quality Standard Requirements

MVP Health Care follows MVP medical policy and benefit coverage guidelines. In the
absence of policy, MVP follows Medicare Affiliated Contractors’ (MAC) rules in the
following order:

e CMS - Centers for Medicare and Medicaid www.cms.hhs.gov/center/dme.asp

e Noridian Healthcare Solutions LLC-— Medicare's DME administrative contractor for
Jurisdiction Region A (includes NY and VT), which maintains supplier manuals, DME
list serves, outreach and education.
https://med.noridianmedicare.com/web/jadme/policies/lcd/active

Durable Medical Equipment Page 2 of 13
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e Medicaid - MVP follows the Medicaid DME Procedure Codes and Coverage
Guidelines Manual for MVP Managed Medicaid customers.
https://www.emedny.org/ProviderManuals/DME/index.aspx

e PDAC - MVP follows the Pricing, Data, Analysis and Coding (PDAC) Contractor for
assignment of HCPCS codes and product classification:
https://www4.palmettogba.com/pdac_dmecs/

Requests for durable medical equipment must meet the following criteria:

e the definition of DME noted above in Overview must be met including that the
item/service is appropriate for home use;

e the service/item must meet applicable MVP DME policy criteria, Medicare policy
criteria or Medicaid criteria; " 23!

e equipment may be purchased or rented at MVP’s discretion; coverage is limited to
standard equipment only.

e indicate whether other less costly alternatives have been tried and failed to meet the
customer’s medical necessity requirements.

e if a participating physician orders a product for a condition that is typically not
covered under MVP Medical Policy, Medicare or DMERC's coverage criteria, the
supplier is responsible to provide MVP all documentation of the request for final
medical review and decision prior to rendering the service;

e routine maintenance is not covered. Routine periodic servicing, such as testing,
cleaning, regulating, and checking of the equipment is not covered; %

e applicable DME co-payment or deductibles apply per contract or certificate of
coverage or specific benefit design. Co-payments for diabetic management DME
may differ.

Repairs and Replacement

e Coverage includes replacement or repair as defined above. MVP shall determine
whether to repair or replace the particular piece of equipment. Repair or
replacement of equipment due to wear or damage is covered;

e Replacement and repair are covered only when medically necessary and if it is not
covered under a manufacturer’s warranty or purchase agreement:

e Repair or replacement of a DME item which becomes unusable or non-functioning
because of individual misuse, abuse, or neglect is not covered.

e The repair policies will apply to the repair or replacement of a DME items which had
been in use prior to the user enrolling with MVP Health Care.

Repairs
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Repairs are covered for medically necessary equipment.

Prior authorization for labor (KO739) and repair must include narrative information
itemizing:

o the nature and medical necessity for each repair;

o the anticipated time each repair will take;

o date of purchase (month/year);

o product name;

o make/model;

o for common repairs, MVP Health Care follows the allowed units of service

published by Medicare.

Replacement DME

Replacement of DME and supplies specify that the reasonable useful lifetime cannot
be less than five (5) years.

Replacement during the first five years of use, during the “reasonable useful
lifetime,” is covered if the item is lost, irreparably damaged, or the patient’s medical
condition changes such that the current equipment no longer meets the patient’s
needs;

There must be a new physician order that documents the reason for replacement, if
the customer continues to use and are benefiting from the equipment;

Replacement after five years would require that the item is irreparably damaged, and
replacement is more cost effective than repair;

Replacement of lost, stolen, or irreparably damaged items requires a new physician
order documenting the medical necessity of the item. Proof of loss or damage
through documentation such as a police report, picture, or corroborating statement
should be submitted.

Requests for replacement equipment must include the following:
o the description of the owned equipment that is being replaced;

o the HCPCS code of the original piece of equipment;

o) the date of purchase of the original piece of equipment;

o reason for replacement; and

o new orders and face to face evaluation from physician.

o an evaluation by a licensed medical professional (PT/OT/SLP) as needed (e.g.

Power Mobility Devices).
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Supplies

Coverage for disposable supplies (e.g., bandages, catheter kits) depends on the
customer’s contract or rider or specific plan design.

The following diabetic management supplies must be purchased at a participating
pharmacy and billed through the pharmacy benefit manager. Customers will be
responsible for their applicable pharmacy or diabetic management co-payment
depending on their benefit design, quantity limits may apply.

o standard blood glucose meters, test strips, lancets, etc,;
e insulin;

e infusion sets and reservoirs for an insulin pump; or
Medications

Some medications administered through a nebulizer require prior authorization. Refer
to the MVP formulary which identifies medications that require prior authorization.
Medications administered through a nebulizer must be purchased at a participating
pharmacy. The prescription drug benefit is required for coverage.

Custom Fabricated Durable Medical Equipment

K0900, custom fabricated durable medical equipment other than wheelchairs.
Requirements for custom fabricated DME item, a covered item must be:

1. Uniquely constructed or substantially modified for a specific customer according to a
physician's description and orders; and,

2. So different from another item used for the same purpose that the two items cannot
be grouped together for pricing purposes.

Custom fabricated does not include:

1. Items that are measured, assembled, fitted, or adapted in consideration of a patient's
body size, weight, disability, period of need, or intended use (these are custom fitted
items); or,

2. Items that have been assembled by a supplier, or ordered from a manufacturer, who
makes available customized features, modification or components intended for an
individual patient's use in accordance with instructions from the patient’s physician.
These items are not uniquely constructed or substantially modified and can be grouped
with other items for pricing purposes. The use of customized options or accessories or
custom fitting of certain parts does not result in equipment being considered as
customized.

In the absence of MVP Medical Policy, MVP follows Medicare Affiliated
Contractors’ (MAC) or the NYS Medicaid Criteria for DME for the following:
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Patient Lifts:
MVP Commercial and Medicare Products refer to the Medicare Local Coverage

Determination (LCD) for Patient Lifts. Available:
https://med.noridianmedicare.com/web/jadme/policies/lcd/active

MVP Medicaid Managed Care Products refer to the NYS Medicaid DME manual.
Available: https://www.emedny.org/ProviderManuals/index.aspx

Pressure Reducing Support Surfaces (Group |, II, 1I):

MVP Commercial and Medicare Products refer to the Medicare Local Coverage
Determination (LCD) for Pressure Reducing Support Surfaces (Group |, II, ll). Available:
https://med.noridianmedicare.com/web/jadme/policies/Icd/active

MVP Medicaid Managed Care Products refer to the NYS Medicaid DME manual.
Available: https://www.emedny.org/ProviderManuals/index.aspx

Exclusions:

The following may be exclusions to the customer’s contract (always refer to the specific
Customer's contract when determining benefits):

e structural changes to a patient’'s home (e.g., ramps, stair lifts, elevators) or vehicle
accessories (e.g., wheelchair lifts, ramps, or special seats);

e routine maintenance;

e items specifically excluded in the contract or items that can be purchased over the
counter;

e replacement of equipment to improve appearance, for convenience or comfort;
duplicate items, (e.g., for use in more than one location; one at home and one at
school to participate in sports);

e air conditioners, air filters or exercise equipment and other items that are excluded
under most contracts;

e battery backups and generators for any DME items are considered a convenience
item;

e repair or replacement of durable medical equipment which becomes unusable or
nonfunctioning because of individual misuse, abuse or neglect is not covered under
most MVP contracts;

e Replacement desired due to advanced technology is considered not medically
necessary.

Crutch substitute (E0118) is not medically necessary as there is insufficient published
clinical literature demonstrating safety and effectiveness in the population.
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Female external catheter system (Purewick, Primafit — K1006, supplies billed with
unlisted code) is not medically necessary as there is insufficient published clinical
literature demonstrating that it is an equally effective alternative in the management of
urinary incontinence.

