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Quarterly CPT® and HCPCS Code Updates 

Effective Apr. 1, 2022, 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 
Continuous Glucose Monitoring and 
Insulin Delivery for Managing Diabetes 
(for Mississippi Only) 

Medical Policy • Added A4238 and E2102 

Medical Therapies for Enzyme 
Deficiencies 

Medical Benefit 
Drug Policy 

Nexviazyme 
• Replaced C9085, J3490, and J3590 with J0219 

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

Medical Policy • Added 0306U, 0307U, 0313U, 0314U, and 0315U 
• Revised description for 0022U 

Omnibus Codes (for Mississippi Only) Medical Policy Cardiac Contractility Modulation using an Implantable Device 
• Added K1030 

Ryplazim® (Plasminogen, Human-Tvmh) 
(for Mississippi Only) 

Medical Benefit 
Drug Policy 

• Replaced C9399 with C9090 

Saphnelo™ (Anifrolumab-Fnia) (for 
Mississippi Only) 

Medical Benefit 
Drug Policy 

• Replaced C9086, J3490, and J3590 with J0491 

 

https://www.ama-assn.org/practice-management/cpt
https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/index.html
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Updated 
Policy Title Effective Date Summary of Changes 
Cognitive 
Rehabilitation (for 
Mississippi Only) 

Apr. 1, 2022 Coverage Rationale 
 Replaced reference to “InterQual® 2021, Apr. 2021 Release, LOC: Outpatient Rehabilitation & Chiropractic, 

Cerebrovascular Accident (CVA): Rehabilitation (Adult) and Traumatic Brain Injury (TBI): Rehabilitation (Adult)” with 
“InterQual® 2022, Mar. 2022 Release, LOC: Outpatient Rehabilitation & Chiropractic” 

Deep Brain and 
Cortical Stimulation 
(for Mississippi Only) 

Apr. 1, 2022 Coverage Rationale 
 Updated language to clarify responsive cortical stimulation is proven and medically necessary for treating refractory 

partial or focal seizure disorder 
Supporting Information 
 Updated Clinical Evidence and References sections to reflect the most current information 

 

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

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Coverage Rationale 
 Revised list of conditions/diagnoses 

for which therapeutic apheresis is 
proven and medically necessary; 
replaced: 
o “Hyperlipoproteinemia” with 

“lipoprotein(a) 
hyperlipoproteinemia” 

o “Inflammatory bowel disease via 
adsorptive cytapheresis” with 
“inflammatory bowel disease, 
ulcerative colitis/Crohn’s Disease 
via adsorptive cytapheresis” 

o “Paraproteinemic 
polyneuropathies via TPE” with 
“paraproteinemic demyelinating 
neuropathies via TPE” 

o “Sickle cell disease prevention of 
transfusional iron overload for 
individuals requiring chronic 
transfusion” with “sickle cell 

Therapeutic apheresis is proven and medically necessary for treating or 
managing the following conditions/diagnoses: 
 Acute inflammatory demyelinating polyneuropathy (Guillain-Barré 

syndrome), primary treatment  
 Acute liver failure (requiring High Volume Therapeutic Plasma Exchange 

(TPE-HV)) 
 Anti-glomerular basement membrane disease (Goodpasture’s syndrome) 

o Dialysis independent  
o Diffuse alveolar hemorrhage (DAH)  

 Chronic inflammatory demyelinating polyneuropathy (CIDP)  
 Cryoglobulinemia, second line therapy  
 Cutaneous T-cell lymphoma (CTCL); mycosis fungoides; Sézary 

syndrome, erythrodermic  
 Dilated cardiomyopathy, idiopathic, New York Heart Association Class II-

IV, via Immunoadsorption  
 Familial hypercholesterolemia 

o Homozygous  
o Heterozygous, second line therapy 

 Focal segmental glomerulosclerosis, recurrent in transplanted kidney, 
second line therapy 

 Graft-versus-host disease 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Apheresis (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

disease for individuals requiring 
chronic transfusion (receiving 
transfusions once every 5 weeks 
or more frequently)” 

o “Thrombotic microangiopathy, 
complement mediated (MCP 
mutations) and Shiga toxin 
mediated with absence of severe 
neurological symptoms” with 
“thrombotic microangiopathy” 

o “Cardiac transplantation, second 
line therapy, recurrent rejection” 
with “transplantation, cardiac, 
second line therapy, 
cellular/recurrent rejection” 

o “Major hematopoietic stem cell 
transplant, ABO incompatible, 
second line therapy” with 
“transplantation, hematopoietic 
stem cell, ABO incompatible 
(ABOi), second line therapy” 

o “ANCA-associated rapidly 
progressive glomerulonephritis 
(granulomatosis with polyangiitis 
and microscopic polyangiitis)” 
with “vasculitis, antineutrophil 
cytoplasmic antibodies (ANCA)-
associated” 

 Revised list of conditions/diagnoses 
for which therapeutic apheresis is 
unproven and not medically 
necessary: 
o Added: 

o Acute 
o Chronic, second line therapy  

 Hereditary hemochromatosis  
 Hypertriglyceridemic pancreatitis, severe  
 Hyperviscosity in hypergammaglobulinemia  
 Inflammatory bowel disease, ulcerative colitis/Crohn’s Disease via 

adsorptive cytapheresis  
 Lipoprotein(a) hyperlipoproteinemia  
 Multiple sclerosis, second line therapy  

o Acute central nervous system (CNS) inflammatory, demyelinating 
o Relapsing form with steroid resistant exacerbations  

 Myasthenia gravis, acute  
 Myeloma cast nephropathy, second line therapy  
 Neuromyelitis optica spectrum disorders (NMOSD/Devic’s syndrome), 

acute or relapse, second line therapy  
 N-methyl D-aspartate receptor antibody encephalitis  
 Paraproteinemic demyelinating neuropathies via Therapeutic Plasma 

Exchange (TPE) 
o Anti- myelin-associated glycoprotein (MAG)  
o Multifocal motor neuropathy  
o IgG/IgA 
o IgM  

 Pediatric autoimmune neuropsychiatric disorders associated with 
streptococcal infections (PANDAS) exacerbation  

 Peripheral vascular diseases 
 Polycythemia vera; erythrocytosis 
 Progressive multifocal leukoencephalopathy (PML) associated with 

natalizumab 
 Pruritus due to hepatobiliary diseases  
 Rheumatoid arthritis, refractory, second line therapy 
 Sickle cell disease  

o Acute stroke or multiorgan failure  
o Acute chest syndrome (ACS), severe, second line therapy  
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Apheresis (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 Acute liver failure (requiring 
TPE)  

 Dilated cardiomyopathy, 
idiopathic, New York Heart 
Association Class II-IV, via 
TPE  

 Myasthenia gravis, long term 
treatment  

 Myeloma cast nephropathy  
 Transplantation, 

hematopoietic stem cell, HLA 
desensitization  

 Vasculitis, ANCA-associated 
(AAV): 
 MPA/GPA/RLV: RPGN, 

Cr <5.7  
 EGPA 

o Removed: 
 Acute inflammatory 

demyelinating 
polyneuropathy (Guillain-
Barré syndrome), after IVIG 

 Dermatomyositis/polymyositis 
o Replaced: 

 “Age related macular 
degeneration” with “age 
related macular degeneration, 
dry” 

 “Autoimmune hemolytic 
anemia; warm autoimmune 
hemolytic anemia (WAIHA); 
cold agglutinin disease” with 
“autoimmune hemolytic 

o Stroke prevention  
o Individuals requiring chronic transfusion (receiving transfusions once 

every 5 weeks or more frequently) 
 Thrombotic microangiopathy, thrombotic thrombocytopenic purpura 

