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Updated 
Policy Title Effective Date Summary of Changes 
Cognitive 
Rehabilitation (for 
Pennsylvania 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” 

Omnibus Codes (for 
Pennsylvania Only) 

Apr. 1, 2022 Coverage Rationale 
 Removed guidelines for Liposuction for Lipedema (CPT codes 15877, 15878, 15879); refer to the Medical Policy titled 

Liposuction for Lipedema (for Pennsylvania Only) 
 

Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Skin and Soft Tissue 
Substitutes (for 
Pennsylvania Only) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 Coverage Rationale 
 Revised list of skin and soft tissue 

substitutes that are unproven and 
not medically necessary for any 
indication; added: 
o Apis 
o Cygnus matrix 
o InnovaMatrix AC 
o Microlyte Matrix 
o Mirragen Advanced Wound 

Matrix 
o NovoSorb SynPath 
o Restrata 
o Symphony 
o TheraGenesis 
o XCelliStem 

Applicable Codes 
 Added HCPCS codes A2001, 

A2002, A2004, A2005, A2006, 
A2007, A2008, A2009, A2010, and 
Q4199 

Refer to the policy for complete details. 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Skin and Soft Tissue 
Substitutes (for 
Pennsylvania Only) 
(continued) 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

Surgery of the 
Shoulder (for 
Pennsylvania Only) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Coverage Rationale 
 Revised language pertaining to 

medical necessity clinical coverage 
criteria; added reference to the 
InterQual® 2021, Oct. 2021 
Release, CP: Procedures, Removal 
and Replacement, Total Joint 
Replacement (TJR), Shoulder 

 Revised documentation 
requirements: 
o Added requirement for reports 

of all recent imaging studies 
and applicable diagnostic tests 
including, when applicable: 
 Microbiological findings 
 Synovial fluid cytology  
 Erythrocyte sedimentation 

rate (ESR) 
 C-reactive protein (CRP) 

o Added language to require: 
 Feasibility of arthroscopic 

approach 
 The member has the ability 

to participate in post-
surgical rehabilitation  

 For revision surgery, also 
include details of 
complication and 
complete (staged) surgical 

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, Joint Replacement, 

Shoulder 
 InterQual® 2021, July 2021 Release, CP: Procedures, Arthroscopy, 

Diagnostic, +/- Synovial Biopsy, Shoulder 
 InterQual® 2021, Jan. 2022 Release, CP: Procedures: 

o Arthroscopy or Arthroscopically Assisted Surgery, Shoulder 
o Arthroscopy or Arthroscopically Assisted Surgery, Shoulder 

(Adolescent) 
o Arthrotomy, Shoulder 

 InterQual® 2021, Oct. 2021 Release, CP: Procedures, Removal and 
Replacement, Total Joint Replacement (TJR), Shoulder 

 InterQual® Client Defined 2021, CP: Procedures, Arthroplasty, Removal or 
Revision, Shoulder (Custom) – UnitedHealth Group 

 
Click here to view the InterQual® criteria. 
 
Documentation Requirements 
Medical notes documenting the following, when applicable: 
 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) 

 Upon request, we may require the 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, 

https://www.uhcprovider.com/content/provider/en/policies-protocols/sec_interqual-clinical-criteria.html
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Surgery of the 
Shoulder (for 
Pennsylvania Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

plan 
 If the location is being 

requested as an inpatient 
stay, provide medical 
notes to support at least 
one of the following:  
 Surgery is bilateral 
 Member has 

significant co-
morbidities; include 
the list of 
comorbidities and 
current treatment  

 Member does not 
have appropriate 
resources to support 
post-operative care 
after an outpatient 
procedure; include the 
barriers to care as an 
outpatient 

o Replaced language requiring: 
 “Diagnostic image(s) are 

required” with “diagnostic 
image(s) may be required 
upon request” 

 “Diagnostic image(s) 
report(s)” with “reports of 
all recent imaging studies 
and applicable diagnostic 
tests” 

 “Condition requiring 
procedure” with “condition 

CT scan, X-ray, and/or bone scan; consultation with requesting surgeon may 
be of benefit to select the optimal image(s) 
o Note: When requested, 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) 
o Upon request, diagnostic imaging must be submitted 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) 
 

