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InterQual® 2021 Clinical Criteria Release 
Effective July 1, 2021, the following Medical Policies, Coverage Determination Guidelines, and Utilization Review Guidelines have been updated to reflect the applicable 
InterQual® 2021 clinical criteria reference(s): 
 

Policy Title Policy Type 
Abnormal Uterine Bleeding and Uterine Fibroids Medical Policy 

Abnormal Uterine Bleeding and Uterine Fibroids (for Nebraska Only) Medical Policy 

Abnormal Uterine Bleeding and Uterine Fibroids (for New Jersey Only) Medical Policy 

Airway Clearance Devices Medical Policy 

Airway Clearance Devices (for Nebraska Only) Medical Policy 

Articular Cartilage Defect Repairs Medical Policy 

Attended Polysomnography for Evaluation of Sleep Disorders Medical Policy 

Attended Polysomnography for Evaluation of Sleep Disorders (for New Jersey Only) Medical Policy 

Beds and Mattresses Coverage Determination Guideline 

Catheter Ablation for Atrial Fibrillation Medical Policy 

Catheter Ablation for Atrial Fibrillation (for Nebraska Only) Medical Policy 

Catheter Ablation for Atrial Fibrillation (for New Jersey Only) Medical Policy 

Continuous Glucose Monitoring and Insulin Delivery for Managing Diabetes Medical Policy 

Continuous Glucose Monitoring and Insulin Delivery for Managing Diabetes (for Nebraska Only) Medical Policy 

Continuous Glucose Monitoring and Insulin Delivery for Managing Diabetes (for New Jersey Only) Medical Policy 

Continuous Glucose Monitoring and Insulin Delivery for Managing Diabetes (for Pennsylvania Only) Medical Policy 

Cosmetic and Reconstructive Procedures Coverage Determination Guideline 

Deep Brain and Cortical Stimulation Medical Policy 

Elbow Replacement Surgery (Arthroplasty) (for Nebraska Only) Medical Policy 

Elbow Replacement Surgery (Arthroplasty) (for New Jersey Only) Medical Policy 

Electrical and Ultrasound Bone Growth Stimulators (for New Jersey Only) Medical Policy 

Electroencephalographic (EEG) Monitoring and Video Recording Medical Policy 

Electroencephalographic (EEG) Monitoring and Video Recording (for Nebraska Only) Medical Policy 

Electroencephalographic (EEG) Monitoring and Video Recording (for New Jersey Only) Medical Policy 
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Policy Title Policy Type 
Hip Resurfacing and Replacement Surgery (Arthroplasty) (for Nebraska Only) Medical Policy 

Hip Resurfacing and Replacement Surgery (Arthroplasty) (for New Jersey Only) Medical Policy 

Hysterectomy Medical Policy 

Hysterectomy (for Nebraska Only) Medical Policy 

Hysterectomy (for New Jersey Only) Medical Policy 

Implanted Electrical Stimulator for Spinal Cord Medical Policy 

Implanted Electrical Stimulator for Spinal Cord (for Nebraska Only) Medical Policy 

Implanted Electrical Stimulator for Spinal Cord (for New Jersey Only) Medical Policy 

Knee Replacement Surgery (Arthroplasty), Total and Partial (for Nebraska Only) Medical Policy 

Knee Replacement Surgery (Arthroplasty), Total and Partial (for New Jersey Only) Medical Policy 

Lower Extremity Invasive Diagnostic and Endovascular Procedures Medical Policy 

Lower Extremity Invasive Diagnostic and Endovascular Procedures (for Nebraska Only) Medical Policy 

Lower Extremity Vascular Angiography (for New Jersey Only) Medical Policy 

Manual Wheelchairs Coverage Determination Guideline 

Minimally Invasive Procedures for Gastroesophageal Reflux Disease (GERD) and Achalasia Medical Policy 

Obstructive Sleep Apnea Treatment Medical Policy 

Obstructive Sleep Apnea Treatment (for Nebraska Only) Medical Policy 

Obstructive Sleep Apnea Treatment (for New Jersey Only) Medical Policy 

Orthognathic (Jaw) Surgery Coverage Determination Guideline 

Orthognathic (Jaw) Surgery (for Nebraska Only) Coverage Determination Guideline 

Orthognathic (Jaw) Surgery (for New Jersey Only) Coverage Determination Guideline 

Outpatient Speech, Occupational and Physical Therapy – Site of Service (for Florida Only) Utilization Review Guideline 

Patient Lifts Coverage Determination Guideline 

Pediatric Gait Trainers, Standing Systems, and Walkers Coverage Determination Guideline 

Pediatric Gait Trainers, Standing Systems, and Walkers (for New Jersey Only) Coverage Determination Guideline 

Plagiocephaly and Craniosynostosis Treatment Medical Policy 

Pneumatic Compression Devices Medical Policy 
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Policy Title Policy Type 
Pneumatic Compression Devices (for Nebraska Only) Medical Policy 

Pneumatic Compression Devices (for New Jersey Only) Medical Policy 

Power Mobility Devices Coverage Determination Guideline 

Rhinoplasty and Other Nasal Surgeries Coverage Determination Guideline 

Shoulder Replacement Surgery (Arthroplasty) (for Nebraska Only) Medical Policy 

Shoulder Replacement Surgery (Arthroplasty) (for New Jersey Only) Medical Policy 

Speech Generating Devices Coverage Determination Guideline 

Surgery of the Hip Medical Policy 

Surgery of the Hip (for Nebraska Only) Medical Policy 

Surgical and Ablative Procedures for Venous Insufficiency and Varicose Veins Medical Policy 

Surgical Treatment for Spine Pain (for Nebraska Only) Medical Policy 

Surgical Treatment for Spine Pain (for New Jersey Only) Medical Policy 

Temporomandibular Joint Disorders Medical Policy 

Therapeutic Shoes and Inserts for Diabetes Coverage Determination Guideline 

Total Artificial Disc Replacement for the Spine Medical Policy 

Wheelchair Options and Accessories Coverage Determination Guideline 

Wheelchair Seating Coverage Determination Guideline 
 
Quarterly CPT® and HCPCS Code Updates 
Effective July 1, 2021, the following Medical Policies and Medical Benefit Drug Policies have been updated to reflect the quarterly Current Procedural Terminology (CPT®) 
and Healthcare Common Procedure Coding System (HCPCS) code additions, revisions, and deletions. Refer to the following sources for information on the code 
updates: 

 American Medical Association. Current Procedural Terminology: CPT® 
 Centers for Medicare & Medicaid Services. Healthcare Common Procedure Coding System: HCPCS Level II 

 
Policy Title Policy Type Summary of Changes 
Amondys 45™ (Casimersen) Medical Benefit Drug Policy • Replaced C9399 with C9075 

Cardiac Event Monitoring Medical Policy Implantable Loop Recorder 

https://www.ama-assn.org/practice-management/cpt
https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/index.html
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Policy Title Policy Type Summary of Changes 
 Added 0650T 

Cardiac Event Monitoring (for New Jersey Only) Medical Policy Implantable Loop Recorder 
 Added 0650T 

Evkeeza™ (Evinacumab-Dgnb)  Medical Benefit Drug Policy • Replaced C9399 with C9079 

Gonadotropin Releasing Hormone Analogs Medical Benefit Drug Policy • Added J1951 

Long-Acting Injectable Antiretroviral Agents for HIV Medical Benefit Drug Policy • Replaced C9399 with C9077 

Molecular Oncology Testing for Cancer Diagnosis, 
Prognosis, and Treatment Decisions 

Medical Policy • Added 0250U and G0327 

Molecular Oncology Testing for Cancer Diagnosis, 
Prognosis, and Treatment Decisions (for New Jersey 
Only) 

Medical Policy • Added 0250U and G0327 

Oxlumo™ (Lumasiran) Medical Benefit Drug Policy  Replaced J3490 and J3590 with J0224 
 Removed C9074 

Preimplantation Genetic Testing Medical Policy • Added 0254U 

Preimplantation Genetic Testing (for New Jersey Only) Medical Policy • Added 0254U 

Rituximab (Riabni™, Rituxan®, Ruxience®, & Truxima®) Medical Benefit Drug Policy • Replaced J3590 and J9999 with Q5123 

Transcatheter Heart Value Procedures Medical Policy • Added 0646T 

Transcatheter Heart Value Procedures (for New Jersey 
Only) 

Medical Policy • Added 0646T 

Vertebral Body Tethering for Scoliosis Medical Policy • Added 0656T and 0657T 

Vertebral Body Tethering for Scoliosis (for New Jersey 
Only) 

Medical Policy • Added 0656T and 0657T 
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New 
Policy Title Effective Date Coverage Rationale 
Radiation Therapy: 
Fractionation, Image-
Guidance, and Special 
Services 

Oct. 1, 2021 Radiation Therapy Fractionation 
Bone Metastases 
When providing external beam radiation therapy for the treatment of a bone metastasis the following are medically 
necessary: 
 Single fraction of radiation therapy 
 Delivery of up to 10 fractions when any of the following criteria are met: 

o Treatment of a weight bearing bone such as femur; or 
o Treating a bone that has previously undergone surgical stabilization; or 
o Treatment of spinal cord compression 

 Delivery of greater than 10 fractions is medically necessary for the following: 
o Treatment of a site that has previously received radiation therapy 

 
Breast Cancer 
When providing external beam radiation therapy for breast cancer the following are medically necessary: 
 Delivery of up to 21 fractions (inclusive of a boost to the tumor bed)  
 Delivery of up to 33 fractions (inclusive of a boost to the tumor bed) is medically necessary when any of the following 

criteria are met: 
o Treatment of supraclavicular and/or internal mammary lymph nodes; or 
o Post-mastectomy radiation therapy; or 
o Individual has received previous thoracic radiation therapy 
o Individual has a connective tissue disorder such as lupus or scleroderma 

 
When providing external beam radiation therapy for breast cancer, delivery of greater than 33 fractions (inclusive of a 
boost to the tumor bed) is not medically necessary. 
 
Locally Advanced Non-Small Cell Lung Cancer 
When providing external beam radiation therapy, with or without chemotherapy, for locally advanced non-small cell 
lung cancer, the following is medical necessary: 
 Delivery of up to 30 fractions 

 
When providing external beam radiation therapy, with or without chemotherapy, for locally advanced non-small cell 
lung cancer, delivery of greater than 30 fractions is not medically necessary.  
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New 
Policy Title Effective Date Coverage Rationale 

Prostate Cancer 
When providing external beam radiation therapy for prostate cancer the following are medically necessary: 
 Delivery of up to 20 fractions for definitive treatment in an individual with limited metastatic disease 
 Delivery of up to 28 fractions for localized prostate cancer 
 Delivery of up to 45 fractions for localized prostate cancer when any of the following criteria are met:  

o Individual with high risk prostate cancer is undergoing radiation treatment to pelvic lymph nodes; or 
o Radiation therapy is delivered post-prostatectomy; or 
o External beam radiation therapy is being delivered in combination with brachytherapy; or 
o Individual has a history of inflammatory bowel disease such as ulcerative colitis or Crohn’s disease; or 
o Individual has received previous pelvic radiation therapy 

 
When providing external beam radiation therapy for localized prostate cancer, delivery greater than 45 fractions is not 
medically necessary. 
 
Image-Guided Radiation Therapy (IGRT) 
Image guidance for radiation therapy is medically necessary under any of the following circumstances: 
 When used with intensity modulated radiation therapy (IMRT); or 
 When used with proton beam radiation therapy (PBRT); or 
 For left sided breast cancer with the use of 

o Deep inspiration breath hold (DIBH) technique; or 
o Prone technique  

 When the target has received prior radiation therapy or abuts previously irradiated area; or  
 When implanted fiducial markers are being used for target localization; or 
 During definitive treatment with radiation therapy using 3D-CRT for the following: 

o Central nervous system tumors 
o Primary head and neck cancer 
o Esophageal cancer 
o Mediastinal tumors 
o Prostate cancer 

 Patients who are severely obese (BMI ≥ 35) and are being treated for abdominal and pelvic tumors 
 Tumors with significant respiratory motion and motion assessment and management techniques are being utilized 

(e.g., 4D CT scan) 
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New 
Policy Title Effective Date Coverage Rationale 

When the above criteria are not met, IGRT is not medically necessary including but not limited to any of the following 
circumstances: 
 Brachytherapy 
 Stereotactic body radiation therapy (SBRT)* 
 Stereotactic radiosurgery (SRS)* 
 Superficial treatment of skin cancer including superficial radiation therapy or electronic brachytherapy 
 To align bony landmarks without implanted fiducials 

 
Special Services 
Special services include the need for special dosimetry, special medical physics consultation, and special treatment 
procedure. Refer to the Coding Clarification section of the policy. 

Radiation Therapy: 
Fractionation, Image-
Guidance, and Special 
Services (for 
Mississippi Only) 

Oct. 1, 2021 Radiation Therapy Fractionation 
Bone Metastases 
When providing external beam radiation therapy for the treatment of a bone metastasis the following are medically 
necessary: 
 Single fraction of radiation therapy 
 Delivery of up to 10 fractions when any of the following criteria are met: 

o Treatment of a weight bearing bone such as femur; or 
o Treating a bone that has previously undergone surgical stabilization; or 
o Treatment of spinal cord compression 

 Delivery of greater than 10 fractions is medically necessary for the following: 
o Treatment of a site that has previously received radiation therapy 

 
Breast Cancer 
When providing external beam radiation therapy for breast cancer the following are medically necessary: 
 Delivery of up to 21 fractions (inclusive of a boost to the tumor bed)  
 Delivery of up to 33 fractions (inclusive of a boost to the tumor bed) is medically necessary when any of the following 

criteria are met: 
o Treatment of supraclavicular and/or internal mammary lymph nodes; or 
o Post-mastectomy radiation therapy; or 
o Individual has received previous thoracic radiation therapy 
o Individual has a connective tissue disorder such as lupus or scleroderma 
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New 
Policy Title Effective Date Coverage Rationale 

When providing external beam radiation therapy for breast cancer, delivery of greater than 33 fractions (inclusive of a 
boost to the tumor bed) is not medically necessary. 
 
Locally Advanced Non-Small Cell Lung Cancer 
When providing external beam radiation therapy, with or without chemotherapy, for locally advanced non-small cell 
lung cancer, the following is medical necessary: 
 Delivery of up to 30 fractions 

 
When providing external beam radiation therapy, with or without chemotherapy, for locally advanced non-small cell 
lung cancer, delivery of greater than 30 fractions is not medically necessary.  
 
Prostate Cancer 
When providing external beam radiation therapy for prostate cancer the following are medically necessary: 
 Delivery of up to 20 fractions for definitive treatment in an individual with limited metastatic disease 
 Delivery of up to 28 fractions for localized prostate cancer 
 Delivery of up to 45 fractions for localized prostate cancer when any of the following criteria are met:  

o Individual with high risk prostate cancer is undergoing radiation treatment to pelvic lymph nodes; or 
o Radiation therapy is delivered post-prostatectomy; or 
o External beam radiation therapy is being delivered in combination with brachytherapy; or 
o Individual has a history of inflammatory bowel disease such as ulcerative colitis or Crohn’s disease; or 
o Individual has received previous pelvic radiation therapy 

 
When providing external beam radiation therapy for localized prostate cancer, delivery greater than 45 fractions is not 
medically necessary. 
 
Image-Guided Radiation Therapy (IGRT) 
Image guidance for radiation therapy is medically necessary under any of the following circumstances: 
 When used with intensity modulated radiation therapy (IMRT); or 
 When used with proton beam radiation therapy (PBRT); or 
 For left sided breast cancer with the use of 

o Deep inspiration breath hold (DIBH) technique; or 
o Prone technique  
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 When the target has received prior radiation therapy or abuts previously irradiated area; or  
 When implanted fiducial markers are being used for target localization; or 
 During definitive treatment with radiation therapy using 3D-CRT for the following: 

o Central nervous system tumors 
o Primary head and neck cancer 
o Esophageal cancer 
o Mediastinal tumors 
o Prostate cancer 

 Patients who are severely obese (BMI ≥ 35) and are being treated for abdominal and pelvic tumors 
 Tumors with significant respiratory motion and motion assessment and management techniques are being utilized 

(e.g., 4D CT scan) 
 
When the above criteria are not met, IGRT is not medically necessary including but not limited to any of the following 
circumstances: 
 Brachytherapy 
 Stereotactic body radiation therapy (SBRT)* 
 Stereotactic radiosurgery (SRS)* 
 Superficial treatment of skin cancer including superficial radiation therapy or electronic brachytherapy 
 To align bony landmarks without implanted fiducials 

 
Special Services 
Special services include the need for special dosimetry, special medical physics consultation, and special treatment 
procedure. Refer to the Coding Clarification section of the policy. 

Sacroiliac Joint 
Interventions 

Oct. 1, 2021 Note: This policy addresses intraarticular sacroiliac joint injections and fusion. This policy does not address radiofrequency 
ablation of the sacroiliac joint. For coverage criteria regarding radiofrequency ablation of the sacroiliac joint, refer to the 
policy titled Ablative Treatment for Spinal Pain. 
 
Sacroiliac joint (SI) injections are proven and medically necessary in certain circumstances. For medical necessity 
clinical coverage criteria, refer to the InterQual® Client Defined 2021, CP: Procedures, Sacroiliac (SI) Joint Injection 
(Custom) - UHG. 
 
Click here to view the InterQual® criteria. 
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Open sacroiliac joint fusion is proven and medically necessary for treating the following indications: 
 Traumatic injuries (e.g., pelvic ring fracture, acetabular fracture, spinopelvic dissociation). 
 Sacral tumors when used as an adjunct to sacrectomy or partial sacrectomy 
 Sacroiliac joint infection when used as an adjunct to the medical treatment 
 As part of multisegment spinal constructs extending to the ilium 
 Painful degenerative joint disease when the same criteria for minimally invasive sacroiliac joint fusion are met 

 
Minimally invasive joint fusion using a titanium triangular implant is proven and medically necessary when all the 
following criteria are met: 
 Documented history of non-radiating, unilateral pain that is consistent with SI joint pain (typically unilateral pain caudal 

to L5 vertebrae, localized over posterior SI joint) 
 The pain is unresponsive to conservative treatment, including but not limited to pharmacotherapy, exercise or physical 

therapy, and at least one therapeutic intra-articular SIJ injection (i.e., corticosteroid injection) if not contraindicated 
 Localized tenderness with palpation of the posterior SIJ in the absence of tenderness of similar severity elsewhere 

(e.g., greater trochanter, lumbar spine, coccyx) and other obvious sources for their pain do not exist 
 Absence of generalized pain behavior (e.g., somatoform disorder) or generalized pain disorders (e.g., fibromyalgia) 
 Diagnostic imaging studies exclude the presence of other causes for SIJ dysfunction/pain, including but not limited to: 

o Acute fracture 
o Concomitant hip osteoarthritis 
o Destructive SIJ lesions (infection, tumors) 
o Inflammatory arthropathy 
o Lumbar spine degenerative conditions or neural compression 

 Physical examination includes reproduction of typical sacroiliac joint pain with at least three of five established 
provocative tests/maneuvers: 
o Compression test 
o Distraction test 
o FABER test (also referred to as Patrick’s test) 
o Gaenslen’s test 
o Thigh thrust test (also referred to as posterior pelvic pain provocation) 

 Confirmation of the SIJ as a pain generator with at least ≥ 75% acute decrease in pain upon fluoroscopically guided 
diagnostic intra-articular SIJ block using local anesthetic 
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Open sacroiliac joint fusion is unproven and not medically necessary for all other indications not listed above due to 
insufficient evidence of efficacy. 
 
Minimally invasive sacroiliac joint fusion is unproven and not medically necessary for all other conditions not listed 
above due to insufficient evidence of efficacy.  

Stereotactic Body 
Radiation Therapy and 
Stereotactic 
Radiosurgery 

Oct. 1, 2021 This Medical Policy only applies to the states of California, Florida, Maryland, Ohio, Rhode Island, Washington and 
Wisconsin. 
 