(TTP)  
 Transplantation, cardiac, second line therapy 

o Cellular/recurrent rejection  
o Desensitization  
o In children less than 40 months of age, ABO incompatible 

 Transplantation, hematopoietic stem cell, ABO incompatible (ABOi), 
second line therapy  
o Haemopoietic progenitor cells collected from marrow HPC(M) 
o Haemopoietic progenitor cells collected by apheresis HPC(A) 

 Transplantation, Liver, desensitization, ABOi living donor  
 Transplantation, Lung, bronchiolitis obliterans syndrome 
 Transplantation, Renal, ABO compatible: 

o Antibody mediated rejection  
o Desensitization, living donor  

 Transplantation, Renal, ABO incompatible, second line therapy 
o Antibody mediated rejection 

 Vasculitis, Antineutrophil cytoplasmic antibodies (ANCA)-associated  
o Dialysis dependent 
o DAH 

 Vasculitis 
o Behcet’s disease (adsorptive cytapheresis) 
o Idiopathic polyarteritis nodosa (PAN) (TPE) 

 Voltage gated potassium channel (VGKC) antibody-related diseases 
 Wilson’s disease, fulminant  

 
Due to insufficient evidence of efficacy, therapeutic apheresis including 
plasma exchange, plasmapheresis, or photopheresis is unproven and not 
medically necessary for treating or managing the following 
conditions/diagnoses, including but not limited to: 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Apheresis (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

anemia; severe warm 
autoimmune hemolytic 
anemia (WAIHA); severe cold 
agglutinin disease” 

 “Babesiosis” with 
“babesiosis, severe” 

 “Focal segmental 
glomerulosclerosis, native 
kidney, steroid resistant” with 
“focal segmental 
glomerulosclerosis, recurrent 
kidney transplant or steroid 
resistant in native kidney via 
LA or TPE” 

 “Hashimoto’s 
encephalopathy” with 
“steroid-responsive 
encephalopathy associated 
with autoimmune thyroiditis 
(Hashimoto’s 
encephalopathy)” 

 “Hematopoietic stem cell 
transplantation” with 
“transplantation, 
hematopoietic stem cell 
ABOi” 

 “Hemophagocytic 
lymphohistiocytosis” with 
“hemophagocytic 
lymphohistiocytosis 
(HLH)/hemophagocytic 
syndrome/macrophage 
activating syndrome “ 

 Acute disseminated encephalomyelitis (ADEM)  
 Acute liver failure (requiring TPE)  
 Age related macular degeneration, dry  
 Amyloidosis, systemic  
 Amyotrophic lateral sclerosis 
 ANCA-associated rapidly progressive glomerulonephritis, dialysis 

independent (Granulomatosis with polyangiitis; and Microscopic 
Polyangiitis)  

 Anti-glomerular basement membrane disease, dialysis dependent, without 
DAH (Goodpasture’s syndrome)  

 Aplastic anemia; pure red cell aplasia 
 Atopic (neuro-) dermatitis (atopic eczema), recalcitrant 
 Autoimmune hemolytic anemia; severe warm autoimmune hemolytic 

anemia (WAIHA); severe cold agglutinin disease  
 Babesiosis, severe  
 Burn shock resuscitation  
 Cardiac neonatal lupus  
 Catastrophic antiphospholipid syndrome/Hemolytic uremic syndrome  
 Chronic focal encephalitis (Rasmussen’s encephalitis)  
 Coagulation factor inhibitors  
 Complex regional pain syndrome  
 Cutaneous T-cell lymphoma; mycosis fungoides; Sézary syndrome, non-

erythrodermic  
 Dilated cardiomyopathy, idiopathic, New York Heart Association Class II-

IV, via TPE  
 Erythropoietic porphyria, liver disease  
 Focal segmental glomerulosclerosis, recurrent kidney transplant or steroid 

resistant in native kidney via LA or TPE  
 Hemolysis, Elevated Liver enzymes and Low Platelets (HELLP) syndrome  
 Hemophagocytic lymphohistiocytosis (HLH)/Hemophagocytic syndrome/ 

Macrophage activating syndrome  
 Heparin induced thrombocytopenia and thrombosis (HIT/HITT)  
 Hyperleukocytosis  
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Apheresis (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 “Henoch-Schönlein purpura” 
with “vasculitis, IgA (Henoch-
Schönlein purpura)”  

 “Hypertriglyceridemic 
pancreatitis, prevention” with 
“hypertriglyceridemic 
pancreatitis, prevention of 
relapse”  

 “Inflammatory bowel disease 
via extracorporeal 
photopheresis” with 
“inflammatory bowel disease, 
Crohn’s disease, via 
extracorporeal 
photopheresis” 

 “Multiple sclerosis, chronic 
(unless noted [in the policy] 
as proven)” with “multiple 
sclerosis, chronic” 

 “Overdose, venoms, and 
poisoning” with “overdose, 
envenomation, and 
poisoning” 

 “Paraproteinemic 
polyneuropathy (unless noted 
[in the policy] as proven)” 
with “paraproteinemic 
demyelinating 
polyneuropathies, multiple 
myeloma (2C)” 

 “Systemic lupus 
erythematosus, severe” with 
“systemic lupus 

 Hypertriglyceridemic pancreatitis, prevention of relapse  
 Immune thrombocytopenia  
 IgA nephropathy (Berger’s Disease)  
 Inflammatory bowel disease, Crohn’s Disease, via Extracorporeal 

Photopheresis  
 Lambert-Eaton myasthenic syndrome  
 Malaria  
 Multiple sclerosis, chronic  
 Myasthenia Gravis, long term treatment  
 Myeloma cast nephropathy  
 Nephrogenic systemic fibrosis  
 Neuromyelitis optica spectrum disorders (NMOSD), maintenance 
 Overdose, envenomation, and poisoning  
 Paraneoplastic neurologic syndromes  
 Paraproteinemic demyelinating polyneuropathies, multiple myeloma (2C) 
 PANDAS; Sydenham’s chorea, severe  
 Pemphigus vulgaris  
 Phytanic acid storage disease (Refsum’s disease)  
 Post transfusion purpura (PTP) 
 Psoriasis  
 Red cell alloimmunization, prevention and treatment  
 Scleroderma (systemic sclerosis)  
 Sepsis with multiorgan failure  
 Sickle cell disease (unless noted above as proven)  
 Steroid-responsive encephalopathy associated with autoimmune 

thyroiditis (Hashimoto’s encephalopathy)  
 Stiff-person syndrome  
 Sudden sensorineural hearing loss  
 Systemic lupus erythematosus, severe complications  
 Thrombocytosis 
 Thrombotic microangiopathy: 

o Coagulation mediated (THBD, DGKE, and PLG mutations)  
o Complement mediated (Factor H autoantibody and complement 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Apheresis (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
  

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 

erythematosus, severe 
complications” 

 “Thrombotic microangiopathy 
(unless noted [in the policy] 
as proven)” with “thrombotic 
microangiopathy: coagulation 
mediated (THBD, DGKE and 
PLG mutations), complement 
mediated (Factor H 
autoantibody and 
complement factor gene 
mutations), drug associated, 
infection associated (STEC-
HUS, severe; pHUS), 
transplantation associated” 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

factor gene mutations)  
o Drug associated  
o Infection associated (STEC-HUS, severe; pHUS)  
o Transplantation associated  

 Thyroid storm  
 Toxic epidermal necrolysis (TEN)  
 Transplantation, cardiac 

o Rejection prophylaxis  
o Antibody mediated rejection  

 Transplantation, hematopoietic stem cell ABOi: 
o HLA desensitized 
o Minor ABOi HPC(A)  
o Major/minor ABOi w/pure RBC aplasia  

 Transplantation, hematopoietic stem cell, HLA desensitization  
 Transplantation, Liver 

o ABO incompatible 
o Antibody mediated rejection 

 Transplantation, Lung  
o Antibody mediated rejection 
o Desensitization  

 Transplantation, Renal, ABO compatible, desensitization, deceased donor  
 Vasculitis, ANCA-associated (AAV) 

o MPA/GPA/RLV: RPGN, Cr < 5.7  
o EGPA  

 Vasculitis, IgA (Henoch-Schönlein purpura)  
 Vasculitis (unless noted above as proven)  

 
Note: Refer to the Description of Services section of the policy for information 
regarding all apheresis-based procedures. 