 Reports of all recent imaging studies and applicable diagnostic tests, 
including when applicable: 
o Microbiological findings 
o Synovial fluid cytology  
o Erythrocyte sedimentation rate (ESR) 
o C-reactive protein (CRP) 

 Condition requiring procedure, including relevant past history with dates 
 Physician’s treatment plan including pre-op discussion 
 Feasibility of arthroscopic approach 
 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  

 Member has the ability to participate in post-surgical rehabilitation  
 For revision surgery, also include:  

o Details of complication  
o Complete (staged) surgical plan  

 If the location is being requested as an inpatient stay, provide medical notes 
to support at least one of the following:  
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Surgery of the 
Shoulder (for 
Pennsylvania Only) 
(continued) 

May 1, 2022 
 

requiring procedure, 
including relevant past 
history with dates” 

Applicable Codes 
 Removed CPT code 23412 

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 

Whole Exome and 
Whole Genome 
Sequencing (for 
Pennsylvania Only) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Coverage Rationale 
 Added language to indicate this 

policy applies to genetic testing in 
an outpatient setting or upon 
discharge from an inpatient setting 

 Revised coverage criteria for Whole 
Exome Sequencing (WES): 
o Replaced criterion requiring: 

 “WES is ordered by a 
board-certified medical 
geneticist, neonatologist, 
neurologist, or 
developmental and 
behavioral pediatrician” 
with “WES is ordered by a 
board-certified medical 
geneticist, neonatologist, 
neurologist, or 
developmental 
pediatrician” 

 “There is a clinical 
diagnosis of a genetic 
condition that can be 
caused by multiple genes 
and WES is a more 
practical approach to 
identifying the underlying 

Whole Exome Sequencing (WES) 
Whole Exome Sequencing (WES) is proven and Medically Necessary for the 
following: 
 Diagnosing or evaluating a genetic disorder when the results are expected 

to directly influence medical management and clinical outcomes and all of 
the following are met: 
o Clinical presentation is nonspecific and does not fit a well-defined 

syndrome for which a specific or targeted gene test is available. If a 
specific genetic syndrome is suspected, a single gene or targeted gene 
panel should be performed prior to determining if WES is necessary; 
and 

o WES is ordered by a board-certified medical geneticist, neonatologist, 
neurologist, or developmental pediatrician; and 

o One of the following: 
 Clinical and/or family history strongly suggest a genetic cause for 

which a specific clinical diagnosis cannot be made with any 
clinically available targeted genetic tests; or 

 WES is a more practical approach to identifying the underlying 
genetic cause than are individual tests of multiple genes; or 

 Comparator (e.g., parents or siblings) WES for evaluating a genetic disorder 
when the above criteria have been met and WES is performed concurrently 
or has been previously performed on the individual 

 
Due to insufficient evidence of efficacy, WES is unproven and not Medically 
Necessary for all other indications, including but not limited to the following: 
 Evaluation of fetal demise 
 Molecular profiling of tumors for the diagnosis, prognosis or management of 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Whole Exome and 
Whole Genome 
Sequencing (for 
Pennsylvania Only) 
(continued) 

May 1, 2022 
 

genetic cause than are 
individual tests of multiple 
genes” with “WES is a 
more practical approach to 
identifying the underlying 
genetic cause than are 
individual tests of multiple 
genes” 

o Removed criterion requiring 
“there is likely a genetic 
disorder and multiple targeted 
gene tests have failed to 
identify the underlying cause” 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

cancer 
 Preimplantation Genetic Testing (PGT) in embryos 
 Prenatal genetic diagnosis or screening 
 Screening and evaluating disorders in individuals when the above criteria 

are not met 
 

Whole Genome Sequencing (WGS) 
Whole Genome Sequencing (WGS) is not Medically Necessary for evaluating 
any genetic disorder due to the availability of clinically equivalent diagnostic 
tests. 
 