Stereotactic radiation therapy including stereotactic radiosurgery (SRS) and stereotactic body radiation therapy 
(SBRT) is considered proven and medically necessary for the following indications: 
 Acoustic neuroma (vestibular schwannoma) 
 Brain metastasis when one of the following criteria is met: 

o Newly diagnosed brain metastasis and all the following criteria are met: 
 Individual has a good performance status (Karnofsky Performance Status [KPS] score ≥70% or Eastern 

Cooperative Oncology Group [ECOG] performance status of 0 – 2) 
 Absence of leptomeningeal metastases 
 Individual does not have a diagnosis of lymphoma, germ cell tumor, or small cell carcinoma 
 Has up to 10 lesions or cumulative tumor volume of < 15cc  

o Individual is undergoing repeat stereotactic radiation therapy when all the following criteria are met: 
 Individual has a good performance status (KPS score ≥70% or ECOG performance status of 0 – 2) 
 Absence of leptomeningeal metastases 
 Stable extra-cranial disease as documented on restaging studies dated within the past two months 
 Life expectancy is > 6 months 
 Total number of brain metastases treated in the past 12 months is ≤ 13 

o Retreatment after previous whole brain radiation therapy 
 Chordoma and Chondrosarcoma 
 Craniopharyngioma 
 Definitive treatment of the following:  

o Hepatocellular carcinoma without evidence of regional or distant metastasis 
o Non-small cell lung cancer when all the following criteria are met: 

 Stage I or stage IIA with negative mediastinal lymph nodes 
 Tumor size ≤ 5cm  
 Individual is medically inoperable or refuses to have surgery after thoracic surgery evaluation 
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o Pancreatic adenocarcinoma without evidence of distant metastasis 
o Prostate cancer without evidence of distant metastases 

 Extracranial Oligometastatic Disease when all the following criteria are met:  
o Primary tumor type is any of the following:   

 Colorectal cancer 
 Melanoma 
 Non-small cell lung cancer 
 Prostate cancer 
 Renal cancer 
 Sarcoma 

o Controlled primary tumor defined as at least 3 months since original tumor was treated definitively, with no 
progression at primary site  

o Performance status kps score ≥ 70% or ecog performance status of 0 – 2 
o Life expectancy is at least 6 months 
o Has up to 3 metastatic lesions, and if the individual has previously received local therapy (e.g., sbrt, surgery, or 

radiofrequency ablation) for metastatic disease, the treated lesion(s) from that therapy are included in the total 
count of 3 lesions. 

o Each lesion is ≤ 5 cm in size 
o No evidence of malignant pleural effusion, leptomeningeal or peritoneal carcinomatosis 

 Glomus jugulare tumors 
 Hemangiomas of the brain 
 Intracranial arteriovenous malformations (AVMs) 
 Meningioma 
 Pineal gland tumors 
 Pituitary adenoma 
 Recurrent gliomas 
 To treat a previously irradiated field 
 Trigeminal neuralgia refractory to medical therapy 
 Uveal melanoma 
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Stereotactic Body 
Radiation Therapy and 
Stereotactic 
Radiosurgery (for 
Mississippi Only) 

Oct. 1, 2021 Stereotactic radiation therapy including stereotactic radiosurgery (SRS) and stereotactic body radiation therapy 
(SBRT) is considered proven and medically necessary for the following indications: 
 Acoustic neuroma (vestibular schwannoma) 
 Brain metastasis when one of the following criteria is met: 

o Newly diagnosed brain metastasis and all the following criteria are met: 
 Individual has a good performance status (Karnofsky Performance Status [KPS] score ≥70% or Eastern 

Cooperative Oncology Group [ECOG] performance status of 0 – 2) 
 Absence of leptomeningeal metastases 
 Individual does not have a diagnosis of lymphoma, germ cell tumor, or small cell carcinoma 
 Has up to 10 lesions or cumulative tumor volume of < 15cc  

o Individual is undergoing repeat stereotactic radiation therapy when all the following criteria are met: 
 Individual has a good performance status (KPS score ≥70% or ECOG performance status of 0 – 2) 
 Absence of leptomeningeal metastases 
 Stable extra-cranial disease as documented on restaging studies dated within the past two months 
 Life expectancy is > 6 months 
 Total number of brain metastases treated in the past 12 months is ≤ 13 

o Retreatment after previous whole brain radiation therapy 
 Chordoma and Chondrosarcoma 
 Craniopharyngioma 
 Definitive treatment of the following:  

o Hepatocellular carcinoma without evidence of regional or distant metastasis 
o Non-small cell lung cancer when all the following criteria are met: 

 Stage I or stage IIA with negative mediastinal lymph nodes 
 Tumor size ≤ 5cm  
 Individual is medically inoperable or refuses to have surgery after thoracic surgery evaluation 

o Pancreatic adenocarcinoma without evidence of distant metastasis 
o Prostate cancer without evidence of distant metastases 

 Extracranial Oligometastatic Disease when all the following criteria are met:  
o Primary tumor type is any of the following:   

 Colorectal cancer 
 Melanoma 
 Non-small cell lung cancer 
 Prostate cancer 
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 Renal cancer 
 Sarcoma 

o Controlled primary tumor defined as at least 3 months since original tumor was treated definitively, with no 
progression at primary site  

o Performance status kps score ≥ 70% or ecog performance status of 0 – 2 
o Life expectancy is at least 6 months 
o Has up to 3 metastatic lesions, and if the individual has previously received local therapy (e.g., sbrt, surgery, or 

radiofrequency ablation) for metastatic disease, the treated lesion(s) from that therapy are included in the total 
count of 3 lesions. 

o Each lesion is ≤ 5 cm in size 
o No evidence of malignant pleural effusion, leptomeningeal or peritoneal carcinomatosis 

 Glomus jugulare tumors 
 Hemangiomas of the brain 
 Intracranial arteriovenous malformations (AVMs) 
 Meningioma 
 Pineal gland tumors 
 Pituitary adenoma 
 Recurrent gliomas 
 To treat a previously irradiated field 
 Trigeminal neuralgia refractory to medical therapy 
 Uveal melanoma 

Surgery of the Foot Sep. 1, 2021 This Medical Policy only applies to the states of Arizona, Florida, Maryland, Michigan, Missouri, New York, Ohio, Rhode 
Island, Texas, and Washington.  
 
Surgery of the foot is proven and medically necessary in certain circumstances. For medical necessity clinical coverage 
criteria, refer to the InterQual® 2021, Apr. 2021 Release, CP: Procedures: 
 Arthrodesis or Arthroplasty, Interphalangeal Joint, Second-Fifth Toes 
 Exostectomy, First Metatarsophalangeal (MTP) Joint (Bunionectomy) 
 Osteotomy, Distal Transpositional, First Metatarsal (MT) (Bunionectomy) 
 Osteotomy, Proximal, First Metatarsal (MT) (Bunionectomy) 
 Plantar Fascial Release 

 
Click here to view the InterQual® criteria. 
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Home Hemodialysis 
(for Nebraska Only) 

Jul. 1, 2021 Coverage Rationale 
 Updated example of staff-assisted home hemodialysis protocols matching those provided in a hemodialysis center; 

replaced “at least 3 times per week, 3-4 hour treatments” with “3 times per week, 3-4 hour treatments” 
Supporting Information 
 Updated Description of Services, Clinical Evidence, and References sections to reflect the most current information 

Negative Pressure 
Wound Therapy (for 
Nebraska Only) 

Jul. 1, 2021 Definitions 
 Updated definition of “National Pressure Ulcer Advisory Panel (NPUAP) Staging System (NPUAP, 2019)” 

Supporting Information 
 Updated Clinical Evidence, CMS, and References sections to reflect the most current information 

Proton Beam 
Radiation Therapy (for 
Nebraska Only) 

Sep. 1, 2021 Coverage Rationale 
 Replaced “PBT and IMRT are proven and considered clinically equivalent for treating prostate cancer; medical 

necessity will be determined based on the terms of the member’s benefit plan” with “PBT and IMRT are proven and 
considered clinically equivalent for treating prostate cancer; medical necessity will be determined based on the benefit 
plan” 

Applicable Codes 
 Added ICD-10 diagnosis codes C11.1, C11.2, C11.3, C11.8, and C11.9 

Supporting Information 
 Updated Clinical Evidence and References sections to reflect the most current information 

Surgical Treatment for 
Spine Pain (for 
Nebraska Only) 

Sep. 1, 2021 Applicable Codes 
 Added CPT codes 20930, 20931, and 20939 

 
 

Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Cochlear Implants (for 
Mississippi Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version 

for Mississippi 
Coverage Rationale 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code Title 23: 
Medicaid Part 218, Hearing Services 

For medical necessity clinical coverage criteria, refer to the Mississippi 
Administrative Code Title 23: Medicaid Part 218, Hearing Services. 

https://medicaid.ms.gov/wp-content/uploads/2014/01/Admin-Code-Part-218.pdf
https://medicaid.ms.gov/wp-content/uploads/2014/01/Admin-Code-Part-218.pdf
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for medical necessity clinical 
coverage criteria 

Supporting Information 
 Removed Definitions, Description of 

Services, Clinical Evidence, FDA, and 
References sections 

Continuous Glucose 
Monitoring and Insulin 
Delivery for Managing 
Diabetes 

Jul. 1, 2021 Application 
New York 
 Updated language to indicate this 

policy does not apply to the state of 
New York 

North Carolina 
 Added language to indicate this 

policy does not apply to the state of 
North Carolina; refer to the state-
specific policy version 

Coverage Rationale 
 Replaced references to “InterQual® 

2020” with “InterQual® 2021” 
 

This Medical Policy only applies to the states of Arizona, California, Florida, 
Hawaii, Kansas, Maryland, Massachusetts, Michigan, Ohio, Rhode Island, 
Texas, Virginia, Washington, and Wisconsin.    
 
Insulin Delivery 
External insulin pumps that deliver insulin by continuous subcutaneous 
infusion are proven and medically necessary for managing individuals with 
type 1 or insulin-requiring type 2 diabetes. 
 
Note: Programmable disposable external insulin pumps (e.g., OmniPod) are 
considered clinically equivalent to standard insulin pumps. 
 
For medical necessity clinical coverage criteria, refer to the InterQual® Client 
Defined 2021, CP: Durable Medical Equipment, Insulin Pump, Ambulatory 
(Custom) - UHG. 
 
Click here to view the InterQual® criteria. 
 
Due to insufficient evidence of efficacy, the following devices are unproven 
and not medically necessary for managing individuals with diabetes: 
 Implantable insulin pumps 
 Insulin infuser ports 
 Nonprogrammable transdermal insulin delivery systems (e.g., V-Go) 
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Continuous Glucose Monitoring (CGM) 
CGM is proven and medically necessary for managing individuals with 
diabetes in the following circumstances: 
 Short-term use (3-14 days) by a healthcare provider for diagnostic 

purposes 
 Long-term use for personal use at home for managing individuals with 

diabetes during pregnancy when certain criteria are met. For medical 
necessity clinical coverage criteria, refer to the InterQual® Client Defined 
2021, CP: Durable Medical Equipment, Continuous Glucose Monitors 
(Custom) – UHG. 

 Long-term use for personal use at home for managing individuals with type 
1 or type 2 diabetes when certain criteria are met. For medical necessity 
clinical coverage criteria, refer to the InterQual® Client Defined 2021, CP: 
Durable Medical Equipment, Continuous Glucose Monitors (Custom) - 
UHG. 

 
Click here to view the InterQual® criteria. 
 
Due to insufficient evidence of efficacy, the following services and/or 
devices are unproven and not medically necessary for managing individuals 
with diabetes: 
 CGM using an implantable glucose sensor (e.g., Eversense) 
 CGM using a noninvasive device 

Continuous Glucose 
Monitoring and Insulin 
Delivery for Managing 
Diabetes (for 
Mississippi Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version 

for Mississippi 
Coverage Rationale 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code Title 23: 
Medicaid Part 209, Durable Medical 
Equipment and Medical Supplies for 

Insulin Delivery and Continuous Glucose Monitoring (CGM) 
For medical necessity clinical coverage criteria, refer to the Mississippi 
Administrative Code Title 23: Medicaid Part 209, Durable Medical Equipment 
and Medical Supplies.  
 

https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
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medical necessity clinical coverage 
criteria 

Supporting Information 
 Removed Description of Services, 

Benefit Considerations, Clinical 
Evidence, FDA, and CMS sections 

 Updated References section to 
reflect the most current information  

Continuous Glucose 
Monitoring and Insulin 
Delivery for Managing 
Diabetes (for 
Pennsylvania Only) 

Aug. 1, 2021 Coverage Rationale 
Continuous Glucose Monitoring 
(CGM) 
 Revised language to indicate CGM is 

proven and medically necessary for 
managing individuals with diabetes in 
the following circumstances: 
o Short-term use (3-14 days) by a 

healthcare provider for 
diagnostic purposes 

o Long-term use for personal use 
at home for managing individuals 
with diabetes during pregnancy 
when certain criteria are met; for 
medical necessity clinical 
coverage criteria, refer to the 
InterQual® Client Defined 2021, 
CP: Durable Medical Equipment, 
Continuous Glucose Monitors 
(Custom) - UHG 

o Long-term use for personal use 
at home for managing individuals 
with type 1 or type 2 diabetes 
when certain criteria are met; for 
medical necessity clinical 

Insulin Delivery 
External insulin pumps that deliver insulin by continuous subcutaneous 
infusion are proven and medically necessary for managing individuals with 
type 1 or insulin-requiring type 2 diabetes. For medical necessity clinical 
coverage criteria, refer to the InterQual® Client Defined 2021, CP: Durable 
Medical Equipment, Insulin Pump, Ambulatory (Custom) – UHG. 

 
Click here to view the InterQual® criteria. 
 
Note: Programmable disposable external insulin pumps (e.g., Omnipod) are 
considered clinically equivalent to standard insulin pumps. 
 
Due to insufficient evidence of efficacy, the following devices are unproven 
and not medically necessary for managing individuals with diabetes: 
 Implantable insulin pumps 
 Insulin infuser ports 
 Nonprogrammable transdermal insulin delivery systems (e.g., V-Go) 

 
Continuous Glucose Monitoring (CGM) 
CGM is proven and medically necessary for managing individuals with 
diabetes in the following circumstances: 
 Short-term use (3-14 days) by a healthcare provider for diagnostic 

purposes. 
 Long-term use for personal use at home for managing individuals with 
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coverage criteria, refer to the 
InterQual® Client Defined 2021, 
CP: Durable Medical Equipment, 
Continuous Glucose Monitors 
(Custom) - UHG” 

Applicable Codes 
 Added HCPCS code A4211 

Supporting Information 
 Updated Description of Services, 

Clinical Evidence, FDA, and 
References sections to reflect the 
most current information  

 

diabetes during pregnancy when certain criteria are met. For medical 
necessity clinical coverage criteria, refer to the InterQual® Client Defined 
2021, CP: Durable Medical Equipment, Continuous Glucose Monitors 
(Custom) - UHG. 

 Long-term use for personal use at home for managing individuals with type 
1 or type 2 diabetes when certain criteria are met. For medical necessity 
clinical coverage criteria, refer to the InterQual® Client Defined 2021, CP: 
Durable Medical Equipment, Continuous Glucose Monitors (Custom) – 
UHG. 
 

Click here to view the InterQual® criteria. 
 
Due to insufficient evidence of efficacy, the following services and/or 
devices are unproven and not medically necessary for managing individuals 
with diabetes: 
 CGM using an implantable glucose sensor (e.g., Eversense) 
 CGM using a noninvasive device 

Home Traction 
Therapy (for 
Mississippi Only)  

Aug. 1, 2021 Template Update 
 Created state-specific policy version 

for Mississippi  
Coverage Rationale 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code Title 23: 
Medicaid Part 209, Durable Medical 
Equipment and Medical Supplies for 
medical necessity clinical coverage 
criteria 

Supporting Information 
 Removed Description of Services, 

Clinical Evidence, FDA, and CMS 
sections 

For medical necessity clinical coverage criteria, refer to the Mississippi 
Administrative Code, Title 23: Medicaid, Part 209 Durable Medical Equipment 
and Medical Supplies. 
 

https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
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 Updated References section to 
reflect the most current information  

Implanted Electrical 
Stimulator for Spinal 
Cord (for Nebraska 
Only) 

Sep. 1, 2021 Coverage Rationale 
 Added list of proven and medically 

necessary indications to 
reflect/include:  
o Complex regional pain syndrome 

(CRPS) 
o Failed back surgery syndrome 

 Added language to indicate 
implanted electrical stimulators for 
spinal cord are unproven and not 
medically necessary for treating the 
following indications: 
o Diabetic neuropathy 
o Refractory angina pectoris 

Applicable Codes 
 Added CPT code 63650 (removed in 

error upon template conversion) 
 

Implanted electrical stimulators for spinal cord, including high-frequency 
dorsal column stimulators (also known as BurstDR spinal cord stimulators), 
are proven and medically necessary for treating the following indications: 
• Complex regional pain syndrome (CRPS) 
• Failed back surgery syndrome 
  
For medical necessity clinical coverage criteria, refer to the InterQual® 2021, 
Apr. 2021 Release, CP: Procedures, Spinal Cord Stimulator (SCS) Insertion. 
 
Click here to view the InterQual® criteria. 
 
Implanted electrical stimulators for spinal cord are unproven and not 
medically necessary for treating the following indications: 
• Diabetic neuropathy 
• Refractory angina pectoris 
 
Note: 
 Coverage of a replacement battery/generator for a previously implanted 

electrical stimulator is appropriate when the individual’s existing 
battery/generator is malfunctioning, cannot be repaired, and is no longer 
under warranty. 

 For dorsal root ganglion (DRG) stimulation, refer to the Medical Policy 
titled Electrical Stimulation for the Treatment of Pain and Muscle 
Rehabilitation (for Nebraska Only). 

Lower Extremity 
Invasive Diagnostic 
and Endovascular 
Procedures (for 
Nebraska Only) 

Sep. 1, 2021 Coverage Rationale 
Diagnosis 
 Replaced language indicating “lower 

extremity vascular angiography is 
proven and medically necessary for 
evaluating arterial disease, 
aneurysms, and trauma related 

Note: This policy does not apply to upper extremities. 
 
Diagnosis 
Lower extremity vascular angiography is proven and medically necessary 
for evaluating arterial disease, aneurysms, perivascular masses and trauma 
related injuries of the lower extremity under certain circumstances. 
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injuries of the lower extremity” with 
“lower extremity vascular 
angiography is proven and medically 
necessary for evaluating arterial 
disease, aneurysms, perivascular 
masses, and trauma related injuries 
of the lower extremity under certain 
circumstances” 

 Revised coverage criteria for 
angiography for known chronic 
lower extremity arterial disease 
(peripheral vascular disease, 
occlusion or stenosis of arteries of 
the leg, claudication and limb 
ischemia) to require all of the 
following: 
o Abnormal ankle-brachial index 

(ABI) or an abnormal computed 
tomography angiography (CTA), 
magnetic resonance 
angiography (MRA) or duplex 
ultrasound; and 

o One of the following: 
 Claudication: As evidenced 

with an ABI ≤ 0.90; or 
 Limb Ischemia: As 

evidenced with an ABI < 0.40 
 Removed language pertaining to 

angiography for trauma related 
injuries 

Supporting Information 
 Updated References section to 

reflect the most current information 

Angiography for known chronic lower extremity arterial disease (peripheral 
vascular disease, occlusion or stenosis of arteries of the leg, claudication and 
limb ischemia) requires all of the following: 
 Abnormal ankle-brachial index (ABI) or an abnormal computed 

tomography angiography (CTA), magnetic resonance angiography (MRA) 
or duplex ultrasound; and 

 One of the following: 
o Claudication– as evidenced with an ABI ≤ 0.90; or 
o Limb Ischemia– as evidenced with an ABI < 0.40 

 
For additional medical necessity clinical coverage criteria, refer to the 
InterQual® 2021, Apr. 2021 Release, CP: Imaging, Imaging, Peripheral Vascular 
for: 
 Angiogram, X-ray Extremity, Unilateral 
 Angiogram, X-ray Extremity, Bilateral 

 
Click here to view the InterQual® criteria. 
 
Treatment 
Endovascular revascularization procedures (e.g., stents, angioplasty and/or 
atherectomy) for treating lower extremity ischemia are proven and 
medically necessary in individuals who meet the following indication-
specific criteria: 
 Claudication due to atherosclerotic disease of the aortoiliac and/or 

femoropopliteal arteries when all of the following criteria are met: 
o Impaired ability to work and/or perform activities of daily living (ADL) 
o All of the following conservative therapies have been tried and failed: 

 At least twelve (12) weeks of a Supervised or Structured Exercise 
Program 

 Pharmacologic therapy 
 Smoking cessation, if applicable 

o Moderate to severe ischemic peripheral artery disease with Ankle-
Brachial Index (ABI) ≤ 0.69 
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 o Imaging results show anatomic location and severity of occlusion 
(stenosis ≥ 50%) (e.g., duplex ultrasound, CTA, MRA or invasive 
angiography) 

 Chronic Limb-Threatening Ischemia (CLTI) when all of the following criteria 
are met: 
o One or more of the following: 

 Pain at rest 
 Nonhealing wound or ulcer due to ischemia 
 Gangrene 

o Moderate to severe ischemic peripheral artery disease and any of the 
following: 
 Ankle-Brachial Index (ABI) ≤ 0.69; or 
 Ankle pressure < 50 mmHg; or 
 Toe-Brachial Index ≤ 0.70; or 
 Toe pressure < 30 mmHg; or 
 Transcutaneous Oxygen Pressure (TcPO2) < 25 mmHg 

o Imaging results show anatomic location and severity of occlusion 
(stenosis ≥ 50%) (e.g., duplex ultrasound, CTA, MRA or invasive 
angiography) 

 
Due to insufficient evidence of efficacy, endovascular revascularization 
procedures (e.g., stents, angioplasty and/or atherectomy) for treating lower 
extremity ischemia are unproven and not medically necessary in the 
following circumstances: 
 Claudication due to isolated infrapopliteal (e.g., anterior tibial, posterior 

tibial or peroneal) artery disease 
 To prevent the progression of Claudication to CLTI 
 Individual is asymptomatic 
 Treatment of a nonviable limb 
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Nerve Graft to Restore 
Erectile Function 
During Radical 
Prostatectomy (for 
Nebraska Only) 

Sep. 1, 2021 Coverage Rationale 
 Replaced language indicating “sural 

or other nerve grafts to restore 
erectile function during radical 
prostatectomy are unproven and not 
medically necessary” with 
“autologous (e.g., sural) or allogenic 
nerve grafts to restore erectile 
function during or after radical 
prostatectomy are unproven and not 
medically necessary” 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

Autologous (e.g., sural) or allogenic nerve grafts to restore erectile function 
during or after radical prostatectomy are unproven and not medically 
necessary due to insufficient evidence of efficacy. 
 