There is a lack of evidence to support that ingestible vibrating capsules (HCPCS Code
A9268, A9269) are a safe and effective treatment of chronic constipation. There are no
published studies with long-term follow-up data which demonstrates durable and safe
outcomes associated with vibrating ingestible device use over time, therefore, ingestible
devices for the treatment of constipation are considered experimental and
investigational.

Intravaginal treatment device for stress incontinence (including but not limited to the
Flyte system [HCSPCS codes E0715, E0716]) is not medically necessary as there is
insufficient published clinical literature demonstrating that it is effective in the
management of urinary stress incontinence.

Vibration based devices for treatment of osteoporosis (for example, Osteoboost Belt)
are experimental and investigational because of insufficient evidence that they improve
bone strength, density or have impact on health outcomes or patient management.

Medicare Variation:

e Replacement of DME and supplies specify that the reasonable useful lifetime cannot
be less than five (5) years. Replacement during the first five years of use, during the
“reasonable useful lifetime,” is covered if the item is lost, irreparably damaged, or the
patient’s medical condition changes such that the current equipment no longer
meets the patient’s needs;

e If a PAP device is replaced following the 5-year Reasonable Useful Lifetime (RUL),
there must be a face-to-face evaluation by their treating practitioner that documents
that the beneficiary continues to use and benefit from the PAP device. There is no
requirement for a new sleep test or trial period.

e The following supplies must be purchased at a participating pharmacy and billed
through the pharmacy benefit manager. (A prescription drug benefit is not
required.) The customer will be responsible for the applicable Medicare Part B co-
insurance.

o diabetic management supplies, including glucometers, strips, lancets, and related
supplies; and

o insulin when administered using an external insulin pump.

e Insulin and supplies related to the intermittent administration of insulin are covered
under the Medicare Part D prescription benefit. (A prescription drug benefit is
required.)
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Medications administered through a nebulizer must be purchased at a participating
pharmacy and billed through the pharmacy benefit manager. These medications
require prior authorization to determine the applicable benefit (Medicare Part B vs.
Medicare Part D) and/or medical necessity. Customers will be responsible for their
applicable co-payments or co-insurance depending on the benefit. A prescription
drug benefit is not required for these medications if deemed Part B.

Disposable medical supplies are covered in accordance with Medicare coverage
criteria.

MVP Medicaid Managed Care Variation:

Providers are no longer able to bill MVP Managed Medicaid or HARP members for
pharmacy and pharmacy related durable medical equipment and supplies because
NYS Medicaid covers these items. This includes certain durable medical equipment
(DME), enteral and parenteral nutrition, family planning supplies, medical/surgical
supplies, miscellaneous supplies and hearing aid batteries as designated by the New
York State Department of Health. The full list of codes that must be billed to
Medicaid Fee-For-Service is located at
https://www.emedny.org/ProviderManuals/Pharmacy/index.aspx - See the OTC and
Supply Fee Schedule.

Providers should bill these directly to New York State Medicaid Fee-For-Service using
the Medicaid member client identification number (CIN) after 04/01/2023. Claims
submitted directly to MVP for items that are carved out to Fee-For-Service will deny
as not a covered benefit.

Select medical supplies, can be billed through the pharmacy benefit manager under
the customer’s pharmacy benefit.

A provider may not make a private pay agreement with an MVP Medicaid Managed
Care customer to accept an MVP Medicaid fee for a particular covered service then
provide a different upgraded service and agree to charge the MVP Medicaid
Managed Care customer only the difference in fee between two services, in addition
to billing MVP for the covered service.

Gait Trainers: (E8000, E8001, E8002) are covered when the NYS Medicaid coverage
criteria are met at_https://www.emedny.org/ProviderManuals/DME/index.aspx

Standing Systems E0637, E0638, E0641, E0642 are covered when the NYS Medicaid
coverage criteria are met at
https://www.emedny.org/ProviderManuals/DME/index.aspx

Durable Medical Equipment Not Covered List:

MVP maintains a list of durable medical equipment that is not covered. An item or
service may be non-covered and not medically necessary if the criteria are not met in a
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medical policy. Other items may be contractual exclusions that are not recognized as a
benefit in a customer contract or certificate of coverage. Items that are not covered will
be denied when the claim is submitted.

See the MVP non-covered items list for specific variations by each line of business:

Provider Reference Library Home (mvphealthcare.com)

Durable Medical Equipment Prior Authorization Requirements:

Please refer to the appropriate MVP Medical Policy (listed below) for specific prior-

authorization requirements for each line of MVP business:

Bone Growth Stimulator

Breast Pumps

Burn Garments and Lymphedema Sleeves
Cochlear Implants

Cold Therapy Devices

Compression Stockings

Continuous Glucose Monitoring
Continuous Passive Motion Devices
Electrical Stimulation Devices

Erectile Dysfunction

External Breast Prosthesis

High Frequency Chest Wall Oscillation Devices
Hospital Beds

Hyperhidrosis Treatments

Insulin Infusion Pumps

Light Therapy for Seasonal Affective Disorder
Mechanical Stretching Devices
Needle-Free Insulin Injectors

Negative Pressure Wound Therapy Pumps
Obstructive Sleep Apnea Devices

Orthotic Devices

Oxygen & Oxygen Equipment

Oxygen Therapy for Cluster Headaches

Durable Medical Equipment
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Prosthetic Devices, External Eye & Facial Prosthesis
Prosthetic Devices, External Upper and Lower Limb

Phototherapy, Photochemotherapy, and Excimer Laser Therapy for Dermatologic
Conditions

Sacral Nerve Stimulation

Scoliosis Bracing

Speech Generating Devices

Therapeutic Footwear for Diabetics
Wheelchairs (Electric) and Power Scooters

Wheelchairs (Manual)
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Customer Product

Medical Management Requirements*

New York Products

HMO Prior Auth
PPQO in Plan Prior Auth
PPO OOP Prior Auth
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth

USA Care

Potential for Retrospective Review

Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products

POS In Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.

HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and

a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Durable Medical Equipment

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

12/01/2021 — Annual review with no changes to the indications or criteria; updated to new format; added
exclusion for replacement DME that is desired due to advanced technology is considered not medically
necessary; added section for the MVP DME Not Covered List with links to find the list.

04/01/2023 — Updated to reflect NYS Medicaid Carve-in.
06/01/2023 —Purewick added as an exclusion.

04/01/2025 — Added HCPCS Code A9268, A9269 to prior authorization. Added Intravaginal treatment
device for stress incontinence and vibration-based devices for treatment of osteoporosis to exclusions
section (HCPCS Code E0715 and EQ716).
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Early Childhood Developmental Disorders

Vermont

Type of Policy: Behavioral Health
Prior Approval Date: 11/07/2022
Approval Date: 11/04/2024
Effective Date: 02/01/2025
Related Polices: Applied Behavior Analysis

Autism Spectrum Disorders New

York State

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

For customers without a prescription drug benefit, prior authorization may be required
for drug coverage. See Applied Behavior Analysis for behavioral health procedures that
require prior authorization. MVP Health Care may require prior authorization for the
services that are covered in this policy. See those policies for specific medical
management requirements.

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes

The following diagnosis codes will be considered medically necessary when applicable
criteria have been met:

ICD-10- CM Diagnosis Codes: F20.0, F20.1, F20.2, F20.3, F20.5, F20.8, F20.81, F20.89,
F20.9, F30, F31, F32, F33, F34, F39, F50.0, F50.00, F50.01, F50.02, F50.2, F50.8, F50.9,
F60.2, F71, F72, F80.0, F80.1, F80.2, F80.4, F80.8, F80.81, F80.89, F80.9, F84.0, F84.2, F88,
F89, F90.0, F90.1, F90.2, F90.8, F90.9, Z72.81, Z72.810
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Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

This medical policy applies only to MVP plans in the State of Vermont that are required
to follow the Vermont Health Insurance Law for early childhood developmental
disorders including applied behavior analysis for autism spectrum disorder treatment.

The definition of early childhood developmental disorders means a childhood mental or
physical impairment or combination of mental and physical impairments that results in
functional limitations in major life activities, accompanied by a diagnosis defined by the
Diagnostic and Statistical Manual of Mental Disorders (DSM) or the International
Classification of Diseases (ICD). The term includes autism spectrum disorders but does
not include a learning disability.

The term Autism Spectrum Disorder (ASD) is listed as a diagnostic category in the
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, American Psychiatric
Association. The primary goals of treatment are to maximize the child’s ultimate
functional independence and quality of life by minimizing the core autism spectrum
disorder features, facilitating development and learning, promoting socialization,
reducing maladaptive behaviors, and educating and supporting families.

Indications/Criteria

The diagnosis and treatment of early childhood developmental disorders is covered in
accordance with the Vermont state mandate, including applied behavior analysis
supervised by a nationally board-certified behavior analyst.

Treatment for early childhood developmental disorders means evidence-based care
(medical and behavioral) and related equipment prescribed or ordered for an individual
by a licensed health care provider or a licensed psychologist who determines the care to
be medically necessary, including:

e behavioral health treatment;
e pharmacy care;

e psychiatric and psychological care; and

Early Childhood Development Disorders Vermont Page 2 of 4
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therapeutic care, e.g., services provided by a licensed or certified speech language
pathologist, occupational therapist, or physical therapist.

Exclusions

Complementary and alternative medicine is not supported in the American Academy
of Pediatrics Guidelines for the Identification, Evaluation, and Management of
Children with Autism Spectrum Disorders because there is not enough scientific
evidence to support their use as treatments for ASDs. The following therapies are
considered not medically necessary. This list is not considered to be all inclusive:

O

auditory integration training;

o behavioral optometry;

o craniosacral manipulation;

o detoxification therapies (e.g., chelation therapy);
o holding therapy;

o dolphin therapy;

o equine therapy (hippotherapy).

Drugs not meeting MVP’s Experimental and Investigational policy criteria are
excluded from coverage.

Services that are considered primarily educational or training in nature to improve
academic or work performance or to correct a learning disability are considered to
be not medically necessary.

References (Reviewed 2024)

1.

Diagnostic and Statistical Manual of Mental Disorders, 5th Edition, Arlington, VA,
American Psychiatric Association, 2013.

Johnson CP, Myers SM; American Academy of Pediatrics, Council on Children With
Disabilities. Identification and evaluation of children with autism spectrum disorders.
Pediatrics. 2007; 120:1183-1215.

The Vermont Statutes Online. Title 8: Banking and Insurance, Chapter 107: HEALTH
INSURANCE 8 V.S.A. § 4088i. Coverage for diagnosis and treatment of autism
spectrum disorders. Available: http://legislature.vermont.gov/statutes/title/08

The Vermont Statutes Online. Title 8: Banking and Insurance, Chapter 107: HEALTH
INSURANCE 8 V.S.A. § 4088i (Amended). Coverage for diagnosis and treatment of
early childhood developmental disorders. No. 158. S.223. Available:
http://legislature.vermont.gov/statutes/title/08

MVP Health Care customer Certificate of Coverage (COC); Section A. Coverage for
Diagnosis and Treatment of Early Childhood Developmental Disorders.
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Customer Product Medical Management Requirements*

Vermont Products

POS in Plan Covered
POS OOP Covered
MVP Medicare Preferred Gold HMO POS Covered
MVP Medicare Secure Plus HMO POS Covered
MVP VT HMO Covered
MVP VT HDHP HMO Covered
MVP VT Plus HMO Covered
MVP VT Plus HDHP HMO Covered
MVP Secure Covered
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g. HDHP
HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and a
Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Revision History

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design

01/01/2023 — Annual review; updated policy to align with Applied Behavior Analysis policy and NY Autism

Spectrum Disorders policy.

01/01/2025 — Annual Review with removal of age restrictions according to VT Department of Financial

Regulation (DFR).

Early Childhood Development Disorders Vermont
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Electrical Stimulation Devices
and Therapies

Type of Policy: DME/Medical
Prior Approval Date:  01/06/2025
Approval Date: 03/28/2025
Effective Date: 06/01/2025

Bone Growth Stimulator

Deep Brain Stimulation

Durable Medical Equipment (DME)

Sacral Nerve Stimulation

Spinal Cord Stimulator for Intractable Pain

Related Polices:

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

HCPCS Codes for all MVP Products: A4540, A4541, A4542, A4543, A4544, E0490, E0491,
E0492, E0493, E0721, E0731, E0732, EQ733, EO734, EO735, EO740, E0743, EQ744, EQ745,
EO762, EO764, EO765, EO766, EO769, EO770,

HCPCS Codes for MVP Medicaid Products and MVP Medicare Products Only: A4555,
Codes Requiring Retrospective Review

N/A

Experimental/Investigational

HCPCS Codes: A4540, A4541, A4542, E0490, E0491, E0492, E0493, E0732, EO733, E0734,
EQ735, EO744, EO746, E0762, EO765

CPT Codes: 64555, 64596, 64597, 64598
Common Diagnosis Codes

ICD-10- CM Diagnosis Codes:

Electrical Stimulation Devices and Therapies Page 1 of 22
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G12.2,G12.20, G12.21, G12.22, G12.29, G12.8, G12.9, G21.9, G35, G36, G37, G44.201,
G54.0, G54.1, G54.2, G54.3, G54.4, G54.5, G54.6, G54.7, G54.8, G54.9, G83.9, R11.0, R11.1,
R11.10, R11.11, R11.12, R11.13, R11.14, R11.2, M15.0, M15.1, M15.2, M15.3, M15.4,
M15.8, M15.9, M16.0, M16.1, M16.10, M16.11, M16.12, M16.2, M16.3, M16.30, M16.31,
M16.32, M16.4, M16.5, M16.50, M16.51, M16.52, M16.6, M16.7, M16.9, M17.0, M17.1,
M17.10, M17.11, M17.12, M17.2, M17.3, M17.30, M17.31, M17.32, M17.4, M17.5, M17.9,
M18.0, M18.1, M18.10, M18.11, M18.12, M18.2, M18.3, M18.30, M18.31, M18.32, M18.4,
M18.5, M18.50, M18.51, M18.52, M18.9, M19.01, M19.011, M19.012, M19.019, M19.021,
M19.022, M19.029, M19.031, M19.032, M19.039, M19.041, M19.042, M19.049, M19.071,
M19.072, M19.079, M19.11, M19.111, M19.112, M19.119, M19.121, M19.122, M19.129,
M19.131, M19.132, M19.139, M19.141, M19.142, M19.149, M19.171, M19.172, M19.179,
M19.211, M19.212, M19,219, M19.221, M19.222, M19.229, M19.231, M19.232, M19.239,
M19.241, M19.242, M19.249, M19.271, M19.272, M19.279, M19.90, M19.91, M19.92,
M19.93, M53.2x1, M53.2x2, M53.2x4, M53.2x5, M53.2x6, M53.2x7, S53.2x8, M53.2x9,
R30.0, R30.1, R30.9, S32.0, S32.9, S53.80, S53.81, S53.82, S53.83, S53.84, S53.85, $53.86,
$53.87, 553.88, S53.9

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code sets and/or medical necessity guidelines applied in this policy.

Common Procedure Codes
N/A

Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP.