Electrical and 
Ultrasound Bone 
Growth Stimulators 
(for Mississippi Only) 

May 1, 2022 
 
 
 

Coverage Rationale 
 Replaced language indicating: 

o “The use of invasive or 
noninvasive spinal electrical bone 

The use of invasive or noninvasive spinal electrical bone growth stimulator 
is proven and medically necessary as an adjunct to lumbar spinal fusion 
surgery when the following two criteria are met: 
• Radiographic evidence of skeletal maturity; and 
• Increased risk for fusion failure demonstrated by any of the following: 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Electrical and 
Ultrasound Bone 
Growth Stimulators 
(for Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

growth stimulator is considered 
proven and medically necessary 
as an adjunct to lumbar spinal 
fusion surgery” with “the use of 
invasive or noninvasive spinal 
electrical bone growth stimulator 
is proven and medically necessary 
as an adjunct to lumbar spinal 
fusion surgery” 

o “The use of invasive or noninvasive 
spinal electrical bone growth 
stimulators is unproven and not 
medically necessary for the 
treatment of all other indications 
[not listed in the policy as proven 
and medically necessary]” with 
“the use of invasive or noninvasive 
electrical bone growth stimulators 
is unproven and not medically 
necessary for the treatment of all 
other indications [not listed in the 
policy as proven and medically 
necessary]” 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

o Previously failed fusion at the same site, when minimum of six months 
has elapsed since the last surgical procedure  

o Spinal fusion performed or to be performed at more than one level as 
part of a single surgery 

o Comorbid conditions associated with compromised bone healing 
(e.g., diabetes, obesity, osteoporosis, current tobacco use) 

o Spondylolisthesis grade II or greater 
 
The use of invasive or noninvasive electrical bone growth stimulators is 
unproven and not medically necessary for the treatment of all other 
indications due to insufficient evidence of efficacy and/or safety. 
 
The use of ultrasonic bone growth stimulators is proven and medically 
necessary for the treatment of nonunion of long bone fractures when all of 
the following criteria are met: 
 Fracture gap is less than or equal to 1 cm 
 Radiographic evidence of a persistent fracture line without bridging callus 

is present for 3 months or more  
 Fracture reduced and immobilized 
 Less than 6 months have passed since the date of most recent surgical 

operation 
 Fracture that is not pathological or associated with malignancy 
 Radiographic evidence of skeletal maturity 

 
The use of ultrasonic bone growth stimulators is unproven and not 
medically necessary for the treatment of all other indications due to 
insufficient evidence of efficacy and/or safety. 

Genetic Testing for 
Hereditary Cancer (for 
Mississippi Only) 
 

May 1, 2022 
 
 
 
 

Coverage Rationale 
 Added language to indicate single 

gene testing and known mutation 
testing for familial cancer is proven 
and medically necessary 

Genetic counseling is strongly recommended prior to these tests in order to 
inform persons being tested about the advantages and limitations of the test 
as applied to a unique person. 
 
Single gene testing and known mutation testing for familial cancer is 
proven and medically necessary. 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Genetic Testing for 
Hereditary Cancer (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 Replaced language indicating 
“genetic testing for BRCA1 and 
BRCA2 or Multi-Gene hereditary 
cancer Panels with RNA testing is 
unproven and not medically necessary 
for all indications” with “RNA Panel 
testing for hereditary cancers is 
unproven and not medically necessary 
for all indications” 

Hereditary Breast and Ovarian 
Cancer Panel Testing 
 Replaced references to “genetic 

testing for BRCA1 and BRCA2” with 
“genetic testing Panels for High 
Penetrance Breast Cancer 
Susceptibility Genes” 

 Revised list of proven and medically 
necessary indications for: 
Individuals With a Personal History 
of a BRCA-Related Cancer 
o Added “women with a personal 

history of lobular breast cancer 
with personal or family history of 
diffuse gastric cancer” 

o Removed “a known 
BRCA1/BRCA2 mutation in a 
Close Blood Relative” 

o Replaced “women with a personal 
history of Triple-Negative Breast 
Cancer diagnosed at age 60 or 
younger” with “women with a 
personal history of Triple-Negative 

Hereditary Breast and Ovarian Cancer Panel Testing 
Genetic testing Panels for High Penetrance Breast Cancer Susceptibility 
Genes for individuals with a personal history of a BRCA-Related Cancer 
are proven and medically necessary in the following situations: 
 At least one first- or second-degree relative with a BRCA-Related Cancer; 

or 
 Ashkenazi Jewish ancestry; or 
 An unknown or Limited Family History; or 
 A BRCA 1/2 pathogenic mutation detected in tumor tissue; or 
 A personal history of pancreatic cancer; or  
 Men with a personal history of Breast Cancer; or 
 Men with a personal history of metastatic prostate cancer; or  
 Women with a personal history of Ovarian Cancer; or 
 Women with a personal history of Breast Cancer in any of the following 

situations:  
o Metastatic Breast Cancer; or  
o Breast Cancer diagnosed at age 45 or younger; or 
o An additional Breast Cancer primary (prior diagnosis or bilateral 

cancer); or 
o Triple-Negative Breast Cancer diagnosed at any age 
o Lobular breast cancer with personal or family history of diffuse gastric 

cancer 
 Individual has a Tyrer-Cuzick, BRCAPro or Penn11 Score of 2.5% or 

greater for a BRCA1/2 pathogenic variant. 
 
Genetic testing Panels for High Penetrance Breast Cancer Susceptibility 
Genes for individuals without a personal history of a related cancer are 
proven and medically necessary in the following situations: 
 At least one first- or second-degree relative with a BRCA-Related Cancer; 

or 
 Ashkenazi Jewish ancestry and at least one Close Blood Relative with a 

BRCA-Related Cancer; or 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Genetic Testing for 
Hereditary Cancer (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Breast Cancer diagnosed at any 
age” 

Individuals Without a Personal 
History of a Related Cancer 
o Removed “a known 

BRCA1/BRCA2 mutation in a 
Close Blood Relative” 

Other Hereditary Cancer Syndrome 
Multi-Gene Panel Testing 
 Replaced language indicating: 

o “Genetic testing with a Multi-Gene 
hereditary cancer Panel in 
individuals with a personal history 
of cancer is proven and medically 
necessary if all the [listed] criteria 
are met” with “genetic testing with 
a Multi-Gene hereditary cancer 
Panel in individuals with a 
personal history of a primary solid 
tumor cancer is proven and 
medically necessary if all the 
[listed] criteria are met” 

o “Genetic testing with a Multi-Gene 
hereditary cancer Panel in 
individuals without a personal 
history of cancer is proven and 
medically necessary if all the 
[listed] criteria are met” with 
“genetic testing with a Multi-Gene 
hereditary cancer Panel in 
individuals without a personal 
history of a primary solid tumor 
cancer is proven and medically 

 Individual has a Tyrer-Cuzick, BRCAPro, or Penn11 Score of 5% or greater 
for a BRCA1/2 pathogenic variant 

 
Genetic testing Panels for High Penetrance Breast Cancer Susceptibility 
Genes are unproven and not medically necessary for all other indications 
including: 
  Screening for cancer risk for individuals not listed in the proven 

indications above; or  
  Risk assessment of other cancers; or 
  Confirmation of direct to consumer genetic testing without meeting any of 

the proven indications above. 
 