Obstructive Sleep 
Apnea Treatment (for 
Nebraska Only) 

Sep. 1, 2021 Template Update 
 Replaced content sub-heading titled 

“Professional Societies” with 
“Clinical Practice Guidelines” in 
Clinical Evidence section 

Coverage Rationale 
Nonsurgical Treatment 
 Removed instruction to refer to the 

Medical Policy titled Attended 
Polysomnography for Evaluation of 
Sleep Disorders for further 
information 

 Revised list of unproven and not 
medically necessary devices; added 
“prefabricated Oral 
Appliance/device” 

Surgical Treatment 

Nonsurgical Treatment 
Removable oral appliances are proven and medically necessary for treating 
Obstructive Sleep Apnea (OSA) as documented by a sleep study (e.g., 
polysomnography or Home Sleep Apnea Testing).  
 
For many individuals, oral appliance therapy (OAT) may be an effective 
alternative to failed continuous positive airway pressure (CPAP) therapy. 
Documentation of the following is required: 
 A patient presenting with symptoms of OSA be seen in a face-to-face 

evaluation with a qualified physician (MD or DO) trained in sleep medicine 
prior to beginning treatment for OAT (AASM and AADSM, December 2012, 
AAO-HNS, November 2019) 

 A treating physician (MD or DO) must diagnose OSA and recommend 
course of treatment (AAO-HNS, November 2019) 

 If the patient refuses CPAP therapy, documentation of the refusal from the 
patient’s treating physician (MD or DO) must be supplied 
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 Revised language pertaining to 
medical necessity clinical coverage 
criteria: 
o Added reference to the 

InterQual® Client Defined 2021, 
CP: Procedures: 
 Mandibular Osteotomy 

(Custom) - UHG 
 Maxillomandibular 

Osteotomy and 
Advancement (Custom) - 
UHG 

 Uvulopalatopharyngoplasty 
(UPPP) (Custom) - UHG 

o Removed reference to the 
InterQual® 2021, Apr. 2021 
Release, CP: Procedures: 
 Maxillomandibular 

Advancement 
 Osteotomy, Anterior 

Segment, Mandible 
 Osteotomy, LeFort I 
 Osteotomy, Sagittal Split, 

Mandible Ramus 
 Uvulopalatopharyngoplasty 

(UPPP) 
Definitions 
 Added definition of “Oral Appliance” 
 Updated definition of: 

o Apnea Hypopnea Index (AHI) 
o Home Sleep Apnea Testing 

(HSAT) 
o Physician or Practitioner 

For information on snoring and oral appliances, see the Coverage 
Determination Guideline titled Durable Medical Equipment, Orthotics, Ostomy 
Supplies, Medical Supplies and Repairs/Replacements (for Nebraska Only). 
 
For medical necessity clinical coverage criteria, refer to the InterQual® 2021, 
Apr. 2021 Release, Medicare: Durable Medical Equipment, Oral Appliances for 
Obstructive Sleep Apnea. 
 
Click here to view the InterQual® criteria. 
 
The following are unproven and not medically necessary due to insufficient 
evidence of efficacy: 
 Devices for treating Positional Obstructive Sleep Apnea (OSA) 
 Nasal dilator devices for treating OSA 
 Removable oral appliances for treating central sleep Apnea 
 Prefabricated Oral Appliance/Device 

 
Surgical Treatment 
The following surgical procedures are proven and medically necessary for 
treating Obstructive Sleep Apnea as documented by polysomnography.  
For medical necessity clinical coverage criteria, refer to the InterQual® Client 
Defined 2021, CP: Procedures: 
• Mandibular Osteotomy (Custom) - UHG 
• Maxillomandibular Osteotomy and Advancement (Custom) - UHG 
• Uvulopalatopharyngoplasty (UPPP) (Custom) – UHG 
 
Click here to view the InterQual® criteria. 
 
Implantable hypoglossal nerve stimulation is proven and medically 
necessary in an adult patient with moderate to severe OSA when all of the 
following criteria are met: 
 Body mass index of (BMI) less than or equal to 32kg/m2; and 
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o Respiratory Disturbance Index 
(RDI) 

o Respiratory Event Index (REI) 
Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

 

 Apnea Hypopnea Index (AHI) of 15 or greater and less than or equal to 65 
as determined with polysomnography; and 

 Absence of complete concentric collapse at the soft palate level; and 
 Failure or intolerance of Positive Airway Pressure (PAP) treatments (such 

as continuous positive airway pressure [CPAP] or bi-level positive airway 
pressure [BPAP] machines) 
o PAP failure is defined as an inability to eliminate OSA (AHI of greater 

than 20 despite PAP usage) and PAP intolerance is defined as: 
 Inability to use PAP (greater than 5 nights per week of usage; 

usage defined as greater than 4 hours of use per night); or 
 Unwillingness to use PAP (for example, a patient returns the PAP 

system after attempting to use it) 
 
The following surgical procedures are unproven and not medically 
necessary for treating Obstructive Sleep Apnea due to insufficient evidence 
of efficacy: 
 Laser-assisted uvulopalatoplasty (LAUP) 
 Lingual suspension – Also referred to as tongue stabilization, tongue stitch 

or tongue fixation 
 Palatal implants 
 Radiofrequency ablation of the soft palate and/or tongue base 
 Transoral robotic surgery (TORS) 

Occipital Nerve 
Injections and 
Ablation (Including 
Occipital Neuralgia 
and Headache) 

Sep. 1, 2021 Template Update 
 Title changed to Occipital Nerve 

Injections and Ablation (Including 
Occipital Neuralgia and Headache) 

Application 
 Added language to indicate this 

policy does not apply to the states of 
Mississippi and Pennsylvania; refer to 
the state-specific policy version 

Coverage Rationale 

The following are proven and medically necessary for treating pain due to 
malignancy involving the head and neck: 
 Injection of local anesthetics and/or steroids used as occipital nerve 

blocks  
 Occipital nerve ablation (destruction by neurolytic agent) 

 
The following are unproven and not medically necessary for diagnosing 
and/or treating occipital neuralgia or headaches, including migraine and 
Cervicogenic Headaches, due to insufficient evidence of efficacy: 
 Injection of local anesthetics and/or steroids, used as occipital nerve 

blocks 
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 Added language to indicate occipital 
nerve ablation (destruction by 
neurolytic agent) is proven and 
medically necessary for treating pain 
due to malignancy involving the head 
and neck 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect most 
current information 

 Neurostimulation or electrical stimulation 
 Occipital neurectomy 
 Partial posterior intradural C1-C3 rhizotomy 
 Radiofrequency ablation (thermal or pulsed) or denervation 
 Rhizotomy of C1-C3 spinal dorsal roots 
 Surgical decompression of second cervical nerve root and ganglion 
 Surgical decompression of the greater occipital nerve 

Pneumatic 
Compression Devices 
(for Nebraska Only) 

Sep. 1, 2021 Coverage Rationale 
 Updated notation pertaining to 

HCPCS code E0652 (pneumatic 
compressor, segmental home model 
with calibrated gradient pressure) to 
indicate the InterQual® criteria does 
not apply; use the available criteria 
from the DME MAC in LCD L33829 

Applicable Codes 
 Added HCPCS code E0652 

Pneumatic compression devices are proven and medically necessary in 
certain circumstances. For medical necessity clinical coverage criteria, refer to 
the InterQual® 2021, Apr. 2021 Release, CP: Durable Medical Equipment, 
Pneumatic Compression Devices. 
 
Click here to view the InterQual® criteria. 
 
Note:  The InterQual® criteria does not apply to HCPCS code E0652. For 
E0652, use available criteria from the DME MAC in LCD L33829. 

Spinal 
Ultrasonography (for 
Nebraska Only) 

Sep. 1, 2021 Related Policies 
 Removed reference link to the 

Medical Policy titled Collagen 
Crosslinks and Biochemical Markers 
of Bone Turnover 

Coverage Rationale 
 Revised list of conditions/indications 

for which spinal and paraspinal 
ultrasonography is proven and 
medically necessary to include: 
o Caudal regression syndrome, 

including sacral agenesis, anal 
atresia, or stenosis  

Spinal and paraspinal ultrasonography are proven and medically necessary 
in newborns and infants for evaluating and managing suspected spinal 
disorders including: 
 Caudal regression syndrome, including sacral agenesis, anal atresia, or 

stenosis  
 Detection of sequelae of injury, such as: 

o Hematoma following injury such as birth injury 
o Infection or hemorrhage secondary to prior instrumentation such as 

lumbar puncture 
o Post-traumatic leakage of cerebrospinal fluid 

 Evaluation of suspected defects such as cord tethering, diastematomylia, 
hydromyelia, or syringomyelia 

 Guidance for lumbar puncture 

https://www.cms.gov/medicare-coverage-database/search/advanced-search.aspx
https://med.noridianmedicare.com/documents/2230703/7218263/Pneumatic+Compression+Devices+LCD+and+PA
https://www.cms.gov/medicare-coverage-database/search/advanced-search.aspx
https://med.noridianmedicare.com/documents/2230703/7218263/Pneumatic+Compression+Devices+LCD+and+PA
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o Detection of sequelae of injury, 
such as: 
 Hematoma following injury 

such as birth injury 
 Infection or hemorrhage 

secondary to prior 
instrumentation such as 
lumbar puncture 

 Post-traumatic leakage of 
cerebrospinal fluid 

o Evaluation of suspected defects 
such as cord tethering, 
diastematomyelia, hydromyelia, 
or syringomyelia 

o Guidance for lumbar puncture 
o Lumbosacral stigmata known to 

be associated with spinal 
dysraphism 

o Post-operative assessment for 
cord retethering 

o Visualization of blood products 
within the spinal canal in 
newborns and infants with 
intracranial hemorrhage 

 Replaced language indicating “spinal 
and paraspinal ultrasonography 
(including extremities, pelvis, or soft 
tissues of the head and neck) are 
unproven and not medically 
necessary for the [listed] uses” with 
“spinal and paraspinal 
ultrasonography is unproven and not 

 Lumbosacral stigmata known to be associated with spinal dysraphism 
 Post-operative assessment for cord retethering 
 Visualization of blood products within the spinal canal in newborns and 

infants with intracranial hemorrhage 
 
Spinal and paraspinal ultrasonography is unproven and not medically 
necessary for the following uses due to insufficient evidence of efficacy: 
 To diagnose and manage spinal pain and radiculopathies 
 To guide rehabilitation of neuromusculoskeletal disorders and spinal pain 
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medically necessary for the [listed] 
uses” 

Applicable Codes 
 Removed CPT codes 76536, 76856, 

76857, 76881, and 76882 
 Added diagnosis codes G95.0, 

G95.11, G95.89, G96.0, G97.51, 
G97.61, G97.63, M41.00, M41.02, 
M41.03, M41.04, M41.05, M41.06, 
M41.07, M41.08, M41.112, M41.113, 
M41.114, M41.115, M41.116, 
M41.117, M41.119, M41.122, 
M41.123, M41.124, M41.125, 
M41.126, M41.127, M41.129, 
M41.20, M41.22, M41.23, M41.24, 
M41.25, M41.26, M41.27, M41.30, 
M41.34, M41.35, M41.40, M41.41, 
M41.42, M41.43, M41.44, M41.45, 
M41.46, M41.47, M41.50, M41.52, 
M41.53, M41.54, M41.55, M41.56, 
M41.57, M41.80, M41.82, M41.83, 
M41.84, M41.85, M41.86, M41.87, 
M41.9, M51.86, M51.87, P10.0, 
P10.1, P10.2, P10.3, P10.8, P10.9, 
P11.5, P52.0, P52.1, P52.21, P52.22, 
P52.3, P52.4, P52.5, P52.6, P52.8, 
P52.9, Q05.0, Q05.1, Q05.2, Q05.3, 
Q05.4, Q05.5, Q05.6, Q05.7, Q05.8, 
Q05.9, Q06.0, Q06.1, Q06.2, Q06.3, 
Q06.4, Q06.8, Q06.9, Q07.00, 
Q07.01, Q07.02, Q07.03, Q07.8, 
Q07.9, Q42.2, Q42.3, Q76.49, Q87.2, 
and Q89.8 
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Supporting Information 
 Updated Description of Services, 

Clinical Evidence, CMS, and 
References sections to reflect the 
most current information 

Standing Systems and 
Gait Trainers (for 
Mississippi Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version 

for Mississippi 
Coverage Rationale 
Gait Trainers 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code, Title 23: 
Medicaid, Part 209, Durable Medical 
Equipment and Medical Supplies for 
medical necessity clinical coverage 
criteria 

Definitions 
 Removed definition of “Gait Trainers” 

Supporting Information 
 Updated Description of Services, 

Clinical Evidence, and References 
sections to reflect the most current 
information 

 

Standing Systems 
Stationary, mobile and active standing systems are proven and medically 
necessary for treating individuals who are non-ambulatory when all of the 
following criteria are met: 
 There is a goal of prevention of one or more of the following medical 

complications: 
o Decubitus Ulcer: Where there is a need for off-loading of a decubitus 

ulcer which cannot be accomplished by other means; 
o Osteoporosis: Where improvement or stabilization of bone density 

cannot be achieved with other treatment or activities; 
o Contracture Development: High potential for progressive contracture 

formation including but not limited to post-operative release of 
contractures; 

o Compromised Bowel/Bladder Function: Where there has been 
demonstration there is incomplete emptying of bladder or constipation 
refractory to other medical treatment; 

o Pulmonary Complications: Where there has been demonstration of 
recurrent infections and poor clearance of pulmonary secretions 
despite the use of other medical treatment; and/or 

o Hip Dislocation: Where hip subluxation/dislocation is worsening, and 
alternate treatments have not been successful; 

and 
 The patient is unable to accomplish the above goals with his/her current 

medical device/equipment or alternate medical treatment; and 
 The individual has been evaluated in physical therapy with a trial using the 

standing device and has shown compliance, tolerance and demonstrated 
potential for clinical benefit, as determined by the evaluator; and 

 There is a written plan of care 
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Powered standing systems, standers attached to a wheelchair, or electric 
lift mechanisms are not medically necessary because they are a 
convenience feature. 
 
Gait Trainers 
For medical necessity clinical coverage criteria, refer to the Mississippi 
Administrative Code, Title 23: Medicaid, Part 209, Durable Medical Equipment 
and Medical Supplies. 

Surgery of the Elbow 
(for Nebraska Only) 

Sep. 1, 2021 Policy Title 
 Previously titled Elbow Replacement 

Surgery (Arthroplasty) to Surgery of 
the Elbow (for Nebraska Only) 

Template Update 
 Removed CMS section 

Coverage Rationale 
 Replaced language indicating “elbow 

replacement surgery is proven and 
medically necessary in certain 
circumstances” with “surgery of the 
elbow is proven and medically 
necessary in certain circumstances” 

 Revised language pertaining to 
medical necessity clinical coverage 
criteria: 
o Added InterQual® 2021, Apr. 

2021 Release, CP: Procedures: 
 Arthroscopy, Diagnostic, +/- 

Synovial Biopsy, Elbow 
 Arthroplasty, Removal or 

Revision, Elbow 
 Arthroscopy, Surgical, Elbow 

Surgery of the elbow is proven and medically necessary in certain 
circumstances. For medical necessity clinical coverage criteria, refer to the 
InterQual® 2021, Apr. 2021 Release, CP: Procedures:  
 Arthroscopy, Diagnostic, +/- Synovial Biopsy, Elbow 
 Arthroplasty, Removal or Revision, Elbow 
 Arthroscopy, Surgical, Elbow 
 Joint Replacement, Elbow 

 
 Click here to view the InterQual® criteria. 

https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
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 Joint Replacement, Elbow 
o Removed InterQual® 2020, Apr. 

2020 Release, CP: Procedures: 
Joint Replacement, Elbow  

Applicable Codes 
 Added CPT codes 24365, 24366, 

29830, 29834, 29837, and 29838 
Supporting Information 
 Updated FDA section to reflect the 

most current information 
Surgery of the Knee 
(for Nebraska Only) 

Sep. 1, 2021 Policy Title 
 Previously titled from Knee 

Replacement Surgery 
(Arthroplasty),Total And Partial to 
Surgery of the Knee (for Nebraska 
Only) 

Template Update 
 Removed CMS section 

Coverage Rationale 
 Replaced language indicating “knee 

replacement surgery (arthroplasty) is 
proven and medically necessary in 
certain circumstances” with “surgery 
of the knee is proven and medically 
necessary in certain circumstances” 

 Revised language pertaining to 
medical necessity clinical coverage 
criteria: 
o Added InterQual® 2021, Apr. 

2021 Release, CP: Procedures: 
 Arthroscopy, Diagnostic, +/- 

Synovial Biopsy, Knee 

Surgery of the knee is proven and medically necessary in certain 
circumstances. For medical necessity clinical coverage criteria, refer to the 
InterQual® 2021, Apr. 2021 Release, CP: Procedures: 
 Arthroscopy, Diagnostic, +/- Synovial Biopsy, Knee 
 Arthroscopy or Arthroscopically Assisted Surgery, Knee 
 Arthrotomy, Knee 
 Removal and Replacement, Total Joint Replacement (TJR), Knee 
 Total Joint Replacement (TJR), Knee 
 Unicondylar or Patellofemoral Knee Replacement 

 
Click here to view the InterQual® criteria. 
 
Documentation Requirements 
Provide medical notes documenting the following: 
• Specific diagnostic image(s) that shows the abnormality for which surgery 

is being requested, which may include MRI, CT scan, X-ray, and/or bone 
scan; consultation with requesting surgeon may be of benefit to select the 
optimal image(s) 
o Note: Diagnostic images must be labeled with the: 

 Date taken 
 Applicable case number obtained at time of notification, or the 

member's name and ID number on the image(s) 
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 Arthroscopy or 
Arthroscopically Assisted 
Surgery, Knee 

 Arthrotomy, Knee 
o Replaced: 

 “InterQual® 2020, Apr. 2020 
Release, CP: Procedures, 
Unicondylar or 
Patellofemoral Knee 
Replacement” with 
“InterQual® 2021, Apr. 2021 
Release, CP: Procedures, 
Unicondylar or 
Patellofemoral Knee 
Replacement” 

 “InterQual® 2020, Dec. 2020 
Release, CP: Procedures, 
Removal and Replacement, 
Total Joint Replacement 
(TJR), Knee” with “InterQual® 
2021, Apr. 2021 Release, 
CP: Procedures, Removal 
and Replacement, Total 
Joint Replacement (TJR), 
Knee” 

 “InterQual® 2020, Dec. 2020 
Release, CP: Procedures, 
Total Joint Replacement 
(TJR), Knee” with “InterQual® 
2021, Apr. 2021 Release, 
CP: Procedures, Total Joint 
Replacement (TJR), Knee” 

Applicable Codes 

o Submission of diagnostic image(s) is required via the external portal at 
www.uhcprovider.com/paan; faxes will not be accepted 

 Diagnostic image(s) report(s) 
• Condition requiring procedure 
• Severity of pain and details of functional disability(ies) interfering with 

activities of daily living (preparing meals, dressing, driving, walking) using a 
standard scale, such as the Western Ontario and McMaster Universities 
Arthritis Index (WOMAC) or the Knee injury and Osteoarthritis Outcome 
Score (KOOS) 

• Physician’s treatment plan including pre-op discussion 
• Pertinent physical examination of the relevant joint 
• Co-morbid medical condition(s) 
• Therapies tried and failed of the following, including dates: 

o Orthotics 
o Medications/injections 
o Physical therapy 
o Surgical 
o Other pain management procedures 

• Date of failed previous surgery to the same joint (proximal tibial or distal 
femoral osteotomy, if applicable) 

• For revision surgery, include documentation of the complication and the 
complete (staged) surgical plan 

• For CPT codes 27446 and 27447, if the location is being requested as an 
inpatient stay, provide medical notes to support at least one of the 
following: 
o Surgery is bilateral 
o Member has significant co-morbidities; include the list of comorbidities 

and current treatment 
o Member does not have appropriate resources to support post-

operative care after an outpatient procedure; include the barriers to 
care as an outpatient 
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 Added CPT codes 27437, 27438, 
27440, 27441, 27442, 27443, 29850, 
29851, 29855, 29856, 29870, 29871, 
29873, 29874, 29875, 29876, 29877, 
29880, 29881, 29882, 29883, 29884, 
29885, 29886, 29887, 29888, and 
29889 

Supporting Information 
 Updated FDA section to reflect the 

most current information 
Surgery of the 
Shoulder (for 
Nebraska Only) 

Sep. 1, 2021 Policy Title 
 Previously titled from Shoulder 

Replacement Surgery (Arthroplasty) 
to Surgery of the Shoulder (for 
Nebraska Only) 

Template Update 
 Removed CMS section 

Coverage Rationale 
 Replaced language indicating 

“shoulder replacement surgery is 
proven and medically necessary in 
certain circumstances” with “surgery 
of the shoulder is proven and 
medically necessary in certain 
circumstances” 

 Revised language pertaining to 
medical necessity clinical coverage 
criteria: 
o Added InterQual® 2021, Apr. 