Overview

Electrical stimulators provide direct, alternating, pulsating and/or pulsed wave energy to
accelerate healing of chronic wounds, facilitate functional restoration, treat muscle
atrophy and diminish pain. Neuromuscular Electrical Stimulation (NMES),
Transcutaneous Electrical Nerve Stimulation (TENS), and Electromagnetic Therapy (ET)
are some of the many forms of electrical stimulation that may be provided by indwelling
transcutaneous needles or by surface electrodes.

Various devices and treatments are available for patients in an outpatient clinic, a
physician’s office, or in the patient’'s home. Some treatments may require surgical
implantation of leads and a trial period to insure efficacy. Electrical stimulation for some
conditions may be tried as a last resort when the customer has failed a trial of
conservative therapies.
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Indications/Criteria

Documentation

Medical record documentation must include all of the following:

e the exact nature of the customer’s impairments and functional limitations to be
treated;

e medical necessity for the type, frequency and duration of therapy to treat the
customer’s condition;

e appropriate conservative therapies that have been tried and failed e.g.,
pharmacological, surgical, physical, or psychological therapies;

e the expected goals for medically necessary therapy(s); and

e when regression or plateaus occur, the reasons for the lack of progress should be
noted to justify continued treatment.

Neuromuscular Electrical Stimulation (NMES) (EQ745)

Neuromuscular electrical stimulation (NMES) will be covered when used as one
component of a comprehensive rehabilitation program for the treatment of disuse
atrophy where the nerve supply to the muscle is intact, including brain, spinal cord and
peripheral nerves, and other non-neurological reasons for disuse atrophy such as
casting or splinting of limb, contracture due to scarring of soft tissue as in burn lesions,
major knee surgery ( e.g., ACL, TKR), or total hip replacement (THR) surgery (until
orthotic training begins).

e Coverage of an NMES for more than two months is determined by individual
consideration based upon supportive documentation (including current muscle
testing) provided by the therapist and/or attending physician.

e An NMES unit will be covered as a rental only.

Functional Electrical Stimulation in Patients with Spinal Cord Injury (SCI) (E0770, E0764)

The type of NMES that is used to enhance the ability to walk of spinal cord injury (SCI)
patients is commonly referred to as functional electrical stimulation (FES).

Coverage for the use of NMES/FES is limited to spinal cord injury (SCI) patients for
walking who have completed a training program which consists of at least 32 physical
therapy sessions with the device over a period of three (3) months. Physical therapy
necessary to perform this training must be directly performed by the physical therapist
as part of a one-on-one training program.

The goal of physical therapy must be to train SCI patients on the use of FES devices to
achieve walking, not to reverse or retard muscle atrophy.
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Coverage for functional electrical stimulation (FES) for walking will be covered in spinal
cord injury patients with all of the following characteristics:

e persons with intact lower motor units (L1 and below) (both muscle and peripheral
nerve);

e persons with muscle and joint stability for weight bearing at upper and lower
extremities that can demonstrate balance and control to maintain an upright support
posture independently;

e persons that demonstrate brisk muscle contraction to FES and have sensory
perception electrical stimulation sufficient for muscle contraction;

e persons that possess high motivation, commitment and cognitive ability to use
such devices for walking;

e persons that can transfer independently and can demonstrate independent
standing tolerance for at least 3 minutes;

e persons that can demonstrate hand and finger function to manipulate controls;

e persons with at least six-month post recovery spinal cord injury and restorative
surgery;

e persons without hip and knee degenerative disease and no history of long bone
fracture secondary to osteoporosis; and

e persons who have demonstrated a willingness to use the device long-term.

Functional electrical stimulation for walking will not be covered in SCI patients with any
of the following:

e persons with cardiac pacemakers;

e severe scoliosis or severe osteoporosis;

e skin disease or cancer at area of stimulation;
e irreversible contracture; or

e autonomic dysflexia.

Transcutaneous Electrical Nerve Stimulation (TENS) for Acute Post-operative Pain
(E0720, EQ730)

A transcutaneous electrical nerve stimulator (TENS) is covered for the treatment of
patients with acute post-operative pain who meet the following criteria:

e medical necessity is limited to 30 days from the day of surgery;

e coverage for more than 30 days is determined by individual consideration based
upon supportive documentation provided by the attending physician.

Transcutaneous Electrical Nerve Stimulation (TENS) for Chronic Pain (E0720, E0730)
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A transcutaneous electrical nerve stimulator (TENS) is covered for the treatment of
patients with chronic pain who meet all of the following criteria:

e the medical record must document the location of the pain, the duration of time
the patient has had the pain, and the etiology of the pain;

e the pain must have been present for at least 90 days;

e the etiology of the pain must be a type that is accepted as responding to TENS
therapy. Examples of conditions for which a TENS unit is not considered to be
reasonable and necessary are: headache, visceral abdominal pain, pelvic pain, and
temporomandibular joint (TMJ) pain (not all inclusive);

e the TENS unit must be used by the patient on a trial basis for a minimum of 30
days, but not to exceed 60 days. The trial period must be monitored by the physician
to determine the effectiveness of the TENS unit in modulating the pain;

e the physician must determine that the patient is likely to derive significant
therapeutic benefit from continuous use of the unit over a long period of time. The
physician's records must document a re-evaluation of the patient at the end of the
trial period, must indicate how often the patient used the TENS unit, the typical
duration of use each time, and the results;

e a four lead TENS unit may be used with either two leads or four leads, depending
on the characteristics of the patient's pain. If it is ordered for use with four leads, the
medical record must document why two leads are insufficient to meet the patient’s
needs; and

e if two TENS leads are reasonable and necessary, then a maximum of one unit of
Code A4595 would be allowed per month; if four TENS leads are necessary, a
maximum of two units per month would be allowed. If the use of the TENS unit is
less than daily, the frequency of billing for the TENS supply code should be reduced
proportionally.

The physician ordering the TENS unit must be the attending physician or a consulting
physician for the disease or condition resulting in the need for the TENS unit.

Transcutaneous Electrical Nerve Stimulation (TENS) for Chronic Low Back Pain (CLBP)

TENS therapy for CLBP is only covered when all of the following criteria are met:
e the customer has one of the following diagnoses:
o lumbosacral root lesions, not elsewhere classified; or
o sacroiliitis, not elsewhere classified; or
o lumbosacral spondylosis without myelopathy; or

o thoracic or lumbar spondylosis with myelopathy — lumbar region; or
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o lumbar intervertebral disc without myelopathy; or

o lumbosacral intervertebral disc; or

o intervertebral disc disorder myelopathy — lumbar region; or

o post laminectomy syndrome — lumbar region; or

o other and unspecified disc disorders, lumbar region; or

o spinal stenosis, lumbar region without neurogenic claudication; or
o spinal stenosis, lumbar region with neurogenic claudication; or

o lumbago; or

o sciatica; or

o thoracic or lumbosacral neuritis or radiculitis, unspecified, radicular
o syndrome of lower extremities; or

o acquired spondylolisthesis; or

o non-allopathic lesions NEC (not elsewhere classified) — lumbar region; or
o spondylosis, lumbosacral region; or

o spondylolisthesis; or

o fracture of vertebral column without mention of spinal cord injury, lumbar,
closed; or

o fracture of vertebral column with mention of spinal cord injury, lumbar,
closed; or

o sprains and strains of sacroiliac region — lumbosacral (joint) (ligament); or
o sprains and strains of sacroiliac ligament; or

o sprains and strains of other and unspecified parts of back, lumbar; or

o injury to nerve roots and spinal plexus, lumbar root; and

e the customer is enrolled in an approved clinical study that meets all of the
requirements set out in National Coverage Determination (NCD) for Transcutaneous
Electrical Nerve Stimulation (TENS) for Chronic Low Back Pain (CLBP) (160.27).2' (CMS
Internet Only Manual 100-3, Chapter 1); and

e the TENS unit must be used by the patient on a trial basis for a minimum of 30
days, but not to exceed 60 days. The trial period must be monitored by the physician
to determine the effectiveness of the TENS unit in modulating the pain; and

e the physician must determine that the patient is likely to derive significant
therapeutic benefit from continuous use of the unit over a long period of time. The
physician's records must document a re-evaluation of the patient at the end of the
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trial period, must indicate how often the patient used the TENS unit, the typical
duration of use each time, and the results; and

e afourlead TENS unit may be used with either two leads or four leads, depending
on the characteristics of the patient's pain. If it is ordered for use with four leads, the
medical record must document why two leads are insufficient to meet the patient'’s
needs; and

e if two TENS leads are reasonable and necessary, then a maximum of one unit of
Code A4595 would be allowed per month; if four TENS leads are necessary, a
maximum of two units per month would be allowed. If the use of the TENS unit is
less than daily, the frequency of billing for the TENS supply code should be reduced
proportionally.