*This policy applies to genetic testing in an outpatient setting or upon 
discharge from an inpatient setting. 
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Take Note: Quarterly HCPCS Code Updates 
Effective Apr. 1, 2022, the following Medical Benefit Drug Policies have been updated to reflect the quarterly Healthcare Common Procedure Coding System (HCPCS) 
code additions and deletions. Refer to the Centers for Medicare & Medicaid Services, Healthcare Common Procedure Coding System: HCPCS Level II for information 
on the code updates. 
Policy Title Coverage Rationale 
Medical Therapies for Enzyme 
Deficiencies 

Nexviazyme 
 Replaced C9085, J3490, and J3590 with J0219 

Ryplazim® (Plasminogen, Human-Tvmh) • Replaced C9399 with C9090 

Saphnelo™ (Anifrolumab-Fnia) • Replaced C9086, J3490, and J3590 with J0491 
 

Updated 
Policy Title Effective Date Summary of Changes 
Adakveo® 
(Crizanlizumab-Tmca) 

May 1, 2022 Applicable Codes 
 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 

 

Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Lemtrada® 
(Alemtuzumab) 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 

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®) 

https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/index.html
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Lemtrada® 
(Alemtuzumab) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 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 
 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 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Lemtrada® 
(Alemtuzumab) 
(continued) 

May 1, 2022 
 

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 

Long-Acting Injectable 
Antiretroviral Agents 
for HIV 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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: 

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 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Long-Acting Injectable 
Antiretroviral Agents 
for HIV 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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 
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 

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. 

 
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 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Long-Acting Injectable 
Antiretroviral Agents 
for HIV 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 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 

 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 

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 

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) 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Long-Acting Injectable 
Antiretroviral Agents 
for HIV 
(continued) 

May 1, 2022 
 

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) 

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 

This policy refers to Stelara (ustekinumab) injection. Stelara (ustekinumab) for 
self-administered subcutaneous injection is obtained under the pharmacy 
benefit. 
 
Refer to the policy for complete details. 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Stelara® 
(Ustekinumab) 
(continued) 

May 1, 2022 
 

psoriatic arthritis (document 
drug, date, and duration of 
trial); or 

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) 

 

Replaced 
Policy Title Effective Date Summary of Changes 
Synagis® (Palivizumab) Apr. 1, 2022 Application 

 Added language to indicate this Medical Benefit Drug Policy does not apply to the state of Pennsylvania; refer to the 
Medical Benefit Drug Policy titled Denied Drug Codes – Pharmacy Benefit Drugs 
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Updated 
Policy Title Effective Date Summary of Changes 
Speech Language 
Pathology Services 
(for Pennsylvania 
Only) 

Apr. 1, 2022 Coverage Rationale 
 Replaced reference to: 

Medical Necessity Clinical Coverage Criteria 
o “InterQual® 2021, LOC: Outpatient Rehabilitation & Chiropractic” with “InterQual® 2022, Mar. 2022 Release, LOC: 

Outpatient Rehabilitation & Chiropractic” 
Visit Guidelines 
o “InterQual® 2021” with “InterQual® 2022” 

 

Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Durable Medical 
Equipment, Orthotics, 
Medical Supplies and 
Repairs/Replacements 
(for Pennsylvania Only) 

May 1, 2022 Coverage Rationale 
Ventilators and Respiratory Assist 
Devices 
 Added language to indicate the 

coverage guidelines in this section 
of the policy apply to individuals 2 
years of age and older 

 Replaced language indicating 
“ventilators are not covered when 
used to deliver continuous or 
intermittent positive airway 
pressure” with “ventilators are not 
covered when used only to deliver 
continuous or intermittent positive 
airway pressure for adults and 
children 2 years of age and older” 

Refer to the policy for complete details. 

 



 
 
 
 
 

General Information 
 

 
Page 16 of 16 UnitedHealthcare Community Plan of Pennsylvania Medical Policy Update Bulletin: April 2022 

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 Pennsylvania 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 Pennsylvania Medical Policies, Medical Benefit Drug Policies, Coverage Determination 
Guidelines, and Utilization Review Guidelines is available at UHCprovider.com/Pennsylvania > Medicaid (Community Plan) > Current Policies and Clinical 
Guidelines > UnitedHealthcare Community Plan of Pennsylvania Medical & Drug Policies and Coverage Determination Guidelines. 

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