2021 Release, CP: Procedures: 
 Arthroscopy or 

Arthroscopically Assisted 
Surgery, Shoulder 

Surgery of the shoulder is proven and medically necessary in certain 
circumstances. For medical necessity clinical coverage criteria, refer to the: 
 InterQual® 2021, Apr. 2021 Release, CP: Procedures: 

o Arthroscopy or Arthroscopically Assisted Surgery, Shoulder 
o Arthrotomy, Shoulder 
o Joint Replacement, Shoulder 

 InterQual® Client Defined 2021, CP: Procedures, Arthroplasty, Removal or 
Revision, Shoulder (Custom) - UHG 

 
Click here to view the InterQual® criteria. 
 
Documentation Requirements 
Provide medical notes documenting the following: 
 Pertinent physical examination of the relevant joint 
 Severity of pain as documented on a validated pain scale 
 Functional disability(ies) as documented on a validated functional disability 

scale or described as interfering with activities of daily living (preparing 
meals, dressing, driving, walking) 

 Specific diagnostic image(s) that documents the severity of joint disease 
using a validated scale (e.g., Walch classification of primary glenohumeral 
osteoarthritis) and shows the abnormality for which surgery is being 
requested, which may include MRI, CT scan, X-ray, and/or bone scan; 
consultation with requesting surgeon may be of benefit to select the 
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 Arthrotomy, Shoulder 
o Replaced: 

 “InterQual® 2020, Apr. 2020 
Release, CP: Procedures, 
Joint Replacement, 
Shoulder” with “InterQual® 
2021, Apr. 2021 Release, 
CP: Procedures, Joint 
Replacement, Shoulder” 

 “InterQual® 2020, Apr. 2020 
Release, CP: Procedures, 
Removal and Replacement, 
Total Joint Replacement 
(TJR), Shoulder” with 
“InterQual® Client Defined 
2021, CP: Procedures, 
Arthroplasty, Removal or 
Revision, Shoulder (Custom) 
- UHG” 

Applicable Codes 
 Added CPT codes 23412, 29805, 

29806, 29807, 29819, 29822, 29823, 
29824, 29825, 29826, 29827, and 
29828 

Supporting Information 
 Updated FDA section to reflect the 

most current information 

optimal image(s) 
o Note: Diagnostic images:  

 May include MRI, CT scan, X-ray, and/or bone scan, and 
 Must be labeled with the: 

 Date taken 
 Applicable case number obtained at time of notification, or 

the member's name and ID number on the image(s) 
o Submission of diagnostic imaging is required via the external portal at 

www.uhcprovider.com/paan; faxes will not be accepted 
 Advanced joint disease using a validated scale (e.g., Walch classification of 

primary glenohumeral osteoarthritis) 
 Diagnostic image(s) report(s) 
 Condition requiring procedure 
 Physician’s treatment plan including pre-op discussion 
 Co-morbid medical condition(s)  
 Therapies tried (including dates) and failed as documented by a lack of 

clinically significant improvement between at least two measurements 
concurrent to the therapy, on validated pain or functional disability scale(s) 
or quantifiable symptoms; these therapies could include: 
o Nonoperative Therapy (i.e., orthotics, medications/injections, physical 

therapy, other pain management procedures, etc.) 
o Surgery 

Surgery of the 
Shoulder (for New 
Jersey Only) 

Aug. 1, 2021 Title Change 
 Previously titled Shoulder 

Replacement Surgery (Arthroplasty) 
(for New Jersey Only) 

Coverage Rationale 

Surgery of the shoulder is proven and medically necessary in certain 
circumstances. For medical necessity clinical coverage criteria, refer to the:  
 InterQual® 2021, Apr. 2021 Release, CP: Procedures: 

o Arthroscopy or Arthroscopically Assisted Surgery, Shoulder 
o Arthrotomy, Shoulder 
o Joint Replacement, Shoulder 
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 Replaced language indicating 
“shoulder replacement surgery is 
proven and medically necessary in 
certain circumstances” with “surgery 
of the shoulder is proven and 
medically necessary in certain 
circumstances” 

 Revised language pertaining to 
medical necessity clinical coverage 
criteria: 
o Added InterQual® 2021, Apr. 

2021 Release, CP: Procedures: 
 Arthroscopy or 

Arthroscopically Assisted 
Surgery, Shoulder 

 Arthrotomy, Shoulder 
o Replaced “InterQual® 2021, Apr. 

2021 Release, CP: Procedures, 
Removal and Replacement, Total 
Joint Replacement (TJR), 
Shoulder” with “InterQual® Client 
Defined 2021, CP: Procedures, 
Arthroplasty, Removal or 
Revision, Shoulder (Custom) - 
UHG” 

Documentation Requirements (new 
to policy) 
 Added requirement for medical notes 

documenting: 
o Pertinent physical examination of 

the relevant joint 
o Severity of pain as documented 

on a validated pain scale 

 InterQual® Client Defined 2021, CP: Procedures, Arthroplasty, Removal or 
Revision, Shoulder (Custom) - UHG 

 
Click here to view the InterQual® criteria. 
 
Documentation Requirements 
Provide medical notes documenting the following: 
 Pertinent physical examination of the relevant joint 
 Severity of pain as documented on a validated pain scale 
 Functional disability(ies) as documented on a validated functional disability 

scale or described as interfering with activities of daily living (preparing 
meals, dressing, driving, walking) 

 Specific diagnostic image(s) that documents the severity of joint disease 
using a validated scale (e.g., Walch classification of primary glenohumeral 
osteoarthritis) and shows the abnormality for which surgery is being 
requested, which may include MRI, CT scan, X-ray, and/or bone scan; 
consultation with requesting surgeon may be of benefit to select the 
optimal image(s) 
o Note: Diagnostic images:  

 May include MRI, CT scan, X-ray, and/or bone scan, and 
 Must be labeled with the: 

 Date taken 
 Applicable case number obtained at time of notification, or 

the member's name and ID number on the image(s) 
o Submission of diagnostic imaging is required via the external portal at 

www.uhcprovider.com/paan; faxes will not be accepted 
 Advanced joint disease using a validated scale (e.g., Walch classification of 

primary glenohumeral osteoarthritis) 
 Diagnostic image(s) report(s) 
 Condition requiring procedure 
 Physician’s treatment plan including pre-op discussion 
 Co-morbid medical condition(s)  
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o Functional disability(ies) as 
documented on a validated 
functional disability scale or 
described as interfering with 
activities of daily living (preparing 
meals, dressing, driving, walking) 

o Specific diagnostic image(s) that 
documents the severity of joint 
disease using a validated scale 
(e.g., Walch classification of 
primary glenohumeral 
osteoarthritis) and shows the 
abnormality for which surgery is 
being requested, which may 
include MRI, CT scan, X-ray, 
and/or bone scan; consultation 
with requesting surgeon may be 
of benefit to select the optimal 
image(s) 
 Note: Diagnostic images: 

 May include MRI, CT 
scan, X-ray, and/or bone 
scan, and 

 Must be labeled with 
the: 
• Date taken 
• Applicable case 

number obtained at 
time of notification, 
or the member's 
name and ID 
number on the 
image(s) 

 Therapies tried (including dates) and failed as documented by a lack of 
clinically significant improvement between at least two measurements 
concurrent to the therapy, on validated pain or functional disability scale(s) 
or quantifiable symptoms; these therapies could include: 
o Nonoperative Therapy (i.e., orthotics, medications/injections, physical 

therapy, other pain management procedures, etc.) 
o Surgery 
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 Submission of diagnostic 
imaging is required via the 
external portal at 
www.uhcprovider.com/paan; 
faxes will not be accepted 

o Advanced joint disease using a 
validated scale (e.g., Walch 
classification of primary 
glenohumeral osteoarthritis) 

o Diagnostic image(s) report(s) 
o Condition requiring procedure 
o Physician’s treatment plan 

including pre-op discussion 
o Co-morbid medical condition(s) 
o Therapies tried (including dates) 

and failed as documented by a 
lack of clinically significant 
improvement between at least 
two measurements concurrent to 
the therapy, on validated pain or 
functional disability scale(s) or 
quantifiable symptoms; these 
therapies could include: 
 Nonoperative Therapy (i.e., 

orthotics, 
medications/injections, 
physical therapy, other pain 
management procedures, 
etc.) 

 Surgery 
Definitions 
 Added definition of “Nonoperative 

Therapy” 
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Applicable Codes 
 Added CPT codes 23412, 29805, 

29806, 29807, 29819, 29822, 29823, 
29824, 29825, 29826, 29827, and 
29828 

Supporting Information 
 Updated FDA section to reflect the 

most current information 
 Added References section 

Transcatheter Heart 
Valve Procedures 

Sep. 1, 2021 Coverage Rationale 
Aortic 
 Revised coverage criteria for 

transcatheter aortic heart valve 
replacement; replaced criterion 
requiring: 
o “Individual does not have a 

bicuspid aortic valve” with 
“individual does not have a 
congenitally bicuspid aortic 
valve” 

o “Procedure is performed in a 
center consistent with the 
Centers for Medicare and 
Medicaid Services (CMS)” with 
“procedure is performed in a 
center [with] Volume 
Requirements consistent with 
the Centers for Medicare and 
Medicaid Services (CMS)” 

Pulmonary 
 Added list of valves for transcatheter 

pulmonary heart valve replacement: 

Aortic 
Transcatheter aortic heart valve replacement is proven and medically 
necessary when performed according to U.S. Food and Drug Administration 
(FDA) labeled indications, contraindications, warnings and precautions, and 
all of the following criteria are met: 
 Diagnosis of severe calcific native aortic valve stenosis as indicated by one 

of the following: 
o Mean aortic valve gradient ≥ 40 mmHg; or 
o Peak aortic jet velocity ≥ 4.0 m/s; or 
o Aortic valve area of ≤ 0.8 cm2 

 Individual is symptomatic (New York Heart Association [NYHA] class II or 
greater) and symptoms are due to aortic valve stenosis 

 Individual does not have a congenitally bicuspid aortic valve 
 An interventional cardiologist and an experienced cardiothoracic surgeon 

have determined that the procedure is appropriate 
 Individual has engaged in a Shared Decision Making conversation with an 

interventional cardiologist and an experienced cardiothoracic surgeon 
 Procedure is performed in a center that meets all of the following criteria: 

o On-site heart valve surgery and interventional cardiology programs; 
and 

o Post-procedure intensive care unit with personnel experienced in 
managing individuals who have undergone open-heart valve 
procedures; and 
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Proven and Medically Necessary 
o Melody™ valve 
o Sapien valve 
Unproven and Not Medically 
Necessary 
o Harmony™ valve 

Definitions 
 Added definition of “CMS Volume 

Requirements for TAVR” 
Supporting Information 
 Updated Description of Services, 

Clinical Evidence, FDA, and 
References sections to reflect the 
most current information 

 

o Volume requirements consistent with the Centers for Medicare and 
Medicaid Services (CMS) 

 
Transcatheter valve-in-valve (ViV) replacement within a failed bioprosthetic 
aortic valve is proven and medically necessary for individuals at high or 
prohibitive surgical risk (PROM score of ≥8%) when performed according to 
FDA labeled indications, contraindications, warnings and precautions. 

 
Note: Requests for transcatheter aortic heart valve replacement for low-
flow/low-gradient aortic stenosis will be evaluated on a case-by-case basis. 
 
Mitral 
Transcatheter mitral valve repair is proven and medically necessary when 
used according to FDA labeled indications, contraindications, warnings and 
precautions in individuals with one of the following clinical indications for 
intervention: 
• Primary (degenerative) mitral regurgitation (MR) when all of the following 

criteria are met: 
o Moderate-to-severe or severe MR (grade ≥ 3); and 
o Symptomatic NYHA class III or IV; and 
o Prohibitive surgical risk as defined by one of the following: 

 PROM score of ≥ 8% for individuals deemed likely to undergo 
mitral valve replacement; or 

 PROM score of ≥ 6% for individuals deemed likely to undergo 
mitral valve repair; or 

 Predicted risk of death or major morbidity at 1 year of over 50%; 
and 

o Care directed by a multidisciplinary heart team which includes a heart 
failure specialist, interventional cardiologist and cardiothoracic 
surgeon experienced in the evaluation and treatment of heart failure 
and mitral valve disease 

• Secondary (functional) MR when all of the following criteria are met: 
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o Moderate-to-severe or severe MR (grade ≥ 3) with left ventricular 
ejection fraction (LVEF) ≥ 20 and ≤ 50; and 

o Symptomatic NYHA class II –IV (ambulatory); and 
o Optimal evidence-based management which includes pharmacologic 

therapy plus cardiac resynchronization therapy as indicated; and 
o High surgical risk (PROM score of ≥ 8%); and 
o Care directed by a multidisciplinary heart team which includes a heart 

failure specialist, interventional cardiologist and cardiothoracic 
surgeon experienced in the evaluation and treatment of heart failure 
and mitral valve disease 

 
Pulmonary 
Transcatheter pulmonary heart valve replacement, using the Melody™ or 
Sapien valves, is proven and medically necessary, when used according to 
FDA labeled indications, contraindications, warnings and precautions, in 
individuals with right ventricular outflow tract (RVOT) dysfunction with one 
of the following clinical indications for intervention: 
 Moderate or greater pulmonary regurgitation; and/or 
 Pulmonary stenosis with a mean RVOT gradient ≥ 35 mmHg 

 
The following transcatheter heart valve devices and/or procedures are 
unproven and not medically necessary due to insufficient evidence of 
efficacy: 
 Cerebral protection devices (e.g., Sentinel™) 
 Mitral valve repair, reconstruction or replacement, except where noted 

above 
 Tricuspid valve repair, reconstruction or replacement 
 Valve-in-Valve (ViV) replacement within a failed bioprosthesis for mitral, 

pulmonary, or tricuspid valves 
 Transcatheter pulmonary heart valve replacement using the Harmony™ 

valve 
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Amondys 45™ 
(Casimersen) (for 
Pennsylvania Only) 

Aug. 1, 2021 Amondys 45 (casimersen) may be covered for the treatment of Duchenne muscular dystrophy (DMD) in patients who 
meet all of the following criteria: 
 For initial therapy, all of the following: 

o Diagnosis of Duchenne muscular dystrophy by, or in consultation with, a neurologist with expertise in the 
diagnosis of DMD; and 

o Submission of medical records (e.g., chart notes, laboratory values) confirming the mutation of the DMD gene is 
amenable to exon 45 skipping; and 

o Submission of medical records documenting a baseline evaluation, including a standardized assessment of motor 
function by a neurologist with experience in treating Duchenne muscular dystrophy, prior to beginning Amondys 
45 therapy; and 

o Amondys 45 is prescribed by, or in consultation with, a neurologist with expertise in the treatment of DMD; and 
o Amondys 45 dosing for DMD is in accordance with the United States Food and Drug Administration approved 

labeling; and 
o Amondys 45 is not used concomitantly with other exon skipping therapies for DMD; and 
o Initial authorization will be for no more than 6 months. 

 
 For continuation of therapy, all of the following:  

o Amondys 45 is prescribed by, or in consultation with, a neurologist with expertise in the treatment of DMD; and 
o Documentation of continued clinical benefit based on prescriber’s assessment, including an evaluation with a 

standardized assessment of motor funtion ability by a neurologist with experience in treating Duchenne muscular 
dystrophy; and 

o Amondys 45 dosing for DMD is in accordance with the United States Food and Drug Administration approved 
labeling; and 

o Amondys 45 is not used concomitantly with other exon skipping therapies for DMD; and 
o Reauthorization will be for no more than 12 months. 

 
Amondys 45 will not be covered for other forms of muscular dystrophy. 

Intravitreal 
Corticosteroid 
Implants 

Aug. 1, 2021 This policy provides information about the use of certain specialty pharmacy medications administered by the intravitreal 
route for certain ophthalmologic conditions.  
 
This policy refers to the following intravitreal corticosteroid implant products: 
 Iluvien® (fluocinolone acetonide intravitreal implant) 
 Ozurdex® (dexamethasone intravitreal implant) 
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 Retisert® (fluocinolone acetonide intravitreal implant) 
 Yutiq® (dexamethasone intravitreal implant) 

 
Iluvien is proven and medically necessary when all of the following criteria are met: 
 Diagnosis of diabetic macular edema (DME); and 
 Both of the following: 

o Member has been previously treated with a course of corticosteroids; and 
o Member did not have a clinically significant rise in intraocular pressure 
and 

 Prescribed by or in consultation with an ophthalmologist; and 
 Dose does not exceed one implant per eye; and 
 Authorization is for no more than one month 

 
Ozurdex is proven and medically necessary when all of the following criteria are met: 
 Diagnosis of one of the following: 

o Macular edema following branch retinal vein occlusion (BRVO); or 
o Macular edema following central retinal vein occlusion (CRVO); or 
o Non-infectious uveitis affecting the posterior segment of the eye; or 
o Diabetic macular edema (DME) 
and 

 Prescribed by or in consultation with an ophthalmologist; and 
 Dose does not exceed one implant per eye; and 
 Authorization is for no more than one month 

 
Retisert is proven and medically necessary when all of the following criteria are met: 
 Diagnosis of chronic non-infectious uveitis affecting the posterior segment of the eye; and 
 Prescribed by or in consultation with an ophthalmologist; and 
 Dose does not exceed one implant per eye; and 
 Authorization is for no more than one month 

 
Yutiq is proven and medically necessary when all of the following criteria are met: 
 Diagnosis of chronic non-infectious uveitis affecting the posterior segment of the eye; and 
 Prescribed by or in consultation with an ophthalmologist; and 
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 Dose does not exceed one implant per eye; and 
 Authorization is for no more than one month 

 
Intravitreal Corticosteroid Implant products are unproven and not medically necessary for the treatment any other 
indication due to insufficient evidence of efficacy including, but not limited to the following: 
 Cystoid macular edema after cataract surgery  
 Radiation retinopathy 

 

Updated 
Policy Title Effective Date Summary of Changes 
Oncology Medication 
Clinical Coverage 

Aug. 1, 2021 The Preferred Product Criteria for Mvasi and Kanjinti does not apply to the states of Arizona, Washington, and Wisconsin. 
 
The Preferred Product Criteria for Ruxience and Truxima does not apply to the states of Arizona, Florida, Washington, and   
Wisconsin. 
 
Application 
 Added language to indicate this policy does not apply to the state of Pennsylvania 

 Related Policies 
 Added reference link to the Medical Policy titled Molecular Oncology Testing for Cancer Diagnosis, Prognosis, and 

Treatment Decisions 
 Removed reference link to the Medical Benefit Drug Policy titled Lemtrada (Alemtuzumab) 

Applicable Codes 
 Updated list of applicable HCPCS codes: 

o Added C9078, C9080, J9348, and J9353 to reflect quarterly edits 
o Revised description for J0640, J1950, J9155, J9201, J9202, J9218, and J9316 

Supporting Information 
 Updated Background and References sections to reflect the most current information 

Repository 
Corticotropin Injection 
(Acthar® Gel) (for 
Pennsylvania Only) 

Jul. 1, 2021 Supporting Information 
 Updated References section to reflect the most current information 

 

 

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/oncology-medication-clinical-coverage-policy-cs-08012021.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/oncology-medication-clinical-coverage-policy-cs-08012021.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/repository-corticotropin-injection-hp-acthar-gel-pa-cs-07012021.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/repository-corticotropin-injection-hp-acthar-gel-pa-cs-07012021.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/repository-corticotropin-injection-hp-acthar-gel-pa-cs-07012021.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/repository-corticotropin-injection-hp-acthar-gel-pa-cs-07012021.pdf
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Complement Inhibitors 
(Soliris® & Ultomiris®) 

Jul. 1, 2021 Notice of Revision: The following 
summary of changes has been 
modified. Revisions to the previous 
policy update announcement are 
outlined in red below. Please take note 
of the additional updates to be applied 
on Jul. 1, 2021. 
 
Template Update 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

 Removed CMS section 
Application 
Florida 
 Added language to indicate this 

policy does not apply to the state of 
Florida; refer to the state’s 
Medicaid clinical policy  

Indiana 
 Added language to indicate this 

policy does not apply to the state of 
Indiana; refer to the state-specific 
policy version 

Coverage Rationale 
 Revised coverage criteria for Soliris 

for the treatment of generalized 
myasthenia gravis; replaced 
criterion requiring: 
o “Patient has required two or 

more courses of 
plasmapheresis/plasma 

This policy refers to the following complement inhibitor drug products: 
 Soliris (eculizumab) 
 Ultomiris (ravulizumab-cwvz) 

 
Refer to the policy for complete details. 
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exchanges and/or intravenous 
immune globulin for at least 
the previous 12 months without 
symptom control” with “patient 
has required two or more 
courses of 
plasmapheresis/plasma 
exchanges and/or intravenous 
immune globulin for at least 12 
months without symptom 
control” 

o “Patient is currently on a stable 
therapeutic dose (at least 3 to 
6 months) of 
immunosuppressive therapy” 
with “patient is currently on a 
stable dose (at least 2 months) 
of immunosuppressive 
therapy” 

Applicable Codes 
Maximum Allowed Quantities by 
National Drug Code (NDC) Units 
 Revised list of applicable NDCs for 

Ultomiris; added: 
o  25682-0025-01 

 How supplied: 300 mg/3 
mL solution in vials 

 Maximum allowed: 36 mL  
o 25682-0028-01 

 How supplied: 1,100 
mg/11 mL solution in vials 

 Maximum allowed: 36 mL 
Supporting Information 
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 Updated References section to 
reflect the most current information 

Denosumab (Prolia® & 
Xgeva®) 

Oct. 1, 2021 Application 
 Added language to indicate this 

policy does not apply to the states 
of Indiana and Washington for the 
Prolia product; refer to the state-
specific policy/guideline if noted 

Template Update 
 Removed CMS section 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Related Policies 
 Added reference link to the 

Utilization Review Guideline titled 
Provider Administered Drugs – Site 
of Care 

Coverage Rationale 
 Revised coverage criteria for initial 

therapy for Prolia (denosumab): 
o Added criterion to require one 

of the following: 
 Both of the following: 

 History of intolerance 
to oral 
bisphosphonate 
therapy; and 

 History of failure, 
contraindication, or 
intolerance to 
intravenous 
bisphosphonate 

This Medical Benefit Drug Policy does not apply to the state of Indiana for the 
Prolia product. 
 