Other Hereditary Cancer Syndrome Multi-Gene Panel Testing 
Genetic testing with a Multi-Gene hereditary cancer Panel in individuals 
with a personal history of a primary solid tumor cancer is proven and 
medically necessary if all the following criteria are met: 
 The suspected hereditary cancer syndromes can be diagnosed by testing 

two or more genes included in the specific hereditary cancer panel; and 
o A personal history of at least two different primary solid tumor 

cancers ; or 
o A personal history of BRCA-related cancer diagnosed at age 40 or 

younger; or 
o A personal history of BRCA-related cancer and at least one Close 

Blood Relative with a cancer associated with Lynch Syndrome; or 
o At least one Close Blood Relative diagnosed with a BRCA-Related 

Cancer at age 40 or younger; or 
o At least two Close Blood Relatives (in addition to affected individual) 

on the same side of the family diagnosed with any primary solid tumor 
cancer; or 

o A personal history of cancer associated with Lynch Syndrome; or  
o A personal history of cancer where tumor testing results demonstrate 

that the cancer was MSI-high or had immunohistochemical staining 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Genetic Testing for 
Hereditary Cancer (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

necessary if all the [listed] criteria 
are met” 

 Revised coverage criteria for: 
Individuals With a Personal History 
of a Primary Solid Tumor Cancer 
o Replaced criterion requiring: 

 “A personal history of at least 
two different cancers (e.g., 
Breast and Ovarian)” with “a 
personal history of at least 
two different primary solid 
tumor cancers” 

 “At least two Close Blood 
Relatives on the same side of 
the family diagnosed with any 
cancer” with “at least three 
Close Blood Relatives (in 
addition to affected 
individual) on the same side 
of the family diagnosed with 
any primary solid tumor 
cancer” 

Individuals Without a Personal 
History of a Primary Solid Tumor 
Cancer 
o Added criterion requiring at least 

one first-degree relative 
diagnosed with at least two 
different primary solid tumor 
cancers 

o Replaced criterion requiring: 
 “At least three Close Blood 

Relatives, on the same side of 

showing the absence of one or more mismatch repair proteins 
(MLH1, MSH2, MSH6 or PMS2); or  

o A personal history of colorectal polyposis with at least 10 
adenomatous polyps, at least 2 hamartomatous polyps or at least 5 
serrated polyps/lesions proximal to the rectum; or 

o The individual has a PREMM5, MMRpro or MMRpredict Score of 
2.5% or greater for having a Lynch syndrome gene mutation. 

 
Genetic testing with a Multi-Gene hereditary cancer Panel in individuals 
without a personal history of a primary solid tumor cancer is proven and 
medically necessary if all the following criteria are met: 
• The suspected hereditary cancer syndromes can be diagnosed by testing 

two or more genes included in the specific hereditary cancer Panel; and 
o At least one first-degree relative diagnosed with at least two different 

primary solid tumor cancers; or 
o At least one first- or second-degree relative diagnosed with a BRCA-

Related Cancer at age 40 or younger; or 
o At least three Close Blood Relatives, on the same side of the family, 

diagnosed with any primary solid tumor cancer; or 
o At least one first-degree relative with a cancer associated with Lynch 

Syndrome; or 
o At least one second-degree relative with a cancer associated with 

Lynch Syndrome diagnosed at age 50 or younger; or 
o At least one second-degree relative with at least two cancers 

associated with Lynch Syndrome; or 
o Two or more second-degree relatives with a cancer associated with 

Lynch Syndrome; or 
o At least one first- or second-degree relative with a clinical diagnosis of 

Familial Adenomatous Polyposis, Attenuated Familial Adenomatous 
Polyposis, Juvenile Polyposis Syndrome or Peutz-Jeghers Syndrome; 
or 

o The individual has a PREMM5, MMRpro or MMRpredict Score of 5% 
or greater for having a Lynch syndrome gene mutation. 
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the family, diagnosed with 
any cancer” with “at least 
three Close Blood Relatives, 
on the same side of the 
family, diagnosed with any 
primary solid tumor cancer” 

 “At least one first- or second-
degree relative with a cancer 
associated with Lynch 
Syndrome diagnosed at age 
50 or younger” with “at least 
one second-degree relative 
with a cancer associated with 
Lynch Syndrome diagnosed 
at age 50 or younger” 

 “At least one first- or second-
degree relative with at least 
two cancers associated with 
Lynch Syndrome” with “at 
least one second-degree 
relative with at least two 
cancers associated with 
Lynch Syndrome” 

 “Two or more first- or second-
degree relatives with a cancer 
associated with Lynch 
Syndrome” with “two or more 
second-degree relatives with 
a cancer associated with 
Lynch Syndrome” 

Definitions 
 Added definition of “High Penetrance 

Breast Cancer Susceptibility Genes” 

Genetic testing with a Multi-Gene hereditary cancer Panel in individuals 
diagnosed with cancer at age 18 or younger is proven and medically 
necessary. 
 
Multi-Gene hereditary cancer Panels are unproven and not medically 
necessary for all other indications.  
 
RNA Panel testing for hereditary cancers is unproven and not medically 
necessary for all indications. 
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Applicable Codes 
BRCA1 and BRCA2  
 Removed CPT codes 81212, 81215, 

and 81217 
Multi-Gene Panel 
 Added CPT code 81479 

Supporting Information 
 Updated Description of Services, 

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

 Removed CMS section 
Omnibus Codes (for 
Mississippi Only) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Coverage Rationale 
 Added guidelines for: 

3D Volumetric Imaging and 
Reconstruction of Breast or 
Axillary Lymph Node Tissue (CPT 
code 0694T) (new to policy) 
o Added language to indicate three-

dimensional (3D) volumetric 
imaging and reconstruction of 
breast or axillary lymph node 
tissue is unproven and not 
medically necessary due to 
insufficient evidence of safety 
and/or efficacy 

Comprehensive Full-Body Motion 
Analysis (CPT code 0693T) (new 
to policy) 
o Added language to indicate 

comprehensive full-body, 

Refer to the policy for complete details. 
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computer-based, markerless 3D 
kinematic and kinetic motion 
analysis is unproven and not 
medically necessary for all 
indications due to insufficient 
evidence of safety and/or efficacy 

External Upper Limb Tremor 
Stimulators of the Peripheral 
Nerves of the Wrist (CPT codes 
K1018 and K1019) (new to policy) 
o Added language to indicate 

external upper limb tremor 
stimulators of the peripheral 
nerves of the wrist and the related 
monthly supplies to treat essential 
tremor are unproven and not 
medically necessary due to 
insufficient evidence of safety 
and/or efficacy 

PureWick™ Female External 
Catheter and the PureWick™ 
Urine Collection System (CPT 
code K1006) (new to policy) 
o Added language to indicate the 

PureWick™ Female External 
Catheter and the PureWick™ Urine 
Collection System are unproven 
and not medically necessary for 
managing urinary incontinence 
due to insufficient evidence of 
efficacy 



 
 
 
 
 

Medical Policy Updates 
 

 
Page 17 of 40 UnitedHealthcare Community Plan of Mississippi Medical Policy Update Bulletin: April 2022 

Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Omnibus Codes (for 
Mississippi Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Radiofrequency (RF) Therapy 
(CPT codes 0672T, 53860, 
53899, and 58999) (new to policy) 
o Added language to indicate 

radiofrequency (RF) therapy, 
including but not limited to 
cryogen-cooled monopolar 
radiofrequency (CMRF), 
monopolar RF, multipolar RF, RF-
lifting, and temperature controlled 
RF therapies for the treatment of 
stress urinary incontinence (SUI) 
is unproven and not medically 
necessary due to insufficient 
evidence of safety and/or efficacy 