NOTE: TENS units requiring just two leads are not covered for MVP Medicaid
Managed Care customers.

The physician ordering the TENS unit must be the attending physician or a consulting
physician for the disease or condition resulting in the need for the TENS unit.

TENS therapy for CLBP that does not meet these criteria will be denied as not
reasonable and necessary.

Conductive Garment for Use with TENS (E0731)

A conductive garment used with a TENS unit may be covered when all of the following
conditions are met:

e it has been prescribed by a physician for use in delivering covered TENS
treatment; and

e one of the medical indications outlined below is met:

o the patient cannot manage without the conductive garment because there
is such a large area or so many sites to be stimulated and the stimulation
would have to be delivered so frequently that it is not feasible to use
conventional electrodes, adhesive tapes, and lead wires; or

o the patient cannot manage without the conductive garment for the
treatment of chronic intractable pain because the areas or sites to be
stimulated are inaccessible with the use of conventional electrodes,
adhesive tapes, and lead wires; or

o the patient has a documented medical condition, such as skin problems,
that preclude the application of conventional electrodes, adhesive tapes,
and lead wires; or

o the patient requires electrical stimulation beneath a cast to treat chronic
intractable pain, and
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e a conductive garment may be covered with a neuromuscular electrical stimulator
(NMES) if there is a skin disease or a cancer at the area of stimulation.

A conductive garment is not covered for use with a TENS or an NMES device during the
trial period unless:

e the patient has a documented skin problem prior to the start of the trial period;
or

e the TENS or NMES is reasonable and necessary for the patient.

Non-Implantable Pelvic Floor Electrical Stimulator (E0740)

e Pelvic floor electrical stimulation with a non-implantable stimulator is covered for
the treatment of stress and/or urge urinary incontinence in cognitively intact patients
who have failed a documented trial of pelvic muscle exercise (PME) training.

e A failed trial of PME training is defined as no clinically significant improvement in
urinary continence after completing four weeks of an ordered plan of pelvic muscle
exercises designed to increase periurethral muscle strength.

Electrical Stimulation (ES) and Electromagnetic Therapy for the Treatment of Wounds

(E0769)

The use of ES and electromagnetic therapy for the treatment of wounds are considered
adjunctive therapies and will only be covered when all of the following criteria have
been met:

e ES and electromagnetic therapy will be covered for chronic Stage Ill or Stage IV
pressure ulcers, arterial ulcers, diabetic ulcers, and venous stasis ulcers;

e chronic ulcers are defined as ulcers that have not healed within 30 days of
occurrence. ES or electromagnetic therapy will be covered only after appropriate
standard wound therapy has been tried for at least 30 days and there are no
measurable signs of improved healing. This 30-day period may begin while the
wound is acute;

e standard wound care includes: optimization of nutritional status, debridement by
any means to remove devitalized tissue, maintenance of a clean, moist bed of
granulation tissue with appropriate moist dressings, and necessary treatment to
resolve any infection that may be present. Standard wound care based on the
specific type of wound includes: frequent repositioning of a patient with pressure
ulcers (usually every 2 hours), offloading of pressure and good glucose control for
diabetic ulcers, establishment of adequate circulation for arterial ulcers, and the use
of a compression system for patients with venous ulcers;

e measurable signs of improved healing include: a decrease in wound size (either
surface area or volume), decrease in amount of exudates, and decrease in amount of
necrotic tissue;
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e ES or electromagnetic therapy must be discontinued when the wound
demonstrates 100% epitheliliazed wound bed;

e continued treatment with ES or electromagnetic therapy is not covered if
measurable signs of healing have not been demonstrated within any 30-day period
of treatment;

e ES and electromagnetic therapy services can only be covered when performed by
a physician, physical therapist, or a clinician incident to a physician service; and

e unsupervised use of ES or electromagnetic therapy for wound therapy will not be
covered, as this use has not been found to be medically reasonable and necessary.

Electrical Tumor Treatment Field Therapy (E0766)

Coverage for Electrical Tumor Treatment Field Therapy may be considered when used
for adjuvant therapy with temozolomide or when used as monotherapy.

e Electrical Tumor Treatment Field Therapy (E0766) used with adjuvant
temozolomide may be considered for coverage when all the following criteria are
met:

o Customer is > 22 years old;

o Customer has newly diagnosed supratentorial glioblastoma;

o Good performance status (KPS > 60);

o Customer underwent maximal tumor debulking, if possible;

o Customer completed radiation therapy with concurrent temozolomide.

e Electrical Tumor Treatment Field Therapy (E0766) used as monotherapy may be
considered for coverage on a case-by-case basis when all the following criteria are

met:
o Customer is > 22 years old;
o Customer has recurrent supratentorial glioblastoma;
o Customer completed radiation therapy with concurrent temozolomide
Exclusions

e Not meeting criteria listed under Indications/Criteria of this policy.

e A4556 (electrodes), A4630 (replacement batteries), and A4595 (leads) are covered
only if the customer’s plan has coverage for disposable supplies.

e There is insufficient evidence from well-designed prospective clinical trials that
the following devices or therapies have been proven to be medically safe and/or
effective for their indicated use compared to current standard interventions and are,
therefore, considered investigational.
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o Functional electrical stimulation devices (E0770, EO764) for use in patients
without spinal cord injury (see Indications/Criteria of this policy).

o Functional electrical stimulation exercise devices (i.e., RT300 Electrical
Stimulation Bike).

o Percutaneous electrical nerve stimulation (PENS) and percutaneous
neuromodulation therapy (PNT) for the treatment of chronic low back
pain, including, but not limited to, diabetic neuropathy, headache, and
osteoarthritis of the knee. The evidence in the peer-reviewed literature did
not demonstrate Percutaneous electrical nerve stimulation (PENS) and
percutaneous neuromodulation therapy (PNT) is effective in the long term
and therefore is considered investigational.

o Transcutaneous Electrical Nerve Stimulation (TENS) (E0765) for the
treatment of post-operative nausea and vomiting, chemotherapy induced
nausea, nausea and vomiting of pregnancy, motion sickness and all other
indications are not covered.

o Threshold electrical stimulation (TES) as a treatment for motor disorders,
including, but not limited to, cerebral palsy, scoliosis, or spina bifida.

o Interferential stimulators for the treatment of circulation disorders, range
of motion, edema, muscle spasms, bone healing, and pain and to promote
soft tissue healing.

o Gastric electrical stimulation for the treatment of obesity.

e Currently no implantable pulse generator, radiofrequency device, or leads are
approved by the FDA for peripheral occipital nerve stimulation to treat occipital
neuralgia or headaches.

e Transcutaneous electrical joint stimulation devices (E0762) are considered
investigational for any indication.

o Electrosleep therapy for the treatment of chronic insomnia, anxiety, depression,
psychosomatic disorders, such as asthma, spastic colitis, or tension headache, and
for organic disorders including essential hypertension.

e Electrical aversion (electroversion) therapy for the treatment of alcoholism.

e Electrical continence aids which stimulate anal musculature to allow the patient
to ambulate without incontinence.

e Electrical stimulation used in the treatment of Bell’s palsy, multiple sclerosis and
strokes (when there is no potential for restoration of function).

e Scrambler therapy MC-5A CALMARE® (Transcutaneous Electrical Modulation
Pain Reprocessing Device) for chronic, intractable pain, post-surgical pain, post-
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traumatic acute pain, cancer related pain, and reducing peripheral neuropathy
caused by chemotherapy.

e Electrical stimulation of muscles for treatment of scoliosis (E0744).