This policy refers to the following denosumab products: 
 Prolia 
 Xgeva 

 
Refer to the policy for complete details. 
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therapy (e.g., 
pamidronate, 
zoledronic acid); 

or 
 History of failure or 

contraindication to oral 
bisphosphonate therapy; 
or 

 History of failure, 
contraindication, or 
intolerance to IV 
bisphosphonate therapy 

o Removed criterion requiring 
history of failure, 
contraindication, or intolerance 
to oral or intravenous 
bisphosphonate therapy 

Infliximab (Avsola™, 
Inflectra®, Remicade®, 
& Renflexis®) 

Jul. 1, 2021 Notice of Revision: The following 
summary of changes has been 
modified. Revisions to the previous 
policy update announcement are 
outlined in red below. Please take note 
of the additional updates to be applied 
on Jul. 1, 2021. 
 
Template Update 
 Removed CMS section 

Application 
 Added language to indicate: 

o This policy does not apply to 
the state of Indiana; refer to 
the state-specific policy version 

The Preferred Product language and the Preferred Product Criteria do not apply 
to the states of Florida and Virginia. 
 
This policy refers to the following infliximab products: 
 Avsola™ (infliximab-axxq) 
 Inflectra® (infliximab-dyyb) 
 Remicade® (infliximab) 
 Renflexis® (infliximab-abda) 
 Any FDA-approved infliximab biosimilar product not listed here* 

 
*Any U.S. Food and Drug Administration approved and launched infliximab 
biosimilar product not listed by name in this policy will be considered non-
preferred until reviewed by UnitedHealthcare. 
 
Refer to the policy for complete details. 
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o The Preferred Product 
language and the Preferred 
Product Criteria do not apply to 
the state of Virginia 

Coverage Rationale  
 Added language to indicate: 

o This policy refers to any FDA-
approved infliximab biosimilar 
product not listed [in the 
policy] 

o Any FDA-approved and 
launched infliximab biosimilar 
product not listed by name in 
this policy will be considered 
non-preferred until reviewed by 
UnitedHealthcare 

o Coverage for other non-
preferred infliximab products 
will be provided contingent on 
the criteria in [the Preferred 
Product] section and the 
coverage criteria in the 
Diagnosis-Specific Criteria 
section 

o In order to continue coverage, 
members already on other non-
preferred infliximab products 
will be required to change 
therapy to Inflectra® (infliximab-
dyyb) or Avsola™ (infliximab-
axxq) unless they meet the 
criteria in [the Preferred 
Product] section 
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Preferred Product Criteria 
 Added language to indicate 

treatment with other non-preferred 
infliximab biosimilar products is 
medically necessary for the 
indications specified in this policy 
when both of the [listed] criteria are 
met 

 Revised coverage criteria for 
medically necessary indications; 
replaced criterion requiring: 
o “History of a trial of at least 14 

weeks of Inflectra and Avsola 
resulting in minimal clinical 
response to therapy and 
residual disease activity” with 
“documentation of a trial of at 
least 14 weeks of Inflectra or 
Avsola resulting in minimal 
clinical response to therapy 
and residual disease activity” 

o “History of intolerance, 
contraindication, or adverse 
event to Inflectra and Avsola” 
with “documentation of 
intolerance, contraindication, 
or adverse event to Inflectra or 
Avsola” 

Documentation Requirements 
 Added list of Required Clinical 

Information 
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Maximum Dosage and 
Frequency 

Aug. 1, 2021 Application 
 Added language to indicate this 

policy does not apply to the state of 
Indiana 

Template Update 
 Removed CMS section 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Coverage Rationale 
 Revised list of applicable drug 

products; added: 
o Aflibercept (Eylea®) 
o Brolucizumab-dbll (Beovu®) 
o Pegaptanib sodium 

(Macugen®) 
o Ranibizumab (Lucentis®) 

 Revised list of drug products with 
Maximum Allowed Frequencies; 
added: 
o Avastin 
o Beovu 
o Eylea 
o Lucentis 
o Macugen 
o Mvasi 
o Zirabev 

Supporting Information 
 Updated References section to 

reflect the most current information 

This policy provides information about the maximum dosage per administration 
and dosing frequency for certain medications administered by a medical 
professional. Most medications have a maximum dosage and frequency based 
upon body surface area or patient weight or a set maximal dosage and 
frequency independent of patient body size. 
 
Refer to the policy for complete details. 
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Medical Therapies for 
Enzyme Deficiencies 

Aug. 1, 2021 Application 
 Added language to indicate this 

policy does not apply to the state of 
Indiana 

Title Change 
 Previously titled Enzyme 

Replacement Therapy 
Template Update 
 Removed CMS section 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Coverage Rationale 
 Revised list of applicable medical 

therapies for enzyme deficiency 
products; added Nulibry™ 
(fosdenopterin) 

 Added language to indicate: 
o Nulibry (fosdenopterin) has 

been added to the Review at 
Launch program  

o Some members may not be 
eligible for coverage of this 
medication at this time; refer to 
the Medical Benefit Drug 
Policy titled Review at Launch 
for New to Market Medications 
for additional details 

o Nulibry (fosdenopterin) is 
proven for the treatment of 
molybdenum cofactor 
deficiency (MoCD) Type A 

This policy refers to the following medical therapies for enzyme deficiency 
products: 
 Aldurazyme® (laronidase) 
 Elaprase® (idursulfase) 
 Fabrazyme® (agalsidase beta) 
 Kanuma® (sebelipase alfa) 
 Lumizyme® (alglucosidase alfa) 
 Mepsevii™ (vestronidase alfa-vjbk) 
 Naglazyme® (galsulfase) 
 Nulibry™ (fosdenopterin) 
 Revcovi™ (elapegademase-lvlr) 
 Vimizim® (elosulfase alfa) 

 
Refer to the policy for complete details. 
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o Nulibry is medically necessary 
when all of the following 
additional criteria are met: 
 For initial therapy, all of 

the following: 
 Diagnosis of 

molybdenum cofactor 
deficiency (MoCD) 
Type A confirmed by 
one of the following: 
• Documentation of 

confimed MOCS1 
gene mutation; or  

• Documentation of 
onset of clinical 
and/or laboratory 
signs and 
symptoms 
consistent with 
MoCD Type A 
(e.g., seizures, 
exaggerated 
startle response, 
high-pitched cry, 
axial hypotonia, 
limb hypertonia, 
feeding 
difficulties, 
elevated urinary 
sulfite and/or S-
sulphocysteine 
(SSC), elevated 
xanthine in urine 
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or blood, or low or 
absent uric acid in 
the urine or blood) 
within the first 28 
days after birth 

and 
 Dosing is in 

accordance with the 
United States Food 
and Drug 
Administration 
approved labeling; 
and 

 Initial authorization will 
be for no more than 6 
months 

 For continuation of 
therapy, all of the 
following: 
 Patient has previously 

received treatment 
with fosdenopterin 
therapy; and 

 Confirmation of 
MOCS1 gene 
mutation; and 

 Patient has 
experienced a positive 
clinical response to 
fosdenopterin therapy 
(e.g., decrease in 
seizure activity, 
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improvement in 
feeding/alertness/ 

 responsiveness, 
improvement in gross 
motor function and/or 
growth, decreased 
urinary sulfite or SSC, 
deceased xanthine in 
urine or blood, 
increased uric acid in 
urine or blood); and 

 Dosing is in 
accordance with the 
United States Food 
and Drug 
Administration 
approved labeling; 
and 

 Reauthorization will be 
for no more than 12 
months 

Applicable Codes 
Nulibry 
 Added HCPCS codes C9399, 

J3490, and J3590 
 Added ICD-10 diagnosis codes 

E72.10 and E72.19 
Supporting Information 
 Updated Background, Clinical 

Evidence, FDA, and References 
sections to reflect the most current 
information 
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Off-Label/Unproven 
Specialty Drug 
Treatment 

Aug. 1, 2021 Application 
 Added language to indicate this 

policy does not apply to the state of 
Indiana 

 Template Update 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Coverage Rationale 
 Revised coverage criteria; replaced 

criterion requiring “clinical 
indications supported by MCG™ 
Care Guidelines, Ambulatory Care” 
with “clinical indications supported 
by InterQual®, Specialty Rx” 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

In order to meet the requirement that the use of the drug is medically necessary 
for the treatment of disease, the drugs must be safe and effective relative to 
other available treatments. Off-label drug prescribing may be determined 
medically necessary if scientific evidence and/or compendia support the 
regimen. A compendium is defined “as a comprehensive listing of FDA-
approved drugs and biologicals (or a comprehensive listing of a specific subset 
of drugs and biologicals in a specialty compendium, for example, a 
compendium of anti-cancer treatment). 
 
Refer to the policy for complete details. 

Oncology Medication 
Clinical Coverage (for 
Pennsylvania Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy 

version for Pennsylvania 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Related Policies 
 Added reference link to the 

Medical Policy titled Molecular 
Oncology Testing for Cancer 
Diagnosis, Prognosis, and 
Treatment Decisions 

Description 
This policy provides parameters for coverage of injectable oncology medications 
(including, but not limited to, octreotide acetate, leuprolide acetate, leucovorin, 
and levoleucovorin), including therapeutic radiopharmaceuticals, covered under 
the medical benefit based upon the National Comprehensive Cancer Network 
(NCCN) Drugs & Biologics Compendium® (NCCN Compendium®). The 
Compendium lists the appropriate drugs and biologics for specific cancers 
using US Food and Drug Administration (FDA)-approved disease indications and 
specific NCCN panel recommendations. Each recommendation is supported by 
a level of evidence category. Coverage of White Blood Cell Colony Stimulating 
Factors and Erythropoiesis-Stimulating Agents are addressed in separate 
policies. This policy does not provide coverage criteria for Chimeric Antigen 
Receptor (CAR)-T Cell products. Coverage determinations are based on the 
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 Removed reference link to the 
Medical Benefit Drug Policy titled 
Lemtrada (Alemtuzumab) 

Coverage Rationale 
 Revised list of oncology products: 

Preferred Products  
o Removed Eligard, Firmagon, 

Lupron Depot (J9217), Trelstar, 
Vantas, Zoladex 

Non-Preferred Products 
o Added Riabni (rituximab-arrx) 
o Removed Lupron Depot 

(J1950) 
Applicable Codes 
 Updated list of applicable HCPCS 

codes: 
o Added J9155 and J9316 
o Revised description for J0640, 

J1950, J9201, J9202, and 
J9218  

o Removed J3590 and J9999 
Supporting Information 
 Updated Background and 

References sections to reflect the 
most current information 

member’s benefits and the OptumHealth Transplant Solutions criteria for 
covered transplants in the Clinical Guideline titled Chimeric Antigen Receptor T-
cell Therapy. 
 
Coverage Rationale 
The Oncology Products table below lists the UnitedHealthcare preferred 
oncology products and respective non-preferred products. Coverage will be 
provided for the UnitedHealthcare preferred oncology product contingent on the 
coverage criteria in the Diagnosis-Specific Criteria section. 
 
Coverage for any respective non-preferred oncology product will be provided 
contingent on the criteria in the Preferred Product Criteria and the Diagnosis-
Specific Criteria sections. 
 
Preferred Product Criteria 
Treatment with the respective non-preferred product specified in the 
Oncology Products table below is medically necessary for oncology 
indications when both of the following are met: 
 History of intolerance or contraindication to the UnitedHealthcare preferred 

oncology product; and 
 Physician attests that, in their clinical opinion, the same intolerance, 

contraindication, or adverse event would not be expected to occur with the 
respective non-preferred product 

 
Oncology Products 
Below are UnitedHealthcare preferred oncology products with therapeutically 
equivalent and/or biosimilar* non-preferred products as determined by the 
UnitedHealthcare P&T Committee: 

Preferred Oncology Product Non-Preferred Oncology Product 
Mvasi (bevacizumab-awwb) Avastin (bevacizumab) 

Zirabev (bevacizumab-bvzr) 
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Kanjinti (trastuzumab-anns) Herceptin (trastuzumab) 
Herceptin Hylecta (trastuzumab and 

hyaluronidase-oysk) 
Herzuma (trastuzumab-pkrb) 

Ogivri (trastuzumab-dkst) 
Ontruzant (trastuzumab-dttb) 
Trazimera (trastuzumab-qyyp) 

Gemcitabine Infugem (gemcitabine in sodium chloride 
injection) 

Leucovorin Levoleucovorin 

Ruxience (rituximab-pvvr) 
Truxima (rituximab-abbs) 

Riabni (rituximab-arrx) 
Rituxan (rituximab) 

Rituxan Hycela (rituximab/hyaluronidase 
human, recombinant) 

*Biosimilar means that the biological product is FDA-approved based on data 
demonstrating that it is highly similar to an already FDA-approved biological 
product, known as a reference product, and that there are no clinically 
meaningful differences between the biosimilar product and the reference 
product. 
 
Diagnosis-Specific Criteria 
Injectable Oncology Medications 
UnitedHealthcare recognizes indications and uses of injectable oncology 
medications, including therapeutic radiopharmaceuticals, in the NCCN Drugs 
and Biologics Compendium with Categories of Evidence and Consensus of 1, 
2A, and 2B as proven and Categories of Evidence and Consensus of 3 as 
unproven and not medically necessary. (However, see Benefit Considerations 
section of the policy.) 
 
UnitedHealthcare will cover all chemotherapy agents for individuals under the 
age of 19 years for oncology indications. The majority of pediatric patients 
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receive treatments on national pediatric protocols that are quite similar in 
concept to the NCCN patient care guidelines. 
 
Refer to Preferred Product Criteria for the UnitedHealthcare preferred oncology 
products that have therapeutically equivalent and/or biosimilar products 
available. 

Ophthalmologic 
Policy: Vascular 
Endothelial Growth 
Factor (VEGF) 
Inhibitors 

Aug. 1, 2021 Application 
 Added language to indicate this 

policy does not apply to the state of 
Indiana 

 Template Update 
 Removed CMS section 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Coverage Rationale 
 Added language to indicate the 

following General Requirements 
pertain to medical necessity review 
(applicable to all medical necessity 
requests): 
o For initial therapy, both of the 

following: 
 Diagnosis; and 
 Intravitreal VEGF inhibitor 

administration is no more 
than 9 doses per year per 
eye, regardless of 
diagnosis 

o For continuation of therapy, 
both of the following: 

This policy provides information about the use of certain specialty pharmacy 
medications administered by the intravitreal route for ophthalmologic conditions. 
 
This policy refers to the following drug products, all of which are vascular 
endothelial growth factor (VEGF) inhibitors: 
 Avastin® (bevacizumab) 
 Beovu® (brolucizumab-dbll) 
 Eylea™ (aflibercept) 
 Lucentis® (ranibizumab) 
 Macugen® (pegaptanib) 
 Mvasi™ (bevacizumab-awwb) 
 Zirabev™ (bevacizumab-bvzr) 

 
Refer to the policy for complete details. 
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 Documentation of positive 
clinical response to anti-
VEGF therapy; and 

 Intravitreal VEGF inhibitor 
administration is no more 
than 9 doses per year per 
eye, regardless of 
diagnosis 

Applicable Codes 
 Added Maximum Allowed 

Frequencies for: 
o Avastin 
o Mvasi 
o Zirabev 
o Beovu 
o Eylea 
o Lucentis 
o Macugen 

Reblozyl® 
(Luspatercept-Aamt) 

Aug. 1, 2021 Application 
 Added language to indicate this 

policy does not apply to the state of 
Indiana 

 Template Update 
 Removed CMS section 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Coverage Rationale 
 Revised coverage criteria for 

continuation of therapy for the 
treatment of symptomatic anemia 
in patients with myelodysplastic 

Reblozyl is proven and/or medically necessary for the treatment of anemia in 
adult patients with beta thalassemia who meet all of the following criteria: 

 Initial Therapy: 
o Diagnosis of beta thalassemia including beta+ thalassemia, beta0 

thalassemia, and hemoglobin E/beta thalassemia; and 
o Patient is 18 years of age or older; and 
o Patient is transfusion dependent as evidenced by both of the following 

in the previous 24 weeks: 
 Has required regular transfusion of at least six units of packed red 

blood cells (PRBC); and 
 No transfusion free period greater than 35 days; 
and 

o Reblozyl is prescribed by, or in consultation with, a hematologist, or 
other specialist with expertise in the diagnosis and management of beta 
thalassemia; and 
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syndromes or myelodysplastic/ 
myeloproliferative neoplasms: 
o Added criterion to require the 

patient has experienced a 
reduction in transfusion 
requirements while receiving 
Reblozyl documented by one 
of the following: 
 A transfusion reduction of 

at least 4 units of pRBCs 
per 8 weeks for patients 
with a baseline transfusion 
burden of at least 4 units 
of pRBCs per 8 weeks; or 

 A mean increase of 
hemoglobin of at least 1.5 
g/dL for patients with a 
baseline transfusion 
burden less than 4 units of 
pRBCs per 8 weeks 

o Removed criterion requiring 
documentation that the patient 
no longer requires pRBC 
transfusions (transfusion 
independence) 

o Reblozyl dosing is in accordance with the United States Food and Drug 
Administration approved labeling; and 

o Initial authorization will be for no more than 6 months 
 Continuation of Therapy: 

o Diagnosis of beta thalassemia including beta+ thalassemia, beta0 
thalassemia, and hemoglobin E/beta thalassemia; and 

o Reblozyl is prescribed by, or in consultation with, a hematologist, or 
other specialist with expertise in the diagnosis and management of beta 
thalassemia; and 

o Patient has experienced a reduction in transfusion requirements from 
pretreatment baseline of at least 2 units PRBC while receiving Reblozyl; 
and 

o Reblozyl dosing is in accordance with the United States Food and Drug 
Administration approved labeling; and 

o Reauthorization will be for no more than 12 months 
 
Reblozyl is proven and/or medically necessary for the treatment of 
symptomatic anemia in patients with myelodysplastic sydromes or 
myleodysplastic/myeloproliferative neoplasms who meet all of the following 
criteria: 

 Initial Therapy: 
o One of the following: 

 Diagnosis of myelodysplastic syndrome 
 Diagnosis of myelodysplastic/myeloproliferative neoplasm; 
and 

o Patient has documented lower risk disease as defined as one of the 
following: 
 Revised International Prognostic Scoring System (IPSS-R) - Very 

Low, Low, Intermediate (Score 0 to ≤ 4.5) 
 IPSS - Low/Intermediate-1 (Score 0 to 1) 
 WHO-Based Prognostic Scoring System (WPSS) - Very Low, Low, 

Intermediate (Score 0 to 2); 
and 
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o Documentation of both of the following: 
 Hemoglobin <10 g/dL 
 Patient requires at least 2 units of packed red blood cells (pRBCs) 

in the prior 8 weeks; 
and  

o Prescriber has ruled out and/or addressed other causes of anemia (e.g., 
gastrointestinal bleeding, hemolysis, renal disease, nutritional 
deficiency, etc.); and 

o Documentation of one of the following: 
 Ring sideroblasts ≥ 15% 
 Ring sideroblasts ≥ 5% with an SF3B1 mutation; 
and 

o Documentation of one of the following: 
 Patient is ineligible for erythropoiesis-stimulating agent (ESA) 

therapy [e.g., Retacrit (epoetin alfa)] (e.g., serum erythropoietin 
>200 mU/mL); or 

 Both of the following: 
 Serum erythropoietin ≤200 mU/mL 
 Disease is not responsive or patient is intolerant to ESA [e.g., 

Retacrit (epoetin alfa)] therapy; 
and 

o Reblozyl is prescribed by, or in consultation with, a hematologist, 
oncologist, or other specialist with expertise in the diagnosis and 
management of myelodysplastic syndromes; and 

o Reblozyl dosing is in accordance with the United States Food and Drug 
Administration approved labeling; and 

o Initial authorization will be for no more than 3 months 
 Continuation of Therapy: 

o Patient has previously received Reblozyl for the treatment of 
symptomatic anemia associated with myelodysplastic syndromes or 
myleodysplastic/myeloproliferative neoplasms; and 

o Patient has experienced a reduction in transfusion requirements while 
receiving Reblozyl documented by one of the following: 
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o A transfusion reduction of at least 4 units of pRBCs per 8 weeks for 
patients with a baseline transfusion burden of at least 4 units of 
pRBCs per 8 weeks; or 

o A mean increase of hemoglobin of at least 1.5 g/dLfor patients with 
a baseline transfusion burden less than 4 units of pRBCs per 8 
weeks 

and 
o Reblozyl is prescribed by, or in consultation with, a hematologist, or 

other specialist with expertise in the diagnosis and management of 
myelodysplastic syndromes; and 

o Reblozyl dosing is in accordance with the United States Food and Drug 
Administration approved labeling; and 

o Reauthorization will be for no more than 12 months 
 
Reblozyl is not proven or medically necessary for the treatment of: 
• Non-transfusion dependent beta thalassemia 
• Beta thalassemia in pediatric patients 
• Sickle beta thalassemia (hemoglobin S [HbS]/beta thalassemia) 
• Alpha thalassemia 
• Myelodisplastic syndromes without ring sideroblasts 
 Myeloproliferative neoplasm (MPN)-associated myelofibrosis 

Sodium Hyaluronate  Jul. 1, 2021 Application 
 Added language to indicate this 

policy does not apply to the state of 
New York 

Coverage for Durolane, Euflexxa, and Gelsyn-3 is contingent on criteria in the 
Diagnosis-Specific Criteria section. 
 