 Updated guidelines for: 
Closure (Occlusion) of the Left 
Atrial Appendage (LAA) (CPT 
codes 33267, 33268, 33269, 
33340, and 33999) 
o Added CPT codes 33267, 33268, 

and 33269 to reflect annual edits 
o Replaced language indicating: 

 “Implantable cardiac devices 
for percutaneous closure 
(occlusion) of the left atrial 
appendage (LAA) are proven 
and medically necessary” 
with “implantable cardiac 
devices for percutaneous 
endovascular closure 
(occlusion) of the left atrial 
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appendage (LAA) are proven 
and medically necessary” 

 “Surgical closure (occlusion) 
of the LAA using AtriClip, 
whether performed during 
open-heart surgery or as a 
stand-alone thoracoscopic 
procedure, is unproven” with 
“open or thoracoscopic 
surgical closure (occlusion) of 
the LAA using any method 
(e.g., excision, isolation via 
stapling, oversewing, ligation, 
plication, clip) is unproven” 

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

 Updated list of applicable CPT codes 
for: 
Aquapheresis (Ultrafiltration) 
(CPT codes 0692T, 37799, and 
90999) 
o Added 0692T* 
Drug-Eluting Punctal Plugs or 
Implants into the Lacrimal 
Canaliculus (CPT code 68841) 
o Added 68841* 
o Removed 0356T* 
PillCam Colon 2 Capsule 
Endoscopy System (CPT code 
91113) 
o Added 91113* 
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May 1, 2022 o Removed 0355T* 
Transperineal Periurethral 
Balloon Continence Devices 
(CPT codes 53451, 53452, 
53453, and 53454) 
o Added 53451*, 53452*, 53453*, 

and 53454* 
o Removed 0548T*, 0549T*, 

0550T*, and 0551T* 
UroCuff Test (CPT codes 53899 
and 55899) 
o Added 55899 
(*annual edit) 

Skin and Soft Tissue 
Substitutes (for 
Mississippi Only) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Coverage Rationale 
 Added language to indicate: 

o Grafix® (GrafixPL, GrafixPRIME, 
GrafixPL PRIME) (non-injectable) 
is proven and medically necessary 
for treating diabetic foot ulcer 
when all of the [listed] criteria are 
met 

o Grafix is limited to one application 
per week for up to 12 weeks 

o Grafix is unproven and not 
medically necessary for all other 
indications including but not 
limited to application more 
frequently than once a week or 
beyond 12 weeks 

 Revised coverage criteria for EpiFix 
(non-injectable): 
o Added criterion requiring: 

EpiFix® or Grafix® (GrafixPL, GrafixPRIME and GrafixPL 
PRIME) (Non-Injectable)  
EpiFix or Grafix is proven and medically necessary for treating diabetic foot 
ulcer when all of the following criteria are met:  
• Adequate circulation to the affected extremity as indicated by one or more 

of the following:  
o Pedal pulses palpable  
o Ankle-brachial index (ABI) between 0.7 and 1.2  
o Dorsum transcutaneous oxygen test (TcPO2) ≥ 30 mm Hg within the 

last 60 days 
o Triphasic or biphasic Doppler arterial waveforms at the ankle of 

affected leg 
• Optimal glucose control Glycated hemoglobin test (HgA1c) < 12% (within 

the last 90 days)  
• Individual has a diagnosis of Type 1 or Type 2 diabetes 
• Ulcer size ≥ 1 cm2 and <  25 cm2 
• Ulcer has failed to demonstrate Measurable Signs of Healing with at least 

4 weeks of standard wound care which includes all of the following: 
o Application of dressings to maintain a moist wound environment  
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 Adequate circulation to the 
affected extremity as 
indicated by pedal pulses 
palpable 

o Removed criterion requiring: 
 Serum creatinine < 3.0 mg/dL 

(within the last 6 months) 
 Individual does not have a 

diagnosis of autoimmune 
connective tissue disease 

 Individual is not receiving 
radiation therapy or 
chemotherapy 

 Individual is not taking 
medications considered to be 
immune system modulators 

o Replaced criterion requiring: 
 “Adequate circulation to the 

affected extremity as 
indicated by dorsum 
transcutaneous oxygen test 
(TcPO2) ≥ 30 mm Hg” with 
“adequate circulation to the 
affected extremity as 
indicated by dorsum 
transcutaneous oxygen test 
(TcPO2) ≥ 30 mm Hg within 
the last 60 days” 

 “Glycated hemoglobin test 
(HgA1c) < 12% (within the last 
60 days)” with “optimal 
glucose control glycated 
hemoglobin test (HgA1c) < 

o Debridement of necrotic tissue if present 
o Offloading 

• Individual does not have active Charcot deformity or major structural 
abnormalities of the affected foot 

• Individual does not have a known or suspected malignancy of the current 
ulcer being treated 

• Standard wound care continues 
• Ulcer being treated does not extend to tendon, muscle, capsule or bone 
 
EpiFix and Grafix Application Limitations  
• EpiFix is limited to one application per week for up to 12 weeks 
• Grafix is limited to one application per week for up to 12 weeks 
 
Due to insufficient evidence of efficacy, EpiFix and/or Grafix are unproven 
and not medically necessary for all other indications including but not 
limited to: 
• EpiFix application more frequently than once a week or beyond 12 weeks 
 Grafix application more frequently than once a week or beyond 12 weeks 

 
TransCyte™ 
TransCyte is proven and medically necessary for treating surgically 
excised Full-Thickness Thermal Burn wounds and deep Partial-Thickness 
Thermal Burn wounds before autograft placement.  
 
TransCyte is unproven and not medically necessary for all other indications 
due to insufficient evidence of efficacy. 
 

Other Skin and Soft Tissue Substitutes 
The following skin and soft tissue substitutes are unproven and not 
medically necessary for any indication* due to insufficient evidence of 
efficacy: 
 Affinity® 
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12% (within the last 90 days)”  
 “Ulcer size ≥ 1 cm2 and < 

 25 cm2” with “Ulcer size ≥ 
1 cm2 and ≤  25 cm2” 

 “EpiFix is used in conjunction 
with standard wound care” 
with “standard wound care 
continues” 

 “Individual does not have 
active Charcot deformity or 
major structural abnormalities 
of the foot” with “individual 
does not have active Charcot 
deformity or major structural 
abnormalities of the affected 
foot” 

 “Individual does not have a 
known or suspected 
malignancy of current ulcer” 
with “individual does not have 
a known or suspected 
malignancy of the current 
ulcer being treated” 

 “Individual does not have an 
ulcer extending to tendon, 
muscle, capsule or bone” 
with “ulcer being treated does 
not extend to tendon, muscle, 
capsule or bone” 

 Revised list of skin and soft tissue 
substitutes that are unproven and not 
medically necessary for any 
indication: 

 AlloGen™ 
 AlloSkin™ 
 AlloWrap® 
 Altiply® 
 Amnio Wound™ 
 Amnio Wrap2™ 
 AmnioAMP-MP™ 
 AmnioArmor™  
 AmnioBand®  
 AmnioCore  
 Amniocyte Plus™ 
 AMNIOEXCEL®, AMNIOEXCEL Plus, or BioDExcel™ 
 AmnioFix® 
 AMNIOMATRIX® or BioDMatrix™ 
 Amnio-Maxx™ or Amnio-Maxx™ Lite 
 Amniorepair 
 Amniotext 
 Amniotext patch 
 Amnion Bio™ 
 AMNIPLY™ 
 Architect® 
 Artacent® Cord 
 Artacent Wound or Artacent AC 
 ArthroFLEX® 
 Ascent™  
 AxoBioMembrane™  
 Axolotl™ Ambient or Axolotl Cryo 
 Axolotl Graft or Axolotl DualGraft 
 BellaCell HD™ 
 bio-ConneKt® 
 BioDfence™ or BioDFence DryFlex™ 
 Bioskin™  
 Bioskin Flow 
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o Added: 
 Cellesta Flowable Amnion 
 Grafix Core 
 Vendaje 
 Vim 
 Zenith Amniotic Membrane 

o Removed: 
 BionextPatch 
 carePATCH 
 Grafix® 
 GrafixPL® 
 Grafix PRIME® 
 GrafixPL PRIME® 