Electrical Tumor Treatment Field Therapy (E0766) is not covered for any other
indication not listed in the Indication/Criteria section.

Cefaly device for prevention, treatment and other indications for migraine
headaches is not covered. There is insufficient evidence in the peer-reviewed
literature to support the use of the Cefaly transcutaneous electrical stimulator (TENS)
headband for the treatment of migraine headaches, therefore the Cefaly device is
considered investigational and not covered.

e GammaCore non-implantable transcutaneous vagus nerve stimulation
(tVNS)(E0735) is considered investigational because the long-term outcomes in the
published peer-reviewed scientific literature do not support the safety and
effectiveness for the acute or chronic treatment of pain associated with episodic
cluster headache or migraines in adult patients.

e Cranial Electrotherapy Systems (CES) (E0732) deliver low level electrical
stimulation (microcurrent) to the brain through electrodes that are attached to the
ear lobes or behind the ears. CES has been proposed for the treatment of anxiety,
depression, insomnia, substance abuse, depression, tension headaches, cluster
headaches and migraines. CES devices are investigational and not covered for any
indication because there is insufficient evidence regarding the safety and
effectiveness of Cranial Electrotherapy Systems (CES) for the reduction of pain or
improvement in function.

e Remote electrical neuromodulation (REN) (e.g. Nerivio) device proposed as a
treatment for episodic or chronic migraine headaches is considered investigational
and not covered for all indications because there is insufficient evidence regarding
the safety and effectiveness of REN.

e (Cala Trio nerve stimulating device (E0734, A4542) proposed as a treatment of
essential tremors is considered experimental and investigational because there is
insufficient evidence regarding the safety and effectiveness has not been established.

e Percutaneous electrical nerve stimulation (PENS)(CPT Code: 64555), percutaneous
electrical nerve field stimulation (PENFS) (CPT Code: 64596, 64597, 64598),
percutaneous neuromodulation therapy (PNT) or auricular electrostimulation devices
(including all permanent and temporary) are considered experimental, investigational
or unproven for any indication, including but not limited to the treatment of acute or
chronic pain conditions. Examples of implantable peripheral nerve stimulators for
pain relief include: Sprint PNS System, StimQ Peripheral Nerve Stimulator (PNS)
System, and StimRouter Neuromodulation System.
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e Restorative Neurostimulation Therapy (e.g., ReActiv8 64555) are considered
experimental, investigational or unproven for any indication, including but not
limited to the treatment of acute or chronic pain conditions.

® Monarch external trigeminal nerve stimulation (eTNS) (E0733, A4541) proposed
for treatment of pediatric ADHD is considered experimental and investigational
because there is insufficient evidence regarding the safety and effectiveness has not
been established.

e Electrical stimulation of muscles for treatment of scoliosis (HCPCS E0744) is
considered experimental and investigational because there is insufficient evidence
regarding the safety of and effectiveness for this treatment has not been established.

e Biofeedback devices (HCPCS EQ746) are not covered for home use because they
are considered experimental and investigational as there is insufficient evidence in
peer-reviewed medical literature regarding effectiveness or proof the technology
improves outcomes.

e eXciteOSA Daytime Therapy Device (E0490, E0491, E0492, E0493) for the
treatment of obstructive sleep apnea is considered to be experimental and
investigational as there is insufficient evidence in peer-reviewed medical literature
regarding safety, effectiveness and/or proof the technology improves outcomes.

e The NTX100 Tonic Motor Activation (TOMAC) System (E0743, A4544) for the
treatment of restless leg syndrome is considered to be experimental and
investigational as there is insufficient evidence in peer-reviewed medical literature
regarding safety, effectiveness and/or proof the technology improves outcomes.

e The use of auricular stimulation (E0721, A4543) for, but not limited to, the
treatment of opioid withdrawal (e.g., Sparrow Ascent) is considered to be
experimental and investigational as there is insufficient evidence in peer-reviewed
literature regarding the safety, effectiveness, and/or proof that the technology
improves outcomes.

MVP Medicaid Managed Care Variation

Coverage for transcutaneous electrical nerve stimulation (TENS) is limited to customers
with a diagnosis of knee pain due to osteoarthritis (ICD-10- Codes: M17.10, M17.9,
M17.5, M25.169, M25.869, M25.9). If at least one of these diagnostic codes is not billed
with the claim for TENS, the TENS will be denied administratively.

Functional Electrical Stimulation (FES) via transcutaneous, percutaneous, and implanted
devices are considered not medically necessary for treatment of spinal cord injury, head
injury, cerebral palsy, and upper motor neuron disease and is, therefore, not covered
(ICD-10 Codes: B91, G12.0, G12.1, G12.8, G12.21, G12.22, G12.29, G12.8, G12.9, G14, G20,
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G21.11, G21.19, G21.8, G35, G36.0, G37.0, G37.1, G37.2, G37.3, G37.5, G37.8, G37.9,
G80.0, G80.1, G80.2, G80.8, G80.9, P11.5, S04.9XXS, S06.0X1A, S06.0X2A, S06.0X3A,
S06.0X4A, S06.0X5A, S06.0X6A, S06.0X9A, S06.9X9S, S14.109S, S24.109S, S34.109S,
S34.139S). If at least one of the diagnostic codes is not billed with the claims for FES, the
FES will be denied administratively.

TENS and FES units that are billed with a covered diagnosis must also meet the
applicable medical necessity criteria within this policy for that diagnosis.

For MVP Medicaid products, tumor treatment field therapy (E0766) is not covered.

MVP Medicare Variation
Tumor Treatment Field Therapy (E0766)

Initial coverage for newly diagnosed glioblastoma multiforme:

Tumor treatment field therapy (E0766) is covered for the treatment of newly diagnosed
Glioblastoma Multiforme (GBM) only when all the following criteria are met:

e There is a confirmed (World Health Organization (WHO) grade IV astrocytoma),
newly diagnosed, supratentorial GBM; and,

e The customer has received initial treatment with maximal debulking surgery
(when feasible), followed by chemotherapy and radiotherapy; and,

e Tumor treatment field therapy is initiated within 7 weeks from the last dose of
concomitant chemotherapy or radiotherapy, whichever is later; and,

e The beneficiary has no evidence of progression by Response Assessment in
Neuro-Oncology (RANO) criteria; and,

e The beneficiary has a Karnofsky Performance Score (KPS) of at least 70; and,
e The beneficiary will use TTFT for an average of 18 hours per day.

Continued coverage for newly diagnosed GBM beyond the first three months of
therapy:

Continued coverage of TTFT (E0766) beyond the first three months of therapy requires
that the treating practitioner must conduct a clinical re-evaluation and document that
the beneficiary is continuing to use and is benefiting from TTFT.