Coverage for GenVisc 850, Hyalgan, Supartz, Visco-3, Hymovis, Orthovisc, 
Synvisc or Synvisc-One, Gel-One, Monovisc, Triluron, TriVisc, or Synojoynt is 
contingent on Medical Necessity Criteria and Diagnosis-Specific Criteria. 
 In order to continue coverage, members already on these products will be 

required to change therapy to Durolane, Euflexxa, or Gelsyn-3 unless they 
meet the criteria [listed in the policy]. 

 
Refer to the policy for complete details. 
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Spinraza® (Nusinersen) 
(for Pennsylvania 
Only) 

Aug. 1, 2021 Coverage Rationale 
 Removed specific dosage 

requirements for Spinraza; refer to 
the applicable US FDA approved 
labeling 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

Refer to the policy for complete details. 

Xolair® (Omalizumab) Aug. 1, 2021 Application 
 Added language to indicate this 

policy does not apply to the state of 
Indiana; refer to the state-specific 
policy version 

Template Update 
 Removed CMS section 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Coverage Rationale 
 Added language to indicate this 

policy refers to Xolair (omalizumab) 
subcutaneous injection for 
administration by a healthcare 
professional; Xolair (omalizumab) 
for self-administered subcutaneous 
injection is obtained under the 
pharmacy benefit 

 Replaced language indicating: 
o “Xolair for subcutaneous use is 

proven for [the listed 
indications]” with “Xolair for 

This policy refers to Xolair (omalizumab) subcutaneous injection for 
administration by a healthcare professional. Xolair (omalizumab) for self-
administered subcutaneous injection is obtained under the pharmacy benefit. 
 
Refer to the policy for complete details. 
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provider administration is 
proven for [the listed 
indications]” 

o “Xolair is medically necessary 
when all of the [listed] criteria 
are met” with “Xolair for 
provider administration is 
medically necessary when all 
of the [listed] criteria are met” 

o “Xolair is unproven for [the 
listed indications]” with “Xolair 
for provider administration is 
unproven for [the listed 
indications]” 

 Revised coverage criteria for:  
Moderate to Severe Persistent 
Asthma 
o Replaced criterion requiring 

“baseline (pre-omalizumab 
treatment) serum total IgE level 
greater than or equal to 30 
IU/mL and less than or equal 
to 1500 IU/mL” with “baseline 
(pre-omalizumab treatment) 
serum total IgE level greater 
than or equal to 30 IU/mL and 
less than or equal to 1300 
IU/mL” 

o Added documentation 
requirements 

Chronic Urticaria 
o Added documentation 

requirements 
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Nasal Polyps 
o Added documentation 

requirements 
o Added criterion requiring 

patient is not receiving Xolair in 
combination with anti-
interleukin 4 therapy [e.g., 
Dupixent (dupilumab)] 

Supporting Information 
 Updated References section to 

reflect the most current information 
Zolgensma® 
(Onasemnogene 
Abeparvovec-Xioi) (for 
Pennsylvania Only) 

Aug. 1, 2021 Template Update 
 Removed CMS section 
 Replaced reference to “MCG™ 

Care Guidelines” with “InterQual® 
criteria” in Instructions for Use 

Coverage Rationale 
 Revised coverage criteria: 

o Added criterion requiring 
patient is less than 2 years of 
age 

o Removed criterion requiring 
both of the following: 
 Patient is less than or 

equal to 6 months of age 
 Patient does not have 

advanced SMA at baseline 
(e.g., complete paralysis of 
limbs) 

 Removed specific dosage 
requirements for Zolgensma; refer 
to the applicable US FDA approved 
labeling 

Zolgensma is proven and medically necessary for one treatment per lifetime 
for the treatment of spinal muscular atrophy (SMA) in patients who meet all 
of the following criteria: 
1. Submission of medical records (e.g., chart notes, laboratory values) 

confirming the mutation or deletion of genes in chromosome 5q resulting in 
one of the following: 
a. Homozygous gene deletion or mutation of SMN1 gene (e.g., 

homozygous deletion of exon 7 at locus 5q13); or 
b. Compound heterozygous mutation of SMN1 gene (e.g., deletion of 

SMN1 exon 7 [allele 1] and mutation of SMN1 [allele 2]) 
and 

2. One of the following: 
a. Diagnosis of symptomatic SMA by a neurologist with expertise in the 

diagnosis of SMA; or 
b. Diagnosis of SMA based on results of SMA newborn screening 
and 

3. For use in a neonatal patient born prematurely, the full-term gestational age 
has been reached; and 

4. Patient is less than 2 years of age; and 
5. Patient is not dependent on invasive ventilation or tracheostomy; and 
6. Zolgensma is prescribed by a neurologist with expertise in the treatment of 

SMA; and 
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 Revised additional information 
relevant to the review process but 
not impacting the determination of 
medical necessity; removed 
language indicating: 
o The physician acknowledges 

that UnitedHealthcare may 
request documentation, not 
more frequently than 
biannually, and not for a period 
to exceed 3 years, of follow-up 
patient assessment(s) 
including, but not necessarily 
limited to, serial CHOP INTEND 
or HFMSE assessments while 
the patient is under the care of 
the physician 

o UnitedHealthcare has 
established an internal registry 
where this is a potential 
outcome measure; this registry 
has been established to 
prioritize early access to an 
SMA therapy with promising 
early clinical evidence, yet with 
unique commercialization 
characteristics, while ensuring 
appropriate management as 
clinical data matures 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

7. Patient is not to receive routine concomitant SMN modifying therapy [e.g., 
Spinraza (nusinersen), Evrysdi (risdiplam)] (patient’s medical record will be 
reviewed and any current authorizations for SMN modifying therapy will be 
terminated upon Zolgensma approval); and 

8. Patient does not have an elevated anti-AAV9 antibody titer above 1:50; and 
9. Patient will receive prophylactic prednisolone (or glucocorticoid equivalent) 

prior to and following receipt of Zolgensma in accordance with the United 
States Food and Drug Administration (FDA) approved Zolgensma labeling; 
and 

10. Patient will receive Zolgensma intravenously in accordance with the FDA 
approved labeling; and 

11. Patient has never received Zolgensma treatment in their lifetime; and 
12. Authorization will be for no longer than 14 days from approval or until 2 

years of age, whichever is first 
 
Additional Information Relevant to the Review Process but Not 
Impacting the Determination of Medical Necessity 
1. Physician attests that the patient, while under the care of the physician, will 

be assessed by one of the following exam scales during subsequent office 
visits†: 
a. Children’s Hospital of Philadelphia Infant Test of Neuromuscular 

Disorders (CHOP INTEND) scale during subsequent office visits while 
the patient is 2 to 3 years of age or younger; or 

b. Hammersmith Functional Motor Scale Expanded (HFMSE) during 
subsequent office visits while the patient is 2 to 3 years of age or older 

and 
2. Physician attests that the patient will be assessed via an age appropriate 

validated exam scale within two weeks of Zolgensma administration to 
establish a baseline functional assessment† 

 
†For quality purposes only, this information will not be considered as part of the 
individual coverage decision. 
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Zolgensma is not proven or medically necessary for: 
 The treatment of symptomatic later-onset SMA older than 2 years of age; or 
 SMA without chromosome 5q mutations or deletions; or 
 The routine combination treatment of SMA with concomitant SMN modifying 

therapy 
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Clinical Trials (for 
Nebraska Only) 

Jul. 1, 2021 Definitions 
 Updated definition of “Clinical Trials/Studies Involving Investigational New Drugs” 

Supporting Information 
 Updated References section to reflect the most current information 

 

Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Ambulance Services 
(for Mississippi Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version for 

Mississippi 
Coverage Rationale 
 Removed language pertaining to 

coverage limitations and exclusions 
Non-Emergency Ambulance (Ground or 
Air) 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code Title 23: Medicaid 
Part 201 Transportation Services for non-
emergency ambulance services 

Applicable Codes 
 Revised description for ambulance 

modifiers D, I, J, and X 
 Revised description for revenue codes 

0545, 0546, 0548, and 0549 
Supporting Information 
 Updated References section to reflect the 

most current information 

Indications for Coverage 
Emergency Air Ambulance 
Emergency air ambulance services may be deployed when the member’s 
condition requires immediate transportation that cannot be provided by 
ground ambulance. Examples may include situations when a member’s 
medical condition is unstable and transportation by ground ambulance 
poses a threat to the member’s survival or seriously endangers the 
member’s health and the member’s care cannot be provided/stabilized at 
the current location. 
 
Emergency air ambulance transportation may also be considered when 
ground transport times exceed 30-60 minutes and the lengthy transport 
times may endanger the member’s life or seriously endanger the member’s 
health. 
 
In addition, emergency air ambulance may be considered when the pickup 
point is inaccessible by ground ambulance or is in a remote or sparsely 
populated area.  
 
Emergency air ambulance transportation should meet the following criteria: 
• The member’s destination is an acute care hospital; and 
• Services requested by police or medical authorities at the site of an 

emergency; and  
• Emergency Air ambulance transportation requiring advanced life 

support; or   
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• Weather or traffic conditions make ground ambulance transportation 
impractical, impossible, or overly time consuming 

 
Emergency Ambulance (Ground, Water, or Air) 
Coverage includes Emergency ambulance transportation (including wait 
time and treatment at the scene) by a licensed ambulance service from the 
location of the sudden illness or injury, to the nearest hospital where 
Emergency Health Care Services can be performed. 
 
The following Emergency ambulance services are covered: 
 Transportation to the nearest hospital that can provide services 

appropriate to the covered person's illness or injury 
 Transportation to the nearest neonatal special care unit for newborn 

infants treatment of illness, injuries, congenital birth defects, or 
complications of premature birth that require that level of care 

 Ground ambulance or air ambulance transportation requiring basic life 
support or advanced life support 

 Supplies that are needed for advanced life support or basic life support 
to stabilize a member’s medical condition 

 Treatment at the scene (paramedic services) without ambulance 
transportation 

 Wait time associated with covered ambulance transportation 
 Transportation to a hospital that provides a required higher level of 

care that was not available at the original hospital 
 
Out-of-Network Ambulance (Emergency) 
If the ambulance transportation is covered, the benefit level for out-of 
Network Emergency ambulance (ground, water, or air) is covered at the 
Network level of deductible and coinsurance. 
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Non-Emergency Ambulance (Ground or Air)  
For non-emergency ambulance services, refer to the Mississippi 
Administrative Code, Title 23: Medicaid Part 201 Transportation Services.  

Blepharoplasty, 
Blepharoptosis, and 
Brow Ptosis Repair (for 
Mississippi Only) 

Aug. 1, 2021 Application 
 Created state-specific policy version for 

Mississippi 
Coverage Rationale 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code Title 23: Medicaid, 
Part 203, Physician Services for medical 
necessity clinical coverage criteria for the 
following:  
o Brow ptosis repair and upper eyelid 

blepharoptosis repair  
o Lower eyelid blepharoplasty  
o Upper eyelid blepharoplasty 

Supporting Information 
 Updated References section to reflect the 

most current information  

Indications for Coverage 
Some states require benefit coverage for services that UnitedHealthcare 
considers Cosmetic Procedures, such as repair of external Congenital 
Anomalies in the absence of a Functional Impairment. 
 
Refer to the policy for complete details. 

Breast Reduction 
Surgery (for Nebraska 
Only) 

Aug. 1, 2021 Coverage Rationale 
 Removed language pertaining to the 

Women's Health and Cancer Rights Act 
of 1998 

 Replaced coverage criterion 
requiring ”severe restriction of physical 
activities that meets the definition of 
Functional Impairment” with “severe 
restriction of physical activities due to 
Functional Impairment” 

Documentation Requirements 
 Revised list of applicable documentation 

Indications for Coverage 
Breast reduction surgery is considered reconstructive and medically 
necessary when the following criteria are met: 
 Following mastectomy to achieve symmetry; or 
 Prior to the mastectomy to preserve the viability of the nipple; or 
 Macromastia is the primary etiology of the member’s Functional 

Impairment(s): 
o The following are examples of Functional Impairments that must 

be attributable to Macromastia to be considered (not an all-
inclusive list): 
 Severe skin excoriation/intertrigo unresponsive to medical 

management 

https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-201-Transporation-Services.Entire.eff-10.01.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-201-Transporation-Services.Entire.eff-10.01.20.pdf
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requirements to reflect/include medical 
notes documenting: 
o History of the medical condition(s) 

requiring treatment or surgical 
intervention and all of the following: 
 Chief complaint, history of the 

complaint, and physical exam 
 Previous evaluations and 

diagnostic tests results used to 
rule out orthopedic, neurologic, 
rheumatologic, endocrine or 
metabolic causes 

 Member’s bra size, height, 
weight 

o Description of physiologic functional 
impairments and etiology (e.g., back 
pain, grooving from bras straps, skin 
breakdown, etc.) 
 With a diagnosis of 

macromastia, include high-
quality color image(s) 
 Note: All images must be 

labeled with the: 
• Date taken 
• Applicable case number 

obtained at time of 
notification, or the 
member's name and ID 
number on the image(s) 

 Submission of diagnostic 
imaging is required via the 
external portal at 
www.uhcprovider.com/paan; 

 Headache 
 Severe restriction of physical activities due to Functional 

Impairment: 
 Signs and symptoms of nerve compression that are 

unresponsive to medical management (e.g., ulnar 
paresthesias) 

 Acquired kyphosis that is attributed to Macromastia 
 Chronic breast pain due to weight of the breasts 
 Upper back, neck, or shoulder pain 

 Shoulder grooving from bra straps 
and 

o The amount of tissue to be removed: 
 Plots above the 22nd percentile; or 
 Plots between the 5th and 22nd percentiles, the procedure may 

be either reconstructive or cosmetic; the determination is 
based on the review of the information provided 

and 
o The proposed procedure is likely to result in significant 

improvement of the Functional Impairment 
 
Documentation Requirements 
Provide medical notes documenting the following: 
 History of the medical condition(s) requiring treatment or surgical 

intervention and all of the following: 
o Chief complaint, history of the complaint, and physical exam 
o Previous evaluations and diagnostic tests results used to rule out 

orthopedic, neurologic, rheumatologic, endocrine or metabolic 
causes 

o Member’s bra size, height, weight 
 Description of physiologic functional impairments and etiology (e.g., 

back pain, grooving from bras straps, skin breakdown, etc.) 
o With a diagnosis of macromastia, include high-quality color 

image(s) 



 
 
 
 
 

Coverage Determination Guideline Updates 
 

 
Page 78 of 104 UnitedHealthcare Community Plan Medical Policy Update Bulletin: July 2021 

Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 

faxes will not be accepted 
o Previous conservative measures, 

response, and duration 
o Amount of breast tissue to be 

removed per breast 
o Reduction mammoplasty 

documentation should include the: 
 Evaluation and management 

note for the date of service 
 Note for the day the decision to 

perform surgery was made 
Applicable Codes 
 Updated list of applicable CPT codes to 

reflect annual edits; revised description 
for 19318 

Definitions 
 Removed definition of “Women's Health 

and Cancer Rights Act of 1998, § 713 (a)” 
Supporting Information 
 Updated Benefit Considerations and 

References sections to reflect the most 
current information 

 Note: All images must be labeled with the: 
 Date taken 
 Applicable case number obtained at time of notification, 

or the member's name and ID number on the image(s) 
 Submission of diagnostic imaging is required via the external 

portal at www.uhcprovider.com/paan; faxes will not be 
accepted 

 Previous conservative measures, response, and duration 
 Amount of breast tissue to be removed per breast 
 Reduction mammoplasty documentation should include the: 

o Evaluation and management note for the date of service 
o Note for the day the decision to perform surgery was made 

 
Coverage Limitations and Exclusions 
UnitedHealthcare excludes Cosmetic Procedures from coverage including 
but not limited to the following: 
 Breast reduction surgery when done to improve appearance without 

improving a Functional/Physiologic Impairment 
 Liposuction as the sole procedure for breast reduction surgery 
 Procedures that correct an anatomical Congenital Anomaly without 

improving or restoring physiologic function are considered Cosmetic 
Procedures. The fact that a Covered Person may suffer psychological 
consequences or socially avoidant behavior as a result of an Injury, 
Sickness or Congenital Anomaly does not classify surgery (or other 
procedures done to relieve such consequences or behavior) as a 
reconstructive procedure. 

 Procedures that do not meet the reconstructive criteria in the 
Indications for Coverage section, e.g., psychological or social reasons, 
breast size asymmetry unless post mastectomy, exercise 
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Appendix 
This Schnur chart may be used to assess whether the amount of tissue (per 
breast) that will be removed is reasonable for the body habitus, and 
whether the procedure is cosmetic or reconstructive in nature. 
 If the amount plots above the 22nd percentile and the member has a 

Functional Impairment, the procedure is reconstructive 
 If the amount plots below the 5th percentile, the procedure is cosmetic 
 If the amount plots between the 5th and 22nd percentiles, the procedure 

may be either reconstructive or cosmetic based on review of 
information 

 
To calculate body surface area (BSA), see: 
 http://www.calculator.net/body-surface-area-calculator.html (use Du 

Bois formula) 
 Du Bois formula: 

o BSA = 0.007184 × W0.425 × H0.725 
Du Bois D, Du Bois EF. A formula to estimate the approximate 
surface area if height and weight be known. Arch Intern Med. 
1916; 17(6):863-871. 

 
Modified Schnur Nomogram Chart 
Refer to the policy for complete details. 

Breast 
Repair/Reconstruction 
Not Following 
Mastectomy (for 
Mississippi Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version for 

Mississippi 
Coverage Rationale 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code Title 23: Medicaid 
Part 203, Physician Services for medical 
necessity clinical coverage criteria 

For medical necessity clinical coverage criteria, refer to the Mississippi 
Administrative Code Title 23: Medicaid Part 203, Physician Services.  
 

http://www.calculator.net/body-surface-area-calculator.html
https://www.medicaid.ms.gov/wp-content/uploads/2014/01/Admin-Code-Part-203.pdf
https://www.medicaid.ms.gov/wp-content/uploads/2014/01/Admin-Code-Part-203.pdf
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Supporting Information 
 Removed Definitions and References 

sections 
Cosmetic and 
Reconstructive 
Procedures (for 
Mississippi Only) 

Aug. 1, 2021 Application 
 Added language to indicate this policy 

does not apply to the state of North 
Carolina; refer to the state-specific policy 
version 

Coverage Rationale 
 Replaced reference to “InterQual® 2020” 

with “InterQual® 2021” 

Some states require benefit coverage for services that UnitedHealthcare 
considers Cosmetic Procedures, such as repair of external Congenital 
Anomalies in the absence of a Functional Impairment. 
 
Indications for Coverage 
For plans that include benefits for Cosmetic Procedures, the following 
are eligible for coverage as reconstructive and medically necessary 
when all of the following criteria are met: 
 There is documentation that the physical abnormality and/or 

physiological abnormality is causing a Functional Impairment that 
requires correction; and 

 The proposed treatment is of proven efficacy and is deemed likely to 
significantly improve or restore the patient’s physiological function 

 
Microtia 
Microtia repair is reconstructive; although no Functional Impairment 
may be documented for Microtia, this has been deemed Reconstructive 
Surgery. 
 
Flap Repair 
Flap repair is considered reconstructive and medically necessary in 
certain circumstances. For medical necessity clinical coverage criteria, 
refer to the InterQual® 2021, Apr. 2021 Release, CP: Procedures, Local 
Flap. 
 
Click here to view the InterQual® criteria. 
 