Definitions 
 Added definition of “Xenograft” 

Supporting Information 
 Updated Description of Services, 

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

 
 
 
 
 
 

 Biovance® 
 BioWound™, BioWound Plus, or BioWound Xplus 
 Cellesta™ or Cellesta Duo 
 Cellesta Cord 
 Cellesta Flowable Amnion 
 CLARIX®  
 CLARIX FLO® 
 Cogenex (amniotic membrane and flowable amnion) 
 Coll-e-Derm™ 
 Conexa™ 
 Corecyte™ 
 Coretext™ or Protext™ 
 CorMatrix® 
 Corplex™ 
 Corplex p 
 Cryo-Cord™ 
 Cygnus™ 
 Cymetra™ 
 Cytal™ 
 DermACELL®*, DermACELL AWM® or DermACELL AWM Porous (see 

asterisked note below when DermACELL is used during breast 
reconstruction) 

 Dermacyte® 
 Derma-Gide™ 
 DermaPure™ 
 DermaSpan™ 
 Dermavest® or Plurivest® 
 Derm-Maxx 
 EpiCord® 
 EpiFix®, injectable 
 Excellagen® 
 E-Z Derm® 
 FlowerAmnioFlo™ or FlowerFlo™ 
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 FlowerAmnioPatch™ or FlowerPatch™ 
 FlowerDerm™ 
 Fluid Flow™ 
 Fluid GF™ 
 GammaGraft™ 
 Genesis Amniotic Membrane 
 Grafix Core 
 Guardian 
 Helicoll™ 
 hMatrix® 
 Hyalomatrix® 
 Integra® Flowable Wound Matrix 
 InteguPly® 
 Interfyl™ 
 Keramatrix®  
 Kerasorb® 
 Kerecis™ Omega3  
 Keroxx™ 
 Matrion™ 
 MatriStem® 
 Mediskin™ 
 Membrane Graft™ 
 Membrane Wrap™ 
 MemoDerm™ 
 MIRODERM™ 
 MyOwn Skin™ 
 NeoPatch™ 
 NEOX® 
 NEOX FLO® 
 Novachor™ 
 Novafix™ 
 Novafix™ DL 
 NuDYN™ 
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 NuShield® 
 PalinGen® Amniotic Tissue Allograft and PalinGen Flow products 
 Polycyte™ 
 PriMatrix® 
 Procenta® 
 ProgenaMatrix™ 
 ProMatrX™ 
 PuraPly®, PuraPly AM, or PuraPly XT 
 REGUaRD™ 
 Repriza® 
 Restorigin™ 
 Revita™ 
 Revitalon® 
 SkinTE™ 
 STRATTICE™ 
 Stravix™ or StravixPL™ 
 Surederm™ 
 Surfactor® 
 SurGraft™  
 SurgiCORD™  
 SurgiGRAFT™ 
 SurgiGRAFT-DUAL 
 Talymed® 
 TenSIX® 
 TheraSkin® 
 Therion™ 
 TranZgraft® 
 TruSkin™ 
 Vendaje 
 Vim 
 WoundEx® 
 WoundEx™ Flow 
 WoundFix™, WoundFix Plus, or WoundFix Xplus 
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 Xcellerate™ 
 XCM BIOLOGIC® Tissue Matrix 
 XWRAP™ 
 Zenith Amniotic Membrane 

 
*Refer to the Coverage Determination Guideline titled Breast Reconstruction 
Post Mastectomy and Poland Syndrome (for Mississippi Only) for information 
about coverage for skin and soft tissue substitutes used during post 
mastectomy breast reconstruction procedures. 
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 Added ICD-10 diagnosis codes D57.0, D57.2, D57.21, D57.3, D57.4, D57.41, D57.43, D57.45, D57.8, D57.81, D57.813, 

and D57.818 
 Revised description for ICD-10 diagnosis code D57.819 

Supporting Information 
 Updated Clinical Evidence and References sections to reflect the most current information 
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Coverage Rationale 
 Revised list of drug products (at 

least two required) the patient has 
a history of failure following a trial 
for at least 4 weeks or history of 
intolerance; added cladribine 
(Mavenclad) 

Supporting Information 
 Updated References section to 

reflect the most current information 
 

Lemtrada (alemtuzumab) is proven and medically necessary for treatment of 
relapsing forms of multiple sclerosis when all of the following criteria are met: 
 Diagnosis of relapsing forms of multiple sclerosis (MS) (e.g., relapsing-

remitting MS, active secondary-progressive MS); and 
 One of the following: 

o Treatment-naïve to alemtuzumab: 
 Patient has history of failure following a trial for at least 4 weeks or 

history of intolerance to at least two of the following: 
 Interferon β-1a (Avonex® or Rebif®) 
 Interferon β-1b (Betaseron® or Extavia®) 
 Glatiramer acetate (Copaxone® or Glatopa®) 
 Dimethyl fumarate (Tecfidera®) 
 Teriflunomide (Aubagio®) 
 Fingolimod (Gilenya®) 
 Peginterferon beta-1a (Plegridy™) 
 Natalizumab (Tysabri®) 
 Ocrelizumab (Ocrevus®) 
 Rituximab (Rituxan®, Riabni™, Truxima®, Ruxience™) 
 Siponimod (Mayzent®) 
 Ozanimod (Zeposia®) 
 Ofatumumab (Kesimpta®) 
 Monomethyl fumarate (Bafiertam) 
 Cladribine (Mavenclad) 

and 
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 Patient has not been previously treated with alemtuzumab; and 
 Patient is not receiving alemtuzumab in combination with another 

disease modifying agent for multiple sclerosis (e.g., interferon beta 
preparations, glatiramer acetate, natalizumab, fingolimod, 
teriflunomide, ocrelizumab, etc.); and 

 Initial dosing is administered: 12 mg intravenously daily for 5 
consecutive days; and 

 Regimen is administered only once within 12 months; and 
 Initial authorization is for no more than 12 months 
or 

o Treatment-experienced with alemtuzumab: 
 Patient has previously received treatment with alemtuzumab; and 
 Documentation of positive clinical response to alemtuzumab 

therapy; and 
 Patient is not receiving alemtuzumab in combination with another 

disease modifying agent for multiple sclerosis (e.g., interferon beta 
preparations, glatiramer acetate, natalizumab, fingolimod, 
teriflunomide, ocrelizumab, etc.); and 

 Retreatment dosing is administered: 12 mg intravenously daily for 3 
consecutive days; and  

 Regimen is administered only once within 12 months; and 
 Authorization is for no more than 12 months 

 
Alemtuzumab is unproven and not medically necessary for the treatment of: 
 Rheumatoid arthritis 
 Autoimmune neutropenia 
 Autoimmune hemolytic anemia 
 Pure red cell aplasia 
 Immune thrombocytopenic purpura 
 Evans syndrome 
 Autoimmune pancytopenia 
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Coverage Rationale 
 Revised list of applicable long-

acting injectable antiretroviral 
products; added Apretude 
(cabotegravir) 

 Added language to indicate: 
o Apretude (cabotegravir) has 

been added to the Review at 
Launch program and 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 Apretude (cabotegravir) is 
proven to reduce the risk of 
sexually acquired HIV-1 
infection in at-risk adults and 
adolescents weighing at least 
35kg 

o Apretude is medically 
necessary when the following 
additional criteria are met: 
Initial Therapy 
 Used for HIV-1 pre-

exposure prophylaxis 
(PrEP) 