Documentation of clinical benefit is demonstrated by:
e Face-to-face clinical re-evaluation by the treating practitioner; and,

e Objective evidence of adherence to therapy, reviewed by the treating
practitioner.
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Adherence to therapy is defined as the use of TTFT for an average of 18 hours per day
(excluding days the treating practitioner has documented a medical need to limit or
interrupt treatment).

If the above criteria are not met, continued coverage of TTFT will be denied as not
medically necessary.

Recurrent GMB:

Tumor treatment field therapy (E0766) is not medically necessary for the treatment of
recurrent GBM.

Other uses:

The use of TTFT for any indications other than newly diagnosed GBM is not medically
necessary.

For full coverage details refer to the following Medicare Local Coverage Determination
(LCD): Noridian Healthcare Solutions (Medicare) Local Coverage Determination (LCD)
for Tumor Treatment field Therapy (TTFT)(L34730). Effective Date: 09/01/19 Available:
https://med.noridianmedicare.com/web/jddme/policies/Icd/active

Transcutaneous Electrical Nerve Stimulators (TENS) (E0720, E0730)

A TENS is covered for the treatment of beneficiaries with chronic, intractable pain or
acute post-operative pain when one of the following coverage criteria, I-1ll, are met.

|.  Acute Post-operative Pain
TENS is covered for acute post-operative pain. Coverage is limited to 30 days (one
month's rental) from the day of surgery. Payment will be made only as a rental.

A TENS unit will be denied as not reasonable and necessary for acute pain (less than
three months duration) other than for post-operative pain.

[I.  Chronic Pain Other than Low Back Pain

TENS is covered for chronic, intractable pain other than chronic low back pain when
all of the following criteria must be met:

e The presumed etiology of the pain must be a type that is accepted as
responding to TENS therapy. Examples of conditions for which TENS therapy
is not considered to be reasonable and necessary are (not all-inclusive):

o headache

o visceral abdominal pain

o pelvic pain

o temporomandibular joint (TMJ) pain

e The pain must have been present for at least three months
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e Other appropriate treatment modalities must have been tried and failed

TENS therapy for chronic pain that does not meet these criteria will be denied as
not reasonable and necessary.

l1.Chronic Low Back Pain (CLBP) TENS therapy for CLBP is only covered when all of
the following criteria are met:

e The Medicare customer has one of the diagnosis codes listed in the Diagnosis
Codes that Support Medical Necessity section in the Noridian Healthcare
Solutions. Local Coverage Determination (LCD) for Transcutaneous Electrical
Nerve Stimulators (TENS) (L33802). Revision Effective Date 10/01/2015.
Available: https://med.noridianmedicare.com/web/i{ddme/policies/Icd/active

e The beneficiary is enrolled in an approved clinical study that meets all of the
requirements set out in National Coverage Determination (NCD) for
Transcutaneous Electrical Nerve Stimulation (TENS) for Chronic Low Back Pain
(CLBP) (160.27) Available: Available: www.cms.gov/

For Medicare full coverage details of Transcutaneous Electrical Nerve Stimulators (TENS)
National Coverage Determination (NCD) and Local Coverage Determination (LCD) refer
to the links above.

For Medicare products, TENS (E0730) used to treat Chronic Low Back Pain is provided
under limited coverage. Reimbursement is only available for beneficiaries who are
enrolled in an approved clinical trial. *

*Currently there is no Medicare approved clinical trial for TENS therapy for chronic low
back pain, therefore the TENS is not covered by MVP Health Care.

Refer to the following links for full Medicare coverage of chronic low back pain:

Noridian Healthcare Solutions. Local Coverage Determination (LCD) for Transcutaneous
Electrical Nerve Stimulators (TENS) (L33802). Revision Effective Date 10/01/2019.
Available: https://med.noridianmedicare.com/web/jddme/policies/lcd/active

Peripheral Nerve Stimulation (CPT Code: 64555, 64596, 64597, 64598)

For full Medicare coverage details about peripheral nerve stimulation please refer to the
following NCD for Medicare Customers: National Coverage Determination (NCD)
Electrical Nerve Stimulators (160.7) Effective Date: 08/07/1995 and Medicare LCD:
Peripheral Nerve Stimulation A55531 and L37360. Available: MCD Search (cms.gov)
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Customer Product Medical Management Requirements*
New York Products
HMO Prior Auth
PPO in Plan Prior Auth
PPO OOP Potential for Retrospective Review
POS in Plan Prior Auth
POS OOP Prior Auth
Essential Plan Prior Auth
MVP Medicaid Managed Care Prior Auth
MVP Child Health Plus Prior Auth
MVP Harmonious Health Care Plan Prior Auth
MVP Medicare Complete Wellness Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP Medicare WellSelect PPO Prior Auth
MVP Medicare WellSelect Plus PPO Prior Auth
MVP Medicare Patriot Plan PPO Prior Auth
MVP DualAccess D-SNP HMO Prior Auth
MVP DualAccess Complete D-SNP HMO Prior Auth
MVP DualAccess Plus D-SNP HMO Prior Auth
UVM Health Advantage Select PPO Prior Auth
USA Care Prior Auth
Healthy NY Prior Auth
MVP Premier Prior Auth
MVP Premier Plus Prior Auth
MVP Premier Plus HDHP Prior Auth
MVP Secure Prior Auth
MVP EPO Prior Auth
MVP EPO HDHP Prior Auth
MVP PPO Prior Auth
MVP PPO HDHP Prior Auth
Student Health Plans Prior Auth
ASO See SPD
Vermont Products
POS In Plan Prior Auth
POS OOP Prior Auth
MVP Medicare Preferred Gold HMO POS Prior Auth
MVP Medicare Secure Plus HMO POS Prior Auth
MVP VT HMO Prior Auth
MVP VT HDHP HMO Prior Auth
MVP VT Plus HMO Prior Auth
MVP VT Plus HDHP HMO Prior Auth
MVP Secure Prior Auth
ASO See SPD

4 Note: Prior authorization requirements for HDHP products are the same as the base product (e.g.
HDHP HMO auth requirements are the same as listed for HMO).

© 2025 MVP Health Plan, Inc. All rights reserved. Descriptions contained within MVP's Medical Policies are not a
guarantee of coverage. Each MVP Group or Subscriber Contract contains specific limitations, exclusions and
requirements that may affect a Policy. If there is any discrepancy between your Group or Subscriber Contract and
a Policy, your Group or Subscriber Contract shall in all cases govern.

*Medical Management Requirements
Prior Auth

Potential for Retrospective Review
Retro Review

Not Covered

See SPD

Prior Authorization Required

No Prior Authorization Required. May be subject to Retrospective Review

Retrospective Review Required
Service is not a covered benefit.
See Specific Plan Design
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Revision History:

12/01/2021 - remote electrical neuromodulation (REN) electrical stimulation devices (e.g. Neverio) to the
list of devices that are investigational for migraine headache treatment.

08/01/2022 — Added Cala Trio device (K1018, K1019), Percutaneous electrical nerve stimulation (PENS),
percutaneous electrical nerve field stimulation (PENFS) (0720T), percutaneous neuromodulation therapy
(PNT) or auricular electrostimulation devices (e.g., IB-Stim Device) to exclusions.

02/01/2023 — Adding prior authorization to K1018 and K1019.

06/01/2023 — Exclusions for electrical stimulation of muscles for treatment of scoliosis and biofeedback
were removed from another medical policy and moved to this policy. No changes in policy position.

12/01/2023 —Added exclusion for eXciteOSA Daytime Therapy Device (E0490, E0491, K1028, K1029)

01/01/2024- Added new codes A4540, A4541, A4542, E0492, E0493, E0732, E0733, E0734, EO735 to prior
authorization. Removed invalid codes K1002, K1016, K1017, K1018, K1019, K1020, K1023, K1028, K1029.