Documentation Requirements 
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Muscle Flap Procedure 
Provide medical notes documenting the following: 
 History of medical conditions requiring treatment or surgical 

intervention which includes all of the following: 
o A well-defined physical/physiologic abnormality resulting in a 

medical condition that requires treatment 
o Recurrent or persistent functional deficit caused by the 

abnormality 
 Clinical studies/tests addressing the physical/physiologic abnormality 

confirming its presence and degree to which it causes impairment 
 Color photos, where applicable, of the physical and/or physiological 

abnormality 
 Physician plan of care with proposed procedures including expected 

outcome 
 
All Other Cosmetic Procedures 
Provide medical notes documenting the following: 
 History of medical conditions requiring treatment or surgical invention 

which includes all of the following: 
o To prove medical necessity, a well-defined physical/physiologic 

abnormality resulting in a medical condition that requires treatment 
o Recurrent or persistent functional impairment caused by the 

abnormality 
 Clinical studies/tests addressing the physical/physiologic abnormality 

confirming its presence and degree to which it causes impairment 
 High-quality color photograph(s) 

o Note: All photographs must be labeled with the: 
 Date taken 
 Applicable case number obtained at time of notification, or the 

member’s name and ID number on the photograph(s) 
o Submission of diagnostic photograph(s) is required via the external 

portal at www.uhcprovider.com/paan; faxes will not be accepted 
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 Physician plan of care with proposed procedures and whether this 
request is part of a staged procedure; indicate how the procedure will 
improve and/or restore function 

 
Coverage Limitations and Exclusions 
UnitedHealthcare excludes Cosmetic Procedures from coverage including 
but not limited to the following: 
 Procedures that correct an anatomical Congenital Anomaly without 

improving or restoring physiologic function are considered Cosmetic 
Procedures. The fact that a Covered Person may suffer psychological 
consequences or socially avoidant behavior as a result of an Injury, 
Sickness or Congenital Anomaly does not classify surgery (or other 
procedures done to relieve such consequences or behavior) as a 
Reconstructive Procedure. 

 Procedures that do not meet the reconstructive criteria in the 
Indications for Coverage section 

 Pharmacological regimens, nutritional procedures or treatments 
 Scar or tattoo removal or revision procedures (such as salabrasion, 

chemosurgery and other such skin abrasion procedures) 
 Skin abrasion procedures performed as a treatment for acne 
 Liposuction or removal of fat deposits considered undesirable, 

including fat accumulation under the male breast and nipple 
 Treatment for skin wrinkles or any treatment to improve the 

appearance of the skin 
 Treatment for spider veins 
 Hair removal or replacement by any means 

Durable Medical 
Equipment, Orthotics, 
Medical Supplies and 
Repairs/Replacements 
(for Mississippi Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version for 

Mississippi 
Coverage Rationale 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code Title 23: Medicaid 

Indications for Coverage 
Durable Medical Equipment (DME), related supplies, and orthotics are 
covered when Medically Necessary and the following requirements are 
met: 
 Medicare National Coverage Determination (NCD), CMS DME MAC 

Local Coverage Determination (LCD), Local Coverage Article (LCA), or 
other Medicare coverage guidance criteria are met (see link below); 
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Part 209, Durable Medical Equipment 
and Medical Supplies for medical 
necessity clinical coverage criteria for: 
o Medical Supplies 
o Repair, Replacement, and Upgrade 
o Ventilators and Respiratory Assist 

Devices  
Safety Enclosure with Beds 
 Added reference link to the Coverage 

Determination Guideline titled Beds and 
Mattresses for additional information 
regarding beds 

Speech Generating Devices 
 Updated list of examples of a Dedicated 

Speech Generating Device: 
o Added Prentke Romich (or PRC) 
o Replaced “Dynavox” with “Tobii 

Dynavox” 
Supporting Information 
 Updated References section to reflect the 

most current information 

and 
 Consistent with the state definition of DME and/or Orthotic; and 
 Ordered by a physician; and 
 The item is not otherwise excluded from coverage 

 
In the absence of a Community Plan related policy section, 
UnitedHealthcare Community Plan uses available criteria from the DME 
Medicare Administrative Contracts (DME MAC). 
 
Refer to the policy for complete details. 
 

Home Health Care (for 
Mississippi Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version for 

Mississippi 
Coverage Rationale 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 
Administrative Code Title 23: Medicaid 
Part 215, Home Health Services for 
medical necessity clinical coverage 
criteria 

Supporting information 

For medical necessity clinical coverage criteria, refer to Mississippi 
Administrative Code Title 23: Medicaid Part 215, Home Health Services. 
 

https://www.cms.gov/medicare-coverage-database/search/advanced-search.aspx
https://www.cms.gov/medicare-coverage-database/search/advanced-search.aspx
https://medicaid.ms.gov/wp-content/uploads/2014/01/Admin-Code-Part-215.pdf
https://medicaid.ms.gov/wp-content/uploads/2014/01/Admin-Code-Part-215.pdf
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 Updated References section to reflect the 
most current information  

Hospice Care (for 
Florida Only) 

Sep. 1, 2021 Template Update 
 Removed CMS section 

Coverage Rationale 
Indications for Coverage 
 Revised language to “Hospice Care is an 

integrated treatment approach for 
individuals who seek pain and symptom 
management for their Terminal Illness 
rather than curative treatment.  
o Palliative Care focuses on treatment 

of and relief from the symptoms life-
threatening medical conditions while 
also addressing the social, 
emotional, and spiritual needs of 
patients and their families.; and  

o Hospice Services are Palliative Care 
services intended for medically 
fragile, terminally ill individuals who 
have a life expectancy of 6 months or 
less.” 

Covered Hospice Services 
 Revised language to “Covered services 

include core hospice services such as 
physician services, nursing care, medical 
social services, and counseling services 
as well as special coverage services such 
as continued home care, respite care, 
bereavement counseling and general 
inpatient care. All hospice providers and 
personnel must meet applicable state 

Indications for Coverage 
Hospice Care is an integrated treatment approach for individuals who seek 
pain and symptom management for their Terminal Illness rather than 
curative treatment.  
 Palliative Care focuses on treatment of and relief from the symptoms 

life-threatening medical conditions while also addressing the social, 
emotional, and spiritual needs of patients and their families.; and  

 Hospice Services are Palliative Care services intended for medically 
fragile, terminally ill individuals who have a life expectancy of 6 months 
or less.  

 
Recipients Over Age 21 Receiving Hospice and Concurrent 
Care 
Once an individual elects the hospice benefit, that individual has chosen to 
end Curative Treatment for their terminal illness. UnitedHealthcare 
Community Plan (UHCCP) will not pay for curative services, including 
drugs, relating to the treatment of the individual's terminal illness unless the 
individual is a child under the age of 21. 
 
UHCCP will continue to pay for other services for illnesses not related to 
the terminal illness. Members must select a participating UHCCP Hospice.  
 
Recipients Under Age 21 Receiving Hospice and 
Concurrent Care 
Recipients under the age of 21 years are not required to forego Curative 
Treatment as a result of their hospice election, and may continue to receive 
medically necessary covered services. 
 
Benefit Periods 
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and federal licensing/certification 
requirements.” 

Discontinuing Hospice Care 
 Added new subheading and re-organized 

content to the following:  
o Hospice benefits end when the any 

of the following conditions are met:  
 Individual is no longer 

considered terminally ill; or 
 Individual chooses to revoke 

hospice services through a 
written, signed statement with 
the hospice provider; or 

 Individual is discharged from 
hospice due to refusal of 
services and/or does not adhere 
to the plan of care.  
If the individual is discharged 
from Hospice Care any days 
remaining in the benefit period 
will be lost. If an individual 
chooses to restart Hospice 
services, the individual would still 
be eligible for benefits as long as 
they continue to be covered 
member under the plan and 
meet the above criteria. Refer to 
Clinical Review for required 
documentation.  

Definitions 
 Updated the following definitions: 

o Curative Care (previously Curative 
Treatment) 

Many states define their own benefit periods associated with claim 
handling. Please refer to the specific state contracts for payment 
information. 
 
Covered Hospice Services 
Covered services include core hospice services such as physician services, 
nursing care, medical social services, and counseling services as well as 
special coverage services such as continued home care, respite care, 
bereavement counseling and general inpatient care. All hospice providers 
and personnel must meet applicable state and federal 
licensing/certification requirements. 
 
Clinical Review 
Hospice providers are expected to maintain a Hospice Certification of 
Terminal Illness (CTI) form and appropriate documentation of the treatment 
plan, available upon request. 
 
Providers may be required to submit an updated CTI form with a physician 
narrative documenting continued qualifications for hospice services. 
 
Discontinuing Hospice Care 
Hospice benefits end when the any of the following conditions are met:  
 Individual is no longer considered terminally ill; or 
 Individual chooses to revoke hospice services through a written, signed 

statement with the hospice provider; or 
 Individual is discharged from hospice due to refusal of services and/or 

does not adhere to the plan of care. 
 
If the individual is discharged from Hospice Care any days remaining in the 
benefit period will be lost. If an individual chooses to restart Hospice 
services, the individual would still be eligible for benefits as long as they 
continue to be covered member under the plan and meet the above 
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o Hospice Care 
o Terminal Illness 

 Added a definition for Palliative Care 
Supporting Information 
 Updated the References section to reflect 

the most current information 

criteria. Refer to Clinical Review for required documentation.  
 
Note: Individuals in the terminal stage of their illness who originally qualify 
for the hospice benefit but stabilize or improve while receiving Hospice 
Care yet have a reasonable expectation of continued decline for a life 
expectancy of less than six months, remain eligible for Hospice Care. 

Hospice Care (for 
Mississippi Only) 

Aug. 1, 2021 Template Update 
 Removed CMS section 

Coverage Rationale 
Indications for Coverage 
 Revised language to indicate Hospice 

Care is an integrated treatment approach 
for individuals who seek pain and 
symptom management for their Terminal 
Illness rather than curative treatment 
o Palliative Care focuses on treatment 

of and relief from the symptoms life-
threatening medical conditions while 
also addressing the social, 
emotional, and spiritual needs of 
patients and their families 

o Hospice Services are Palliative Care 
services intended for medically 
fragile, terminally ill individuals who 
have a life expectancy of 6 months or 
less 

Covered Hospice Services 
 Replaced language indicating “covered 

services provided through hospice 
include core hospice services in addition 
to special coverage services” with 
“covered services include core hospice 

Indications for Coverage 
Hospice Care is an integrated treatment approach for individuals who seek 
pain and symptom management for their Terminal Illness rather than 
curative treatment.  
 Palliative Care focuses on treatment of and relief from the symptoms 

life-threatening medical conditions while also addressing the social, 
emotional, and spiritual needs of patients and their families.; and  

 Hospice Services are Palliative Care services intended for medically 
fragile, terminally ill individuals who have a life expectancy of 6 months 
or less.  

 
Recipients Over Age 21 Receiving Hospice and Concurrent 
Care 
Once an individual elects the hospice benefit, that individual has chosen to 
end Curative Treatment for their terminal illness. UnitedHealthcare 
Community Plan (UHCCP) will not pay for curative services, including 
drugs, relating to the treatment of the individual's terminal illness unless the 
individual is a child under the age of 21. 
 
UHCCP will continue to pay for other services for illnesses not related to 
the terminal illness. Members must select a participating UHCCP Hospice.  
 
Recipients Under Age 21 Receiving Hospice and 
Concurrent Care 
Recipients under the age of 21 years are not required to forego Curative 
Treatment as a result of their hospice election and may continue to receive 
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services as well as special coverage 
services” 

 Added language to clarify all hospice 
providers and personnel must meet 
applicable state and federal 
licensing/certification requirements 

Discontinuing Hospice Care 
 Revised language to indicate: 

o Hospice benefits end when the any 
of the following conditions are met: 
 Individual is no longer 

considered terminally ill; or 
 Individual chooses to revoke 

hospice services through a 
written, signed statement with 
the hospice provider; or 

 Individual is discharged from 
hospice due to refusal of 
services and/or does not adhere 
to the plan of care 

o If the individual is discharged from 
Hospice Care any days remaining in 
the benefit period will be lost 

o If an individual chooses to restart 
Hospice services, the individual 
would still be eligible for benefits as 
long as they continue to be covered 
member under the plan and meet the 
above criteria; refer to the Clinical 
Review [section of the policy] for 
required documentation 

o Individuals in the terminal stage of 
their illness who originally qualify for 

medically necessary covered services. 
 
Benefit Periods 
Many states define their own benefit periods associated with claim 
handling. Refer to the specific state contracts for payment information. 
 
Covered Hospice Services 
Covered services include core hospice services such as physician services, 
nursing care, medical social services, and counseling services as well as 
special coverage services such as continued home care, respite care, 
bereavement counseling and general inpatient care. All hospice providers 
and personnel must meet applicable state and federal 
licensing/certification requirements. 
 
Clinical Review 
Hospice providers are expected to maintain a Hospice Certification of 
Terminal Illness (CTI) form and appropriate documentation of the treatment 
plan, available upon request. Providers may be required to submit an 
updated CTI form with a physician narrative documenting continued 
qualifications for hospice services. 
 
Discontinuing Hospice Care 
Hospice benefits end when the any of the following conditions are met:  
 Individual is no longer considered terminally ill; or 
 Individual chooses to revoke hospice services through a written, signed 

statement with the hospice provider; or 
 Individual is discharged from hospice due to refusal of services and/or 

does not adhere to the plan of care 
 
If the individual is discharged from Hospice Care any days remaining in the 
benefit period will be lost. If an individual chooses to restart Hospice 
services, the individual would still be eligible for benefits as long as they 
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the hospice benefit but stabilize or 
improve while receiving Hospice 
Care yet have a reasonable 
expectation of continued decline for 
a life expectancy of less than six 
months, remain eligible for Hospice 
Care 

Definitions 
 Added definition of “Palliative Care” 
 Updated definition of: 

o Curative Care 
o Hospice Care 
o Terminal Illness 

continue to be covered member under the plan and meet the above 
criteria. Refer to Clinical Review for required documentation.  
 
Note: Individuals in the terminal stage of their illness who originally qualify 
for the hospice benefit but stabilize or improve while receiving Hospice 
Care yet have a reasonable expectation of continued decline for a life 
expectancy of less than six months, remain eligible for Hospice Care. 

Oral and Enteral 
Nutrition (for 
Pennsylvania Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version for 

Pennsylvania 
Coverage Rationale 
 Revised coverage criteria for enteral 

nutrition administered by tube; replaced 
criterion indicating “pediatric enteral 
formulas (HCPCS code B4160) may be 
appropriate for children ages 0-13 years” 
with “pediatric enteral formulas (HCPCS 
code B4160) may be appropriate for 
children ages 0-21 years” 

 Replaced references to “mental 
retardation” with “Intellectual Disability” 

Coverage Limitations and Exclusions 
 Replaced language indicating: 

o “Commercial food thickeners 
(HCPCS code B4100) have no 
significant nutritional value, are a 
convenience item and are not 

Enteral Nutrition administered by tube is proven and/or medically 
necessary when all of the following criteria are met: 
 Ordered by a physician; and 
 The item(s) meets the plan’s medically necessary definition (refer to 

state specific documents); and 
 Service is not otherwise excluded from coverage 

o Adults: Enteral formulas consisting of semi-synthetic intact 
protein/protein isolates (HCPCS code B4150 or B4152) are 
appropriate for the majority of adults requiring Enteral Nutrition 

o Children: Pediatric enteral formulas (HCPCS code B4160) may be 
appropriate for children ages 0-21 years 

o The medical necessity for special nutrient formulas (HCPCS codes 
B4149, B4153–B4155, B4157, B4161, and B4162) must be 
justified for each member. Special enteral formula is produced to 
meet unique nutrient needs for specific conditions and requires 
documentation to establish medical necessity. 

o If a pump is requested (HCPCS code B9002), justification as to 
why gravity administration is not satisfactory, and the rate of 
infusion must be included. 
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medically necessary; baby food, 
gravy, other grocery products and 
other food preparation techniques 
are preferred alternatives” with 
“commercial food thickeners 
(HCPCS code B4100) are covered” 

o “HCPCS codes B4102 and B4103 
describe electrolyte-containing fluids 
that are not covered” with “HCPCS 
code B4102 describes electrolyte-
containing fluids that are not 
covered; code B4103 is covered for 
children under 21 years of age” 

Definitions 
 Added definition of “Intellectual 

Disability” 
Supporting Information 
 Updated References section to reflect the 

most current information 

Formula for Metabolic Diseases or Inborn Errors of 
Metabolism 
The American Academy of Pediatric Consensus Statement 2002, 
reaffirmed 2006: “Metabolic diseases include inborn errors of amino acid 
metabolism such as phenylketonuria, maternal phenylketonuria, maple 
syrup urine disease, homocystinuria, methylmalonicacidemia, 
propionicacidemia, isovalericacidemia, and other disorders of leucine 
metabolism; glutaric aciduria type I and tyrosinemia types I and II; and urea 
cycle disorders.” 
 
“These are all disorders treatable by dietary modifications, which can 
prevent complications like severe [Intellectual Disability] and death.” 
 
Formula may be covered for conditions that include but are not limited to 
the following:  
 Glutaric aciduria 
 Glycogen storage disease 
 Homocystinuria 
 Maple syrup urine disease 
 Methylmalonic aciduria 
 Organic acid metabolism disorders 
 Phenylketonuria (PKU) 
 Tyrosinemias 
 Urea cycle disorders 

 
Oral Nutritional Supplements for Other Medical Conditions 
Specialized oral formula will be covered when: 
 All of the following criteria are met: 

o A physician prescribes the therapy; and 
o The condition is chronic and is expected to last for an 

undetermined or prolonged period of time; and 
o Adequate nutrition is not possible by dietary adjustment; and 
o Nutritional therapy is provided as replacement therapy; and 
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o The material used is specially formulated as a nutrition 
replacement 

and 
 The individual has one of the following conditions: 

o Crohn's disease; or 
o Disorders of gastrointestinal motility such as chronic intestinal 

pseudo-obstruction; or 
o Severe malabsorption syndrome; or 
o Individuals who will become malnourished or suffer from severe 

disorders such as physical disability, Intellectual Disability or death 
if the nutritional therapy is not instituted; or 

o Severe food allergies, those which if left untreated will cause 
malnourishment, chronic physical disability, Intellectual Disability 
or death (mild and moderate food allergies or food intolerance can 
usually be treated with formula that is readily available in food 
stores and pharmacies, or by careful food selection. Formulas for 
the treatment of such conditions are not covered); or 

o GE reflux with failure to thrive; or 
o In members 21 years of age and older: Weight loss greater than 

10% of body weight over a three to six-month period 
 
Enteral Pumps and Supplies 
Enteral pumps and supplies are addressed in the policy titled Durable 
Medical Equipment, Orthotics, Medical Supplies and 
Repairs/Replacements (for Pennsylvania Only). 
 
Coverage Limitations and Exclusions (Unless Otherwise 
Mandated) 
 Self-blenderized formulas are not covered. 
 Commercial food thickeners (HCPCS code B4100) are covered. 
 HCPCS code B4104 is an enteral formula additive. The enteral formula 

codes include all nutrient components, including vitamins, mineral, and 
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fiber. Therefore, HCPCS code B4104 will be denied as not separately 
payable. 

 HCPCS code B4102 describes electrolyte-containing fluids that is not 
covered. 

 HCPCS code B4103 is covered for children under 21 years of age. 
 Nutritional or cosmetic therapy using high-dose or mega quantities of 

vitamins, minerals or elements and other nutrition-based therapy are 
excluded from coverage. Examples include supplements, electrolytes, 
and foods of any kind.  This includes, but is not limited to high protein 
foods, low protein foods, and low carbohydrate foods. 

 Formula that is not specifically made for inborn errors of metabolism. 
Even when a formula is the sole source of nutrition, formula that is not 
specifically made for persons with inborn errors of metabolism is not 
covered. 

 Formulas for the treatment of mild and moderate food allergies or food 
intolerance are not covered (severe food allergies, those which if left 
untreated will cause malnourishment, chronic physical disability, 
Intellectual Disability or death, may be medically necessary). 

 Oral Nutrition for lack of appetite or cognitive conditions is not covered 
(e.g., lack of appetite secondary to stimulant medications). 