 Patient has a negative HIV-
1 test 

 Provider confirms that the 
patient will be tested for 

This policy refers to the following long-acting injectable antiretroviral products: 
 Apretude (cabotegravir) 
 Cabenuva (cabotegravir/rilpivirine) 

 
Apretude (cabotegravir) is proven to reduce the risk of sexually acquired HIV-
1 infection in at-risk adults and adolescents weighing at least 35kg. Apretude 
is medically necessary when the following additional criteria are met: 
 For initial therapy, all of the following: 

o Used for HIV-1 pre-exposure prophylaxis (PrEP); and 
o Patient has a negative HIV-1 test; and 
o Provider confirms that the patient will be tested for HIV-1 infection with 

each subsequent injection; and  
o Patient is not an appropriate candidate for oral PrEP (e.g. difficulty with 

adherence to prior oral PrEP, significant renal disease); and 
o Provider attests that patient demonstrates treatment readiness by both 

of the following: 
 Patient understands the risks of missed doses of Apretude 
 Patient has the ability to adhere to the required every 2 months 

injection and testing appointments;  
 and 
o Dosing is in accordance with the United States Food and Drug 

Administration approved labeling; and 
o Initial authorization is for no more than 12 months. 

 For continuation therapy, all of the following:  
o Patient has previously received treatment with Apretude; and 
o Patient has a negative HIV-1 test; and 
o Provider confirms that the patient will be tested for HIV-1 infection with 

each subsequent injection; and  
o Dosing is in accordance with the United States Food and Drug 

Administration approved labeling; and 
o Authorization is for no more than 12 months. 
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HIV-1 infection with each 
subsequent injection 

 Patient is not an 
appropriate candidate for 
oral PrEP (e.g., difficulty 
with adherence to prior 
oral PrEP, significant renal 
disease) 

 Provider attests that 
patient demonstrates 
treatment readiness by 
both of the following: 
 Patient understands 

the risks of missed 
doses of Apretude 

 Patient has the ability 
to adhere to the 
required every 2 
months injection and 
testing appointments 

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

 Initial authorization is for 
no more than 12 months 

Continuation Therapy  
 Patient has previously 

received treatment with 
Apretude 

 Patient has a negative HIV-
1 test 

Apretude is unproven and not medically necessary for the treatment of 
human immunodeficiency virus type-1 (HIV-1). 
 
Cabenuva (cabotegravir/rilpivirine) is proven for the treatment of a human 
immunodeficiency virus type-1 (HIV-1) in patients who are virologically 
suppressed (HIV-1 RNA less than 50 copies per mL). Cabenuva is medically 
necessary when the following additional criteria are met: 
 For initial therapy, all of the following: 

o Diagnosis of HIV-1 infection; and 
o Patient has no prior virologic failures or baseline resistance to either 

cabotegravir or rilpivirine; and 
o Patient is currently on a stable antiretroviral regimen; and  
o Submission of medical records (e.g., chart notes, laboratory results) 

showing viral suppression (HIV-1 RNA less than 50 copies per mL) for at 
least 6 months prior to initiation of Cabenuva; and 

o Provider attests that patient demonstrates treatment readiness by both 
of the following: 
 Patient understands the risks of missed doses of Cabenuva 
 Patient has the ability to adhere to the required monthly or every 2 

months injection appointments 
and 

o Provider confirms that tolerability will be assessed using a 28-day oral 
lead-in of Vocabria (cabotegravir) and Edurant® (rilpivirine) tablets prior 
to the first injection of Cabenuva; and 

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

o Initial authorization is for no more than 12 months 
 For continuation therapy, all of the following:  

o Patient has previously received treatment with Cabenuva; and 
o Provider confirms that the patient has achieved and maintained viral 

suppression (HIV-1 RNA less than 50 copies per mL) while on Cabenuva 
therapy; and 
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 Provider confirms that the 
patient will be tested for 
HIV-1 infection with each 
subsequent injection 

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

 Authorization is for no 
more than 12 months 

o Apretude is unproven and not 
medically necessary for the 
treatment of human 
immunodeficiency virus type-1 
(HIV-1) 

Applicable Codes 
 Added HCPCS codes C9399 and 

J3490 
 Added ICD-10 diagnosis codes 

Z11.3, Z11.4, Z20, Z20.2, Z20.6, 
Z72.5, Z72.51, Z72.52, and Z72.53 

Supporting Information 
 Updated Background, Clinical 

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

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

o Authorization is for no more than 12 months 
 
Cabenuva is unproven and not medically necessary for the treatment of: 
 Human immunodeficiency virus type-1 (HIV-1) in patients who are not 

currently virally suppressed (HIV-1 RNA less than 50 copies per mL) 
 
 

Repository 
Corticotropin Injection 
(Acthar® Gel) 
 
 

May 1, 2022 
 
 
 
 

Title Change 
 Previously titled Repository 

Corticotropin Injection (Acthar® Gel) 
Coverage Rationale 
 Revised list of applicable drug 

products; added “Purified 

This policy refers to the following drug products: 
 Acthar® Gel (repository corticotropin injection) 
 Purified Cortrophin Gel™ (repository corticotropin injection USP) 
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Cortrophin Gel™ (repository 
corticotropin injection USP)” 

 Added language to indicate: 
o Purified Cortrophin Gel is 

proven and medically 
necessary for the treatment of 
infantile spasm (i.e., West 
Syndrome) and opsoclonus-
myoclonus syndrome (i.e., 
OMS, Kinsbourne Syndrome) 
when all of the criteria [listed in 
the policy] are met 

o Purified Cortrophin Gel is not 
medically necessary for 
treatment of acute 
exacerbations of multiple 
sclerosis 

o Purified Cortrophin Gel is 
unproven and not medically 
necessary for treatment of the 
following disorders and 
diseases: 
 Allergic States: Serum 

sickness 
 Collagen Diseases: 

Systemic lupus 
erythematosus, systemic 
dermatomyositis 
(polymyositis) 

 Dermatologic Diseases: 
Severe erythema 
multiforme, Stevens-
Johnson syndrome 

Acthar Gel (repository corticotropin injection) and Purified Cortrophin Gel 
(repository corticotropin injection USP) are proven and medically necessary 
for the treatment of: 
 Infantile spasm (i.e., West Syndrome) for up to 4 weeks when all of the 

following criteria are met: 
o Diagnosis of infantile spasms (i.e., West Syndrome); and 
o Patient is less than 2 years old; and 
o Physician attestation that the caregiver is not able to be trained or are 

physically unable to administer the drug. Physician must submit 
explanation; and 

o Dosing for infantile spasm is as follows: 
 Initial dose: 75 U/m2 intramuscular (IM) twice daily for 2 weeks 

 
 After 2 weeks, dose should be tapered according to the following 

schedule: 30 U/m2 IM in the morning for 3 days; 15 U/m2 IM in the 
morning for 3 days; 10 U/m2 IM in the morning for 3 days; and 10 
U/m2 IM every other morning for 6 days (3 doses) 

 Opsoclonus-myoclonus syndrome (i.e., OMS, Kinsbourne Syndrome) when 
both of the following criteria are met:  
o Diagnosis of Opsoclonus-myoclonus syndrome (i.e., OMS, Kinsbourne 

Syndrome); and 
o Physician attestation that the caregiver is not able to be trained or are 

physically unable to administer the drug; physician must submit 
explanation. 

 
Acthar Gel and Purified Cortrophin Gel are not medically necessary for 
treatment of acute exacerbations of multiple sclerosis. 
 