06/01/2024 — Moved Peripheral Nerve Stimulators and CPT Codes: 64555, 64596, 64597, 64598 and
references to Hayes from Experimental Investigational Policy.

10/01/2024 — Removed prior authorization from HCPCS Codes: A4556, A4557, A4630, E0720, E0730.
12/01/2024 —Completed formal review of fast-track updates effective 10/01/2024.

2/1/2025 — added NTX100 Tonic Motor Activation (TOMAC) System (E0743, A4544) and auricular
stimulation (E0721, A4543) Sparrow Ascent to exclusions as experimental and investigational.

06/01/2025 — ReActiv8 added to exclusions as experimental and investigational.
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MVP Health Care Behavioral Health Medical Necessity Criteria

Electroconvulsive Therapy (ECT)

Type of Policy: Behavioral Health
Prior Approval Date: 12/05/2022

Approval Date: 11/04/2024

Effective Date: 02/01/2025

Related Polices: Mental Health Services

Electroconvulsive Therapy (ECT)

Codes Requiring Prior Authorization

Prior authorization may vary by plan which means the codes listed below may be specific to one product or
all products. Please refer to the product grid found at the end of this policy for detailed authorization
requirements for specific plans.

CPT Codes: N/A

Codes Requiring Retrospective Review
N/A

Experimental/Investigational

N/A

Common Diagnosis Codes associated with this policy have been provided for informational purposes only.
The list of codes may not be all-inclusive and may be updated to reflect any applicable revisions to the ICD-
10 code set and/or medical necessity guidelines applied in this policy.

Common Procedure Codes

00104 - Anesthesia for electroconvulsive therapy

90870 - Electroconvulsive therapy (includes necessary monitoring)

for all MVP plans.

Common Diagnosis Codes

F06.1, F20.0 - F20.9, F25.0 — F25.9, F30.10 — F30.9, F31.0 - F31.9, F32.0 - F33.9

InterQual Criteria Behavioral Health Policies Page 1 of 8
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Please refer to the product grid for detailed authorization requirements for specific plans. Codes requiring
prior-authorization for some products may require retrospective review for plans that do not require prior-
authorization. Common diagnosis codes are included for informational purposes only and every attempt has
been made to update and keep these codes accurate. These codes may not be all inclusive. CPT codes are
subject to change as replacement codes are adopted by CMS. Any codes related to CMS updates will be
adopted and applied to this policy by MVP

Overview

Electroconvulsive Therapy (ECT) is a procedure during which brief electrical stimulation
is applied to the brain while the patient is under anesthesia for the purpose of inducing
a seizure. Acute or short—-term ECT is used in adolescent, adult, and geriatric patients to
treat unipolar or bipolar depression, acute mania, schizophrenia, schizoaffective
disorder, schizophreniform disorder, post—partum psychosis, catatonia and neuroleptic
malignant syndrome.

An ECT-privileged psychiatrist, an anesthesia provider, and any specialists who have
provided consultation should all clear the patient for ECT before ECT is administered.

Historically, there have been racial and gender inequities in availability and utilization of
ECT throughout the United States. MVP encourages clinicians to consider ECT in the
management of the above conditions. See also MVP Treatment Guidelines for
Depression, Bipolar Disorder, and Schizophrenia.

Indications/Criteria

Electroconvulsive Therapy (ECT) is covered for the following indications when coverage
criteria are met:

A. An ECT-privileged psychiatrist, an anesthesia provider, and any specialists who
have provided consultation should all clear the patient for ECT before ECT is
administered.

a. documents history, current symptoms, and rationale for treatment, etc.

B. One of the following diagnoses must be present:

a. Major Depressive Episode
i. Major Depression, unipolar
il. Major Depression, Recurrent
iii. Bipolar Disorder, depressed
iv. Bipolar Disorder, mixed
v. Bipolar Disorder, NOS
b. Manic Episode
i. Bipolar | Disorder, manic
ii. Bipolar | Disorder, mixed
iii. Bipolar | Disorder, NOS
iv. Bipolar | or Il Disorder with rapid cycling
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c. Schizophrenia, any subtype, Schizoaffective Disorder, Schizophreniform
Disorder
d. Catatonia
i. Due to another mental disorder
ii. Due to another medical condition
iii. Unspecified
e. Neuroleptic Malignant Syndrome
f. Major Depressive Episode (with or without psychotic features) with
peripartum onset
g. Brief Psychotic Disorder with peripartum onset
C. Indications for use of ECT prior to trial of other treatments including psychotropic
medication include (but are not limited to):
a. Need for rapid, definitive response on either medical or psychiatric
grounds for any of the following:
i. Severe agitation or aggression
ii. Delusions
iii. Hallucinations
iv. Socially withdrawn (e.g., delusions, paranoia, hallucinations, or
depression)
v. Significant functional impairment
vi. Refusal of foods or fluids that presents a medical risk
vii. Unremitting self-injury and injuries requiring professional medical
attention and not due to a personality disorder
High immanent risk for suicide or homicide
Neuroleptic Malignant Syndrome
Previous positive response to ECT
Risks of other treatments outweighs the risk of ECT
f. Patient preference
D. Indications for use of ECT after a trial of treatment based on one of the following:
a. Adequate medication trial for the primary diagnosis:

i. Bipolar depression and trials of > 2 different medications with
established effectiveness for bipolar depression and at adequate
doses and duration or stopped due to intolerable adverse effects

ii. Unipolar depression and trials of > 2 different antidepressants from >
2 different classes and at adequate doses and duration or stopped
due to intolerable adverse effects

iii. For Catatonia: trial of benzodiazepine that is ineffective or not
tolerated because of sedation

iv. For psychosis: at least one trial of antipsychotic at adequate doses
and duration or stopped because of intolerance

® o 0 T
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v. For NMS: no medication trials required, though alternative
management is recommended.

b. Medications contraindicated due to comorbid medical condition or
potential for dangerous interaction with medications needed for comorbid
medical condition(s)

¢. Substantial morbidity or mortality associated with delay in
pharmacotherapeutic response

d. Previous positive response to electroconvulsive therapy

The average course of treatment is 6 to 12 treatments, but some patients may require as
many as 20 treatments. More than 20 sessions of ECT in a treatment series is rarely
medically necessary to achieve remission; however additional, less frequent sessions
may continue as prophylaxis, sometimes indefinitely. Continuation or maintenance ECT
may be utilized after the initial course of acute ECT treatment to prevent relapse or
recurrence of symptoms, respectively, based on the clinical assessment of the ECT
provider.

Contraindications:

Although there are no absolute medical contraindications to ECT, there are specific
conditions that may be associated with substantially increased risk and therefore may
exclude a specific individual from this level of care. Such conditions include but are not
limited to:
a. unstable or severe cardiovascular conditions such as recent myocardial infarction,
congestive heart failure, and severe valvular cardiac disease;
b. aneurysm or vascular malformation that might be susceptible to rupture with
increased blood pressure;
c. increased intracranial pressure, as may occur with some brain tumors or other
space-occupying lesions;
d. recent cerebral infarction;
e. pulmonary conditions such as severe chronic obstructive pulmonary disease,
asthma, or pneumonia; and
f. anesthetic risk rated as American Society of Anesthesiologists level 4 or 5

Exclusions

Combined ECT and other neuro-stimulation techniques (e.g., transcranial direct current
stimulation, and repetitive transcranial magnetic stimulation) for the treatment of
psychiatric disorders.

Electroconvulsive Therapy (ECT) is considered experimental and investigational for the
treatment of the following indications because its effectiveness for these indications has
not been established (not an all-inclusive list):

Autism Spectrum Disorder (ASD)
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Parkinson’s Disease

Eating disorders Age <13

Obsessive-compulsive disorder

Post-traumatic stress disorder
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