Orthognathic (Jaw) 
Surgery (for Nebraska 
Only) 

Sep. 1, 2021 Coverage Rationale 
 Revised language pertaining to medical 

necessity clinical coverage criteria: 
o Added reference to the InterQual® 

Client Defined 2021, CP: Procedures: 
 Mandibular Osteotomy (Custom) 

- UHG 
 Maxillomandibular Osteotomy 

and Advancement (Custom) - 
UHG 

o Removed reference to the InterQual® 
2021, Apr. 2021 Release, CP: 
Procedures: 

The following represents exceptions to the orthognathic (jaw) surgery 
exclusion and may be eligible for coverage as reconstructive and 
medically necessary: 
 Acute traumatic injury 
 Cancerous or non-cancerous tumors and cysts 
 Obstructive sleep apnea 
 Congenital anomalies 

 
Criteria 
Orthognathic (jaw) surgery may be eligible for coverage as 
reconstructive and medically necessary for the conditions cited above 
when the following criteria below are met: 
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 Maxillomandibular Advancement 
 Osteotomy, Anterior Segment, 

Mandible 
 Osteotomy, LeFort I 
 Osteotomy, Sagittal Split, 

Mandible Ramus 
 Added reference link to the Dental 

Coverage Guideline titled Medically 
Necessary Orthodontic Treatment for 
coverage related to the orthodontic 
benefit 

 

 The presence of one or more of the following facial skeletal deformities 
associated with masticatory malocclusion: 
o Anteroposterior Discrepancies (established norm=2mm): 

 Maxillary/Mandibular Incisor Relationship: Overjet of 5mm or 
more or a 0 to a negative value 

 Maxillary/Mandibular Anteroposterior Molar Relationship: 
Discrepancy of 4mm or more 

 These values represent two or more standard deviation from 
published norm 

o Vertical Discrepancies: Presence of a vertical facial skeletal 
deformity which is two or more standard deviations from published 
norms for accepted skeletal landmarks 
 Open bite: 

 No vertical overlap of anterior teeth 
 Unilateral or bilateral posterior open bite greater than 

2mm 
 Deep overbite with impingement or irritation of buccal or 

lingual soft tissues of the opposing arch 
 Supraeruption of a dentoalveolar segment due to lack of 

occlusion 
o Transverse Discrepancies: 

 Presence of a transverse skeletal discrepancy which is two or 
more standard deviations from published norms 

 Total bilateral maxillary palatal cusp to mandibular fossa 
discrepancy of 4mm or greater, or a unilateral discrepancy of 
3mm or greater, given normal axial inclination of the posterior 
teeth 

o Asymmetries: Anteroposterior, transverse or lateral asymmetries 
greater than 3mm with concomitant occlusal asymmetry 

and 
 The individual must also have one or more of the following Functional 

Impairments: 
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o Masticatory (chewing) and swallowing dysfunction due to skeletal 
malocclusion (e.g., inability to incise/and or chew solid foods, 
choking on incompletely masticated solid foods, damage to soft 
tissue during mastication, malnutrition) 

o Documentation of speech deficits to support existence of speech 
impairment due to skeletal malocclusion 

o Moderate to Severe Obstructive Sleep Apnea (OSA) with 
Oropharyngeal narrowing secondary to maxillomandibular 
deficiency 
 For medical necessity clinical coverage criteria, refer to the 

InterQual® Client Defined 2021, CP: Procedures: 
 Mandibular Osteotomy (Custom) - UHG 
 Maxillomandibular Osteotomy and Advancement 

(Custom) - UHG 
 

Click here to view the InterQual® criteria. 
 
Documentation Requirements 
Provide medical notes documenting the following: 
 Comprehensive history of the medical condition(s) requiring treatment 

or surgical intervention, including all of the following: 
o A well-defined physical and/or physiological abnormality (e.g., 

congenital abnormality, functional or skeletal impairments) 
resulting in a medical condition that has required or requires 
treatment 

o The physical and/or physiological abnormality has resulted in a 
functional deficit 

o The functional deficit is recurrent or persistent in nature 
 Appropriate clinical studies/tests including cephalometric tracings and 

analysis addressing the physical and/or physiological abnormality that 
confirm its presence and the degree to which it is causing impairment, 
with appropriate measurements, when applicable 
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 Radiologic film interpretations including lateral cephalometric 
radiograph, AP radiograph and panoramic radiograph 

 Clinical photographs of the member’s occlusion 
 Treating physician’s plan of care including surgical treatment 

objectives, which must include the expected outcome for the 
improvement of the functional deficit 

 Diagnostic polysomnography (sleep study) for obstructive sleep apnea 
surgery 

 History of previous non-surgical and surgical treatment (e.g., 
obstructive sleep apnea) 

 
Coverage Limitations and Exclusions 
Orthognathic surgery for the following is not covered: 
 Cosmetic and non-reconstructive Jaw Surgery and jaw alignment 

procedures 
 Pre- and post-surgical orthodontic treatment 

 
Note: Refer to the Dental Coverage Guideline titled Medically Necessary 
Orthodontic Treatment for coverage related to the orthodontic benefit. 

Pediatric Gait Trainers, 
Standing Systems, and 
Walkers (for Nebraska 
Only) 

Sep. 1, 2021 Template Update  
 Changed policy type classification from 

“Medical Policy” to “Coverage 
Determination Guideline”  

Title Change 
 Previously titled Standing Systems and 

Pediatric Gait Trainers (for Nebraska 
Only) 

Coverage Rationale 
Walkers 
 Added instruction to refer to the 

Nebraska Administrative Code (NAC) 
471-7-013 for walkers criteria 

Indications for Coverage 
Walkers 
Refer to the Nebraska Administrative Code (NAC) 471-7-013 for walkers 
criteria. 
 
Pediatric Gait Trainers 
Gait Trainers for Functional Ambulation are proven and medically 
necessary for treating non-ambulatory individuals when the following 
criteria are met: 
 The individual is 18 years of age or younger; and  
 The individual has the potential for functional ambulation; andThe 

individual uses the pediatric gait trainer when documentation shows 
other assistive devices have not been effective 

https://www.nebraska.gov/rules-and-regs/regsearch/Rules/Health_and_Human_Services_System/Title-471/Chapter-07.pdf
https://www.nebraska.gov/rules-and-regs/regsearch/Rules/Health_and_Human_Services_System/Title-471/Chapter-07.pdf
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Pediatric Gait Trainers 
 Revised coverage criteria for Gait 

Trainers for Functional Ambulation; 
replaced criterion requiring “the 
individual is able to ambulate and uses 
the gait trainer as a walker where 
documentation shows other walkers or 
assistive devices have not been effective” 
with “the individual uses the pediatric gait 
trainer when documentation shows other 
assistive devices have not been effective” 

Definitions 
 Added definition of: 

o Medically Necessary 
o Reasonable Useful Lifetime 

Applicable Codes 
 Replaced language indicating 

“UnitedHealthcare has established the 
[Pricing, Data and Coding (PDAC)] as its 
definitive source for correct coding and 
coding clarification” with 
“UnitedHealthcare has established the 
PDAC as a source for correct coding and 
coding clarification” 

 Added HCPCS codes A4636, A4637, 
E0130, E0135, E0140, E0141, E0143, 
E0144, E0147, E0148, E0149, E0154, 
E0155, E0156, E0157, E0158, and E0159 

Supporting Information 
• Removed Description of Services, Clinical 

Evidence, FDA, and CMS sections 

Gait Trainers for therapeutic ambulation are proven and medically 
necessary for treating of non-ambulatory individuals when the following 
criteria are met: 
 The individual is 18 years of age or younger; and  
 The patient is capable of utilizing and tolerating the equipment safely; 

and  
 The individual requires moderate to maximum support for ambulation 

(i.e., handheld ambulation assist devices are not feasible); and  
 The individual has an acquired injury (e.g., spinal cord or traumatic 

brain injury) or a chronic physical limitation that affects the ability to 
ambulate (e.g., cerebral palsy, neuromuscular disease, or spina bifida); 
and 

 The individual has a physician directed written treatment plan 
(including frequency and duration) 

 
Standing Systems 
Stationary, mobile and active standing systems are proven and 
medically necessary for treating individuals who are non-ambulatory 
when all of the following criteria are met: 
 There is a goal of prevention of one or more of the following medical 

complications: 
o Decubitus Ulcer: Where there is a need for off-loading of a 

decubitus ulcer which cannot be accomplished by other means; 
o Osteoporosis: Where improvement or stabilization of bone density 

cannot be achieved with other treatment or activities; 
o Contracture Development: High potential for progressive 

contracture formation including but not limited to post-operative 
release of contractures; 

o Compromised Bowel/Bladder Function: Where there has been 
demonstration there is incomplete emptying of bladder or 
constipation refractory to other medical treatment; 
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• Updated References section to reflect the 
most current information 

 

o Pulmonary Complications: Where there has been demonstration of 
recurrent infections and poor clearance of pulmonary secretions 
despite the use of other medical treatment; and/or 

o Hip Dislocation: Where hip subluxation/dislocation is worsening, 
and alternate treatments have not been successful; 

and 
 The patient is unable to accomplish the above goals with his/her 

current medical device/equipment or alternate medical treatment; and 
 The individual has been evaluated in physical therapy with a trial using 

the standing device and has shown compliance, tolerance and 
demonstrated potential for clinical benefit, as determined by the 
evaluator; and 

 There is a written plan of care 
 
Powered standing systems, standers attached to a wheelchair, or 
electric lift mechanisms are not medically necessary because they are a 
convenience feature. 

Private Duty Nursing 
(PDN) Services 

Sep. 1, 2021 Application 
 Added language to indicate this policy 

applies to the state of California 
Additional State Considerations 
 Added instruction for the state of 

California to refer to the MCG™ Care 
Guidelines, [24th edition, 2020], Private 
Duty Nursing, PDN-2001 (HC) PDN Acuity 
Tool as a guideline to determine the 
number of hours of PDN services needed 
by the member 

Requirements for Coverage 
Private Duty Nursing (PDN) services are covered and considered 
Medically Necessary for members requiring individual and continuous 
Skilled Care when ordered by the member’s primary care and/or 
treating physician as part of a Treatment Plan and the member meets all 
of the following criteria: 
 Needs Skilled Care that exceeds the scope of Intermittent Care; and 
 Needs services that require the professional proficiency and skills of a 

licensed nurse (RN or LPN); and 
 Is unable to have their care tasks provided through Intermittent Care or 

self-directed care; and 
 Has a complex medical need and/or unstable medical condition that 

requires four (4) or more continuous hours of Skilled Care which can 
be safely provided outside an institution; and 

 Requires Skilled Care that is Medically Necessary for the member’s 
disease, illness, or injury, as defined by the member’s physician; and 
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 Has family or other appropriate support that has the ability and 
availability to be trained to care for the member and assume a portion 
of the care (Note: The intent of PDN services is to support, not replace, 
the caregiver); and 

 Periodically reviewed Treatment Plan (no more frequently than every 
60 days) updated by the treating physician; and 

 The services are more cost-effective in the Home than in an alternative 
setting such as a hospital or a facility that provides Skilled Care (Note: 
Refer to federal, state or contractual requirements for benefit coverage, 
as applicable) 

 
Coverage Limitations and Exclusions 
 Requested services are defined as non-Skilled Care or Custodial Care 

in the member’s state contractual language such as but not limited to: 
o Members who are on continuous or bolus nasogastric (NG) or 

gastrostomy tube (GT) feedings and do not have other Skilled Care 
needs (Note: Transition after discharge from an inpatient setting to 
the Home may be considered Medically Necessary for these 
members when there is a need to train the member’s family or 
caregiver to administer the NG or GT feedings); 

o PDN services become maintenance or Custodial Care and not 
Medically Necessary when any one of the following situations 
occur: 
 Medical and nursing documentation shows that the member’s 

condition is stable/predictable/controlled and that a licensed 
nurse is not required to monitor the condition; 

 The Plan of Care does not require a licensed nurse to be in 
continuous attendance; and/or 

 The Plan of Care does not require hands-on nursing 
interventions (Note: Observation in case an intervention is 
required is not considered Skilled Care) 
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o The following are examples of services that do not require the skill 
of a licensed nurse and therefore do not meet the Medical 
Necessity requirements for PDN services: 
 Any duplication of care which is already provided by supply or 

infusion companies 
 Care of an established colostomy/ileostomy 
 Care of an established gastrostomy/jejunostomy/nasogastric 

tube (intermittent or continuous) feedings 
 Care of an established indwelling bladder catheter (including 

emptying/changing containers and clamping tubing) 
 Care of an established tracheostomy (including intermittent 

suctioning) 
 Help with daily living activities, such as but not limited to 

walking, grooming, bathing, dressing, getting in or out of bed, 
toileting, eating or preparing foods 

 Institutional care, including room and board for rest cures, 
adult day care and convalescent care 

 Respite care, adult (or child) day care, or convalescent care 
 Routine administration of maintenance medications including 

insulin [this applies to oral (PO), subcutaneous (SQ) and 
intramuscular (IM) medications] 

 Routine patient care such as changing dressings, periodic 
turning and positioning in bed, administering oral medications 

 Watching or protecting a member 
 Requested services are excluded in the state specific contracts 
 Respite care and convenience care unless mandated (Note: Respite 

care relieves the caregiver of the need to provide services to the 
member) 

 Services beyond the plan benefits (hours or days) or member is no 
longer eligible for benefits under the state contract 

 Services involve payment of family members or non-professional 
caregivers for services performed for the member unless required by 
state contract 
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Documentation Requirements 
Initial Request for Authorization 
Initial service requests of PDN services (i.e., the first-time member is 
requesting services with UnitedHealthcare for PDN services) must be 
submitted with all of the following clinical documentation: 
 Home Health Certification and Plan of Care (CMS-485) form signed by 

a physician (M.D. or D.O.); and 
 A comprehensive assessment of the member’s health status including 

but not limited to documentation of the Skilled Care need and 
medication administration record; and 

 Discharge summary or recent progress note if member is being 
discharged from an inpatient setting (Note: If member is requesting 
PDN services for discharge from inpatient setting, subspecialist visit 
notes are not required); and 

 Consultation notes if the member is receiving services from 
subspecialist; and 

 An assessment of the scope and duration of PDN services being 
requested; and 

 An assessment of the available support system must include but not 
limited to the following: 
o Availability of the member’s primary caregiver; and 
o Ability of the member’s primary caregiver to provide care; and 
o School attendance and availability of coverage for services by 

school district, if applicable; and 
o Primary caregiver’s work schedules, as applicable 

 
Additional documentation clarifying clinical status (such as well child check 
and/or specialist visit notes) may be requested if clinical documentation 
provided does not clearly support the hours being requested. 
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Renewal of Services 
Requests for renewal of PDN services (i.e., any request for PDN services 
subsequent to the initial request for PDN services made to 
UnitedHealthcare) will require submission of all of the following specific 
clinical documentation to support Medical Necessity: 
 Home Health Certification and Plan of Care (CMS-485) form signed by 

a physician (M.D. or D.O.); and 
 Nurses’ notes, logs and daily care flow sheets; and 
 Verification of primary caregiver’s employment schedule annually, as 

applicable 
 
Transition of Services 
If a member is transitioning from another health plan and is already 
receiving PDN services, then all of the following documentation must be 
submitted before the end of the required continuity of care period: 
 Home Health Certification and Plan of Care (CMS-485) signed by a 

physician (M.D. or D.O.); and 
 Nurses’ notes, logs and daily care flow sheets; and 
 Verification of primary caregiver’s employment schedule annually, as 

applicable 
 
Additional documentation for renewal and transition of services clarifying 
clinical status (such as well child check and/or specialist visit notes, seizure 
log, and ventilator, BIPAP, CPAP logs) may be requested if clinical 
documentation provided does not clearly support the hours being 
requested. 

Speech Generating 
Devices (for 
Mississippi Only) 

Aug. 1, 2021 Template Update 
 Created state-specific policy version for 

Mississippi 
Coverage Rationale 
 Replaced coverage guidelines with 

instruction to refer to the Mississippi 

For medical necessity clinical coverage criteria refer to the Mississippi 
Administrative Code Title 23: Medicaid Part 209, Durable Medical 
Equipment and Medical Supplies.  
 

https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
https://medicaid.ms.gov/wp-content/uploads/2020/10/Title-23-Part-209-DME-and-Medical-Supplies-eff-10.1.20.pdf
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Administrative Code Title 23: Medicaid 
Part 209, Durable Medical Equipment 
and Medical Supplies for medical 
necessity clinical coverage criteria 

Supporting information 
 Removed Definitions and References 

sections 
 Updated References section to reflect the 

most current information  
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Pediatric Outpatient 
Intensive Feeding 
Programs (for 
Nebraska Only) 

Sep. 1, 2021 A Feeding Disorder refers to a condition in which an individual is unable or refuses to eat, or has difficulty eating, resulting 
in failure to grow normally. Feeding disorders should not be confused with eating disorders, such as anorexia, which are 
more common in adolescence and adulthood. Some common types of feeding disorders in children include, but are not 
limited to, adipsia (the absence of thirst or the desire to drink); dysphagia (difficulty in swallowing); food avoidance; inability 
to self-feed; choking, gagging, or vomiting when eating; and difficulty transitioning from enteral feedings. 
 
Outpatient therapy is the most medically appropriate setting for these services unless the individual independently meets 
coverage criteria for a different level of care. Inpatient admission may be appropriate for management of acute problems in 
children who are undergoing operative procedures, are seriously ill with certain medical conditions, or at risk of harm.  
 
Services related to treating a pediatric feeding disorder are considered medically necessary when all of the following 
criteria are met: 
 A thorough medical evaluation has revealed a significant feeding disorder associated with a medical condition (e.g., 

failure to thrive, prematurity, neurologic conditions, developmental disability, gastrointestinal disorders, gastrostomy 
tube). The evaluation should include: 
o A thorough medical evaluation including neurologic, metabolic and gastrointestinal (specifically malabsorption and 

gastroesophageal reflux disease) clinical nutritional work-up as indicated; and 
o An evaluation to identify any structural or functional abnormalities; and 
o An evaluation of possible behavioral components. 
and 

 Adequate treatment for any contributing underlying medical conditions, if present, has occurred without resolution of 
the feeding problem; and 

 Conventional outpatient treatment has not succeeded. A two-month trial of conventional treatment that minimally 
utilizes a single modality must be documented; and 

 A treatment plan, individualized to each child, is developed and includes diagnosis, problem list, proposed treatment 
plan with specific interventions, and estimated length of treatment and  

 Physician will coordinate and oversee the treatment program; and 
 The treatment plan includes active participation/involvement of a parent or guardian.  

 
Note: Regular documentation of progress toward treatment goals is required to determine the medical necessity of 
continuation of a pediatric intensive multidisciplinary feeding program. 
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Pediatric intensive feeding programs are interdisciplinary programs that have been proposed to provide treatment for 
patients with impairment of oral intake. These programs combine medical and behavioral health techniques and provide 
these services on an intensive basis. The multidisciplinary services may include but are not limited to:  
 Gastroenterology  
 Behavior psychology  
 Nutrition  
 Social work  
 Occupational therapy  
 Speech therapy  

 
Note: When individuals receive concurrent physical, occupational, behavioral, or speech therapy, the therapists should 
provide different treatments that reflect each therapy discipline's unique perspective on the individual's impairments and 
functional deficits and not duplicate the same treatment. They must also have separate evaluations, treatment plans, and 
goals.  
 
A pediatric intensive multidisciplinary feeding program is considered not medically necessary for any of the following:  
 Treatment intended is to improve or maintain general physical condition  
 When a home feeding program can be utilized to continue therapy  
 Therapy that duplicates services already being provided as part of an authorized therapy program through another 

therapy discipline  
 Swallowing/feeding therapy for food aversions that are meeting normal growth and developmental milestones  

 
Interventions for behavioral therapy may be covered under the member's behavioral health benefits.  
 
Additional Considerations 
Speech therapy of the developmentally delayed child has included training to improve the functioning of oral and 
pharyngeal muscles. This oral-motor training is usually introduced before the emergence of speech.  
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The inclusion of a health service (e.g., test, drug, device or procedure) in this 
bulletin indicates only that UnitedHealthcare is adopting a new policy and/or 
updated, revised, replaced or retired an existing policy; it does not imply that 
UnitedHealthcare provides coverage for the health service. Note that most 
benefit plan documents exclude from benefit coverage health services identified 
as investigational or unproven/not medically necessary. Physicians and other 
health care professionals may not seek or collect payment from a member for 
services not covered by the applicable benefit plan unless first obtaining the 
member’s written consent, acknowledging that the service is not covered by the 
benefit plan and that they will be billed directly for the service. 
 
Note: The absence of a policy does not automatically indicate or imply coverage. 
As always, coverage for a health service must be determined in accordance with 
the member’s benefit plan and any applicable federal or state regulatory 
requirements. Additionally, UnitedHealthcare reserves the right to review the 
clinical evidence supporting the safety and effectiveness of a medical 
technology prior to rendering a coverage determination. 
 
UnitedHealthcare respects the expertise of the physicians, health care 
professionals, and their staff who participate in our network. Our goal is to 
support you and your patients in making the most informed decisions regarding 
the choice of quality and cost-effective care, and to support practice staff with a 
simple and predictable administrative experience. The Medical Policy Update 
Bulletin was developed to share important information regarding 
UnitedHealthcare Medical Policy, Medical Benefit Drug Policy, Coverage 
Determination Guideline, and Utilization Review Guideline updates. When 
information in this bulletin conflicts with applicable state and/or federal law, 
UnitedHealthcare follows such applicable federal and/or state law. 

Policy Update Classifications 
New 
New clinical coverage criteria have been adopted for a health service (e.g., test, 
drug, device or procedure) 
 
Updated 
An existing policy has been reviewed and changes have not been made to the 
clinical coverage criteria; however, items such as the clinical evidence, FDA 
information, and/or list(s) of applicable codes may have been updated 
 
Revised 
An existing policy has been reviewed and revisions have been made to the 
clinical coverage criteria 
 
Replaced 
An existing policy has been replaced with a new or different policy 
 
Retired 
The health service(s) addressed in the policy are no longer being managed or 
are considered to be proven/medically necessary and are therefore not 
excluded as unproven/not medically necessary services, unless coverage 
guidelines or criteria are otherwise documented in another policy 
 

 
 
 
 

The complete library of UnitedHealthcare Community Plan Medical Policies, Medical Benefit Drug Policies, Coverage Determination Guidelines, and 
Utilization Review Guidelines is available at UHCprovider.com > Policies and Protocols > Community Plan Policies > Medical & Drug Policies and Coverage 
Determination Guidelines for Community Plan. 

https://www.uhcprovider.com/en/policies-protocols/comm-plan-medicaid-policies/medicaid-community-state-policies.html
https://www.uhcprovider.com/en/policies-protocols/comm-plan-medicaid-policies/medicaid-community-state-policies.html
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