Acthar Gel and Purified Cortrophin Gel are unproven and not medically 
necessary for treatment of the following disorders and diseases: 
 Allergic States: Serum sickness 
 Collagen Diseases: Systemic lupus erythematosus, systemic 

dermatomyositis (polymyositis) 
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 Edematous State: To 
induce a diuresis or a 
remission of proteinuria in 
the nephrotic syndrome 
without uremia of the 
idiopathic type or that due 
to lupus erythematosus 

 Ophthalmic Diseases: 
Severe acute and chronic 
allergic and inflammatory 
processes involving the 
eye and its adnexa such 
as: keratitis, iritis, 
iridocyclitis, diffuse 
posterior uveitis and 
choroiditis, optic neuritis, 
chorioretinitis, anterior 
segment inflammation 

 Respiratory Diseases: 
Symptomatic sarcoidosis 

 Rheumatic Disorders: 
Psoriatic arthritis, 
rheumatoid arthritis, 
including juvenile 
rheumatoid arthritis, 
ankylosing spondylitis 

 Any indication outside of 
the proven indications 
[listed in the policy] 

 Revised coverage criteria for: 
Infantile Spasm 
o Added criterion requiring 

physician attestation that the 

 Dermatologic Diseases: Severe erythema multiforme, Stevens-Johnson 
syndrome 

 Edematous State: To induce a diuresis or a remission of proteinuria in the 
nephrotic syndrome without uremia of the idiopathic type or that due to 
lupus erythematosus 

 Ophthalmic Diseases: Severe acute and chronic allergic and inflammatory 
processes involving the eye and its adnexa such as keratitis, iritis, 
iridocyclitis, diffuse posterior uveitis and choroiditis, optic neuritis, 
chorioretinitis, anterior segment inflammation 

 Respiratory Diseases: Symptomatic sarcoidosis 
 Rheumatic Disorders: Psoriatic arthritis, rheumatoid arthritis, including 

juvenile rheumatoid arthritis, ankylosing spondylitis 
 Any indication outside of the proven indications above 
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caregiver is not able to be 
trained or are physically unable 
to administer the drug; the 
physician must submit an 
explanation 

Opsoclonus-Myoclonus 
Syndrome 
o Added criterion requiring: 

 Diagnosis of opsoclonus-
myoclonus syndrome (i.e., 
OMS, Kinsbourne 
Syndrome) 

 Physician attestation that 
the caregiver is not able to 
be trained or are physically 
unable to administer the 
drug; the physician must 
submit an explanation 

Supporting Information 
• Updated Background, Clinical 

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

Stelara® 
(Ustekinumab) 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 

Coverage Rationale 
Crohn’s Disease 
 Revised coverage criteria for initial 

therapy; added criterion requiring 
history of failure, contraindication, or 
intolerance to two biologic DMARDs 
FDA-approved for the treatment of 
Crohn’s disease (document drug, 
date, and duration of trial) 

Refer to the policy for complete details. 
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Plaque Psoriasis 
 Revised coverage criteria for initial 

therapy; added criterion requiring 
history of failure, contraindication, 
or intolerance to two biologic or 
targeted synthetic DMARDs FDA-
approved for the treatment of 
plaque psoriasis (document drug, 
date, and duration of trial) 

Psoriatic Arthritis 
 Revised coverage criteria for initial 

therapy; added criterion requiring 
one of the following: 
o History of failure, 

contraindication, or intolerance 
to two biologic or targeted 
synthetic DMARDs FDA-
approved for the treatment of 
psoriatic arthritis (document 
drug, date, and duration of trial) 

o Patient is currently on Stelara 
Ulcerative Colitis 
 Revised coverage criteria; added 

criterion requiring history of failure, 
contraindication, or intolerance to 
one biologic or targeted synthetic 
DMARD FDA-approved for the 
treatment of ulcerative colitis 
(document drug, date, and duration 
of trial) 
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 Added language to indicate this Medical Benefit Drug Policy does not apply to the state of Mississippi; refer to the 
Medical Benefit Drug Policy titled Denied Drug Codes – Pharmacy Benefit Drugs 
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Related Policies 
 Added reference link to the 

Medical Policy titled Gender 
Dysphoria Treatment (for 
Mississippi Only) 

Coverage Rationale 
 Added language to indicate: 

o Microtia repair is 
reconstructive; although no 
Functional Impairment may be 
documented for Microtia, this 
has been deemed 
Reconstructive Surgery 

o Cosmetic sclerotherapy is 
excluded 

o Sclerotherapy up to 3 sessions 
per leg within a year is 
covered; more than 3 sessions 
per leg within a year is 
considered cosmetic 

o A session is defined as one 
date of service in which 
sclerotherapy (CPT codes 
36470 and 36471) is 
performed  

o A year is defined as a rolling 12 
months (365 days) 

o Sclerotherapy treatment of 
veins for cosmetic indications 
is excluded from coverage 

 Replaced language indicating: 
o “Hair removal or replacement 

by any means is excluded from 

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 
 
Otoplasty 
Otoplasty repair is considered reconstructive and medically necessary under 
certain circumstances. For medical necessity clinical coverage criteria, refer to 
Mississippi Division of Medicaid, Administrative Code, Title 23: Medicaid, Part 
203, Physician Services.  
 
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. 
 

https://www.uhcprovider.com/content/provider/en/policies-protocols/sec_interqual-clinical-criteria.html
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coverage” with “hair removal 
or replacement by any means 
is excluded from coverage, 
except for hair removal as part 
of genital reconstruction 
prescribed by a Physician for 
the treatment of gender 
dysphoria” 

o Added reference link to the 
Medical Policy titled Gender 
Dysphoria Treatment for laser 
or electrolysis hair removal 
(CPT codes 17380 and 17999) 
in advance of genital 
reconstruction 

Applicable Codes 
 Added instruction to refer to the 

Coverage Determination Guideline 
titled Breast Reconstruction Post 
Mastectomy and Poland Syndrome 
for additional information for CPT 
code 15771 

 Added notation to indicate CPT 
code 36468 for the treatment of 
spider veins is considered 
cosmetic; it does not improve a 
functional, physical, or 
physiological impairment 

 Added CPT codes 36470 and 
36471 

 

Sclerotherapy Treatment of Veins 
 Cosmetic sclerotherapy is excluded.  
 Sclerotherapy up to 3 sessions per leg within a year is covered. More than 3 

sessions per leg within a year is considered cosmetic.  
 A session is defined as one date of service in which sclerotherapy (36470, 

36471) is performed.  
 A year is defined as a rolling 12 months (365 days).  

 
Documentation Requirements 
Muscle Flap Procedure 
Medical notes documenting the following, when applicable: 
 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 
Medical notes documenting the following, when applicable: 
 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 
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confirming its presence and degree to which it causes impairment 
 High-quality color image(s) of the physical/physiologic abnormality: 

o 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 photograph(s) 
o Submission of color image(s) are required and can be submitted via the 

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

 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 of the policy 

 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 
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 Sclerotherapy treatment of veins for cosmetic indications  
 Hair removal or replacement by any means, except for hair removal as part 

of genital reconstruction prescribed by a Physician for the treatment of 
gender dysphoria. (Note: For laser or electrolysis hair removal (17380, 
17999) in advance of genital reconstruction refer to the Gender Dysphoria 
Treatment Medical Policy)  
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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 Community Plan of Mississippi 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 of Mississippi Medical Policies, Medical Benefit Drug Policies, Coverage Determination 
Guidelines, and Utilization Review Guidelines is available at UHCprovider.com/Mississippi > Medicaid (Community Plan) > Current Policies and Clinical 
Guidelines > UnitedHealthcare Community Plan of Mississippi Medical & Drug Policies and Coverage Determination Guidelines. 

https://www.uhcprovider.com/content/provider/en/health-plans-by-state/mississippi-health-plans/ms-comm-plan-home/ms-cp-policies/medicaid-community-state-policies-ms.html
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