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 Terms and Conditions
Related Medicare Advantage Coverage Summary
• Blood, Blood Products and Related Procedures and
Drugs

Policy Summary
 See Purpose

Overview
Apheresis (also known as pheresis or therapeutic pheresis) is a medical procedure utilizing specialized equipment to remove
selected blood constituents (leukocytes, plasma, platelets, or cells) from whole blood. The remainder is re-transfused into the
person from whom the blood was taken.

Guidelines
For purposes of Medicare coverage, apheresis is defined as an autologous procedure, i.e., blood is taken from the patient,
processed, and returned to the patient as part of a continuous procedure (as distinguished from the procedure in which a
patient donates blood preoperatively and at a later date, is transfused with the donated blood).

Indications and Limitations of Coverage

Indications
Apheresis is covered for the following indications:
Plasma exchange for acquired myasthenia gravis;
Leukapheresis in the treatment of leukemia;
Plasmapheresis in the treatment of primary macroglobulinemia (Waldenstrom);
Treatment of hyperglobulinemias, including (but not limited to) multiple myelomas, cryoglobulinemia and hyper viscosity
syndromes;
Plasmapheresis or plasma exchange as a last resort treatment of thromobotic thrombocytopenic purpura (TTP);
Plasmapheresis or plasma exchange in the last resort treatment of life threatening rheumatoid vasculitis;
Plasma perfusion of charcoal filters for treatment of pruritis of cholestatic liver disease;
Plasma exchange in the treatment of Goodpasture's Syndrome;
Plasma exchange in the treatment of glomerulonephritis associated with antiglomerular basement membrane antibodies
and advancing renal failure or pulmonary hemorrhage;
Treatment of chronic relapsing polyneuropathy for patients with severe or life threatening symptoms who have failed to
respond to conventional therapy;
Treatment of life threatening scleroderma and polymyositis when the patient is unresponsive to conventional therapy;
Treatment of Guillain-Barre Syndrome; and
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Treatment of last resort for life threatening systemic lupus erythematosus (SLE) when conventional therapy has failed to
prevent clinical deterioration.

Settings
Apheresis is covered only when performed in a hospital setting (either outpatient or inpatient) or in a nonhospital setting, e.g., a
physician directed clinic when the following conditions are met:
A physician (or a number of physicians) is present to perform medical services and to respond to medical emergencies at
all times during patient care hours;
Each patient is under the care of a physician; and
All nonphysician services are furnished under the direct, personal supervision of a physician.

Applicable Codes
The following list(s) of procedure and/or diagnosis codes is provided for reference purposes only and may not be all inclusive.
Listing of a code in this guideline does not imply that the service described by the code is a covered or non-covered health
service. Benefit coverage for health services is determined by the member specific benefit plan document and applicable laws
that may require coverage for a specific service. The inclusion of a code does not imply any right to reimbursement or
guarantee claim payment. Other Policies and Guidelines may apply.
CPT Code
36511

Description
Therapeutic apheresis; for white blood cells

36512

Therapeutic apheresis; for red blood cells

36513

Therapeutic apheresis; for platelets

36514

Therapeutic apheresis; for plasma pheresis
CPT® is a registered trademark of the American Medical Association

References
CMS National Coverage Determinations (NCDs)
NCD 110.14 Apheresis (Therapeutic Pheresis)
Reference NCD: NCD 20.5 Extracorporeal Immunoadsorption (ECI) Using Protein A Columns

CMS Claims Processing Manual
Chapter 4; § 231.9 Billing for Pheresis and Apheresis Services

UnitedHealthcare Commercial Policy
Apheresis

Guideline History/Revision Information
Revisions to this summary document do not in any way modify the requirement that services be provided and documented in
accordance with the Medicare guidelines in effect on the date of service in question.
Date
04/01/2021
09/09/2020

Summary of Changes

Template Update
Reformatted policy; transferred content to new template
Routine review; no change to guidelines

Supporting Information
Archived previous policy version MPG016.05
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Purpose
The Medicare Advantage Policy Guideline documents are generally used to support UnitedHealthcare Medicare Advantage
claims processing activities and facilitate providers’ submission of accurate claims for the specified services. The document
can be used as a guide to help determine applicable:
Medicare coding or billing requirements, and/or
Medical necessity coverage guidelines; including documentation requirements.
UnitedHealthcare follows Medicare guidelines such as NCDs, LCDs, LCAs, and other Medicare manuals for the purposes of
determining coverage. It is expected providers retain or have access to appropriate documentation when requested to support
coverage. Please utilize the links in the References section below to view the Medicare source materials used to develop this
resource document. This document is not a replacement for the Medicare source materials that outline Medicare coverage
requirements. Where there is a conflict between this document and Medicare source materials, the Medicare source materials
will apply.

Terms and Conditions
The Medicare Advantage Policy Guidelines are applicable to UnitedHealthcare Medicare Advantage Plans offered by
UnitedHealthcare and its affiliates.
These Policy Guidelines are provided for informational purposes, and do not constitute medical advice. Treating physicians and
healthcare providers are solely responsible for determining what care to provide to their patients. Members should always
consult their physician before making any decisions about medical care.
Benefit coverage for health services is determined by the member specific benefit plan document* and applicable laws that
may require coverage for a specific service. The member specific benefit plan document identifies which services are covered,
which are excluded, and which are subject to limitations. In the event of a conflict, the member specific benefit plan document
supersedes the Medicare Advantage Policy Guidelines.
Medicare Advantage Policy Guidelines are developed as needed, are regularly reviewed and updated, and are subject to
change. They represent a portion of the resources used to support UnitedHealthcare coverage decision making.
UnitedHealthcare may modify these Policy Guidelines at any time by publishing a new version of the policy on this website.
Medicare source materials used to develop these guidelines include, but are not limited to, CMS National Coverage
Determinations (NCDs), Local Coverage Determinations (LCDs), Medicare Benefit Policy Manual, Medicare Claims Processing
Manual, Medicare Program Integrity Manual, Medicare Managed Care Manual, etc. The information presented in the Medicare
Advantage Policy Guidelines is believed to be accurate and current as of the date of publication and is provided on an "AS IS"
basis. Where there is a conflict between this document and Medicare source materials, the Medicare source materials will
apply.
You are responsible for submission of accurate claims. Medicare Advantage Policy Guidelines are intended to ensure that
coverage decisions are made accurately based on the code or codes that correctly describe the health care services provided.
UnitedHealthcare Medicare Advantage Policy Guidelines use Current Procedural Terminology (CPT®), Centers for Medicare and
Medicaid Services (CMS), or other coding guidelines. References to CPT® or other sources are for definitional purposes only
and do not imply any right to reimbursement or guarantee claims payment.
Medicare Advantage Policy Guidelines are the property of UnitedHealthcare. Unauthorized copying, use, and distribution of this
information are strictly prohibited.
*For more information on a specific member's benefit coverage, please call the customer service number on the back of the
member ID card or refer to the Administrative Guide.
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