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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 Tennessee Only) 

Medical Policy • Added A4238 and E2102 

Gastrointestinal Pathogen Nucleic Acid 
Detection Panel Testing for Infectious 
Diarrhea (for Tennessee Only) 

Medical Policy • Removed 0097U 

Medical Therapies for Enzyme 
Deficiencies 

Medical Benefit 
Drug Policy 

• Replaced C9085, J3490, and J3590 with J0219 

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

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

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

Ryplazim® (Plasminogen, Human-Tvmh) Medical Benefit 
Drug Policy 

• Replaced C9399 with C9090 

Saphnelo™ (Anifrolumab-Fnia) 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 
Tennessee Only) 

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

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

Manipulative Therapy 
(for Tennessee Only) 

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

Cervicogenic Headache: Chiropractic (Adult), Spinal Disorders, Cervical: Chiropractic (Adult), Spinal Disorders, 
Lumbar: Chiropractic (Adult), Strain, Low Back: Chiropractic (Adult/Adolescent), and Strain, Neck: Chiropractic 
(Adult/Adolescent)” with “InterQual® 2022, Mar. 2022 Release, LOC: Outpatient Rehabilitation & Chiropractic” 

 

Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Cell-Free Fetal DNA 
Testing (for 
Tennessee Only) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Coverage Rationale 
 Added language to indicate non-

amplified or sequenced cell-free 
DNA-based noninvasive prenatal 
tests (e.g., Vanadis) are unproven 
and not medically necessary 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

DNA-based noninvasive prenatal tests of fetal aneuploidy are proven and 
medically necessary as screening tools for trisomy 21 (Down syndrome), 
trisomy 18 (Edwards syndrome) or trisomy 13 (Patau syndrome) for 
individuals with a singleton pregnancy in any one of the following 
circumstances: 
 Maternal age or oocyte age of 35 years or older at delivery; or 
 Fetal ultrasound findings indicating an increased risk of aneuploidy; or 
 History of a prior pregnancy with a trisomy; or 
 Positive first- or second-trimester screening test results for aneuploidy; or 
 Parental balanced Robertsonian translocation with an increased risk of fetal 

trisomy 13 or trisomy 21; or 
 Screening after pre-test counseling from a board-certified genetic counselor 

or from the prenatal care physician or healthcare professional using Shared 
Decision-Making (SDM) 

 
Due to insufficient evidence of efficacy, DNA-based noninvasive prenatal 
tests are unproven and not medically necessary for any of the following: 
 Conditions including, but not limited to, the following: 

o Multiple gestation pregnancies 
o Twin zygosity 
o Repeat testing due to low fetal fraction 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Cell-Free Fetal DNA 
Testing (for 
Tennessee Only) 
(continued) 

May 1, 2022 o Screening for the following: 
 Aneuploidy other than trisomies 21, 18, or 13 
 Microdeletions  
 Single gene disorders 
 Fetal RhD status 

• Non-amplified or sequenced cell-free DNA-based noninvasive prenatal tests 
(e.g., Vanadis) 

Genetic Counseling 
Genetic counseling is strongly recommended prior to fetal screening or prenatal 
diagnosis in order to inform persons being tested about the advantages and 
limitations of the test as applied to a unique person. 

Genetic Testing for 
Neuromuscular 
Disorders (for 
Tennessee Only) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Application 
 Added language to indicate this 

Medical Policy applies to 
CoverKids 

Coverage Rationale 
 Revised coverage criteria for: 

Suspected Congenital 
Muscular Dystrophy or 
Myopathy 
o Replaced criterion requiring 

“there is a high likelihood that 
the condition is inherited” with 
“non-heritable causes have 
been ruled out” 

Suspected Mitochondrial 
Disease 
o Added criterion requiring: 

 Mitochondrial testing 
ordered by or in 
consultation with a board-
certified medical geneticist 

Multi-gene panel testing for the diagnosis of Neuromuscular Disorders is 
proven and medically necessary for the following: 
 Suspected dystroglycanopathy (e.g., Walker Warburg syndrome, muscle-

eye-brain disease, Fukuyama congenital muscular dystrophy, congenital 
muscular dystrophy 1C and 1D) in individuals with: 
o Age of onset of symptoms at 2 years old or less; or 
o Hypotonia, low muscle tone; or 
o Gross developmental delay; and 
o Evidence of muscle weakness; and 
o Elevated serum creatine kinase (CK) levels; and 
o One or more of the following: 

 Structural eye abnormalities 
 Intellectual disabilities 
 Epilepsy 
 Brain malformation 

 Suspected congenital muscular dystrophy or myopathy in individuals with: 
o Age of onset of symptoms 2 years old or less; or 
o Hypotonia, low muscle tone; or 
o Gross developmental delay; or 
o Evidence of muscle weakness; and 
o Additional clinical testing such as muscle biopsy or electromyelogram 

(EMG) is not available or is equivocal and does not aid in the differential 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Genetic Testing for 
Neuromuscular 
Disorders (for 
Tennessee Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

or neurologist 
 High degree of suspicion 

of having a mitochondrial 
disease based on medical 
history, family history, 
laboratory, or other clinical 
tests 

 The clinical presentation 
does not support use of 
single gene or targeted 
genetic analysis 

o Replaced criterion requiring 
“progressive external 
ophthalmoplegia, proximal 
weakness, or muscle 
cramping/fatigue/exercise 
intolerance,” with “the 
individual has clinical features 
consistent with a mitochondrial 
disease such as one of the 
following conditions: proximal 
weakness, muscle 
cramping/fatigue/exercise 
intolerance, progressive 
external ophthalmoplegia, or 
sensorineural hearing loss” 

o Removed criterion requiring 
one of the following conditions 
is met: 
 Muscle biopsy or other 

clinical testing was 
uninformative 

 Persistently unexplained 

diagnosis; and 
o Non-heritable causes have been ruled out; and 
o Targeted single gene genetic testing is negative; or 
o The phenotype could be explained by more than one gene found in the 

requested multi-gene panel 
 Suspected Limb Girdle Muscular Dystrophy (LGMD) in individuals with: 

o Muscle weakness or wasting of the shoulders, upper arms, pelvic area, 
and thighs; and 

o One or more of the following: 
 Muscle biopsy is not available or not informative for a specific 

LGMD sub-type 
 Initial targeted genetic testing is not informative 

 Suspected glycogen storage disease in individuals with: 
o Adolescent or adult with exercise intolerance, muscle weakness, and 

muscle cramps; and 
 Normal or equivocal CK results; and 
 One of the following conditions is met: 

 Exercise testing is unavailable or uninformative; or 
 Muscle biopsy is unavailable or uninformative; or 
 Targeted genetic testing was negative 

o Infant or child with unexplained liver disease, or muscle weakness, or 
heart dysfunction; and 

o One of the following is met: 
 Muscle biopsy is unavailable or uninformative; or 
 Enzyme testing was unavailable or uninformative; or 
 Targeted genetic testing was negative 

 Suspected mitochondrial disease in individuals with all of the following: 
o Mitochondrial testing ordered by or in consultation with a board-certified 

medical geneticist or neurologist; and 
o High degree of suspicion of having a mitochondrial disease based on 

medical history, family history, laboratory or other clinical tests; and 
o The clinical presentation does not support use of single gene or 

targeted genetic analysis; and 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Genetic Testing for 
Neuromuscular 
Disorders (for 
Tennessee Only) 
(continued) 

May 1, 2022 elevated lactic acid 
 Targeted genetic testing 

was negative 
Suspected Distal Myopathy or 
Myofibrillar Myopathy 
o Replaced references to 

“myofibrillar” with “myofibrillar 
myopathy” 

Supporting Information 
 Updated Clinical Evidence and 

References sections to reflect the 
most current information 

o The individual has clinical features consistent with a mitochondrial 
disease such as one of the following conditions: 
 Proximal weakness; or 
 Muscle cramping, fatigue, or exercise intolerance; or 
 Progressive external ophthalmoplegia; or 
 Sensorineural hearing loss 

 Suspected hereditary peripheral neuropathy in individuals with: 
o A high degree of suspicion of having a hereditary neuropathy based on 

medical history, family history, and other clinical tests; or 
o Electrodiagnostic testing is not possible, or results are equivocal; or 
o Targeted genetic testing was negative 

 Suspected hereditary spastic paraplegia (HSP) or ataxia in individuals with: 
o Peripheral neuropathy; or 
o Ataxia; and 
o One of the following conditions is met: 

 A family history suggestive of a HSP or ataxia where a diagnosis has 
not been determined; or 

 Other clinical testing such as routine lab tests, imaging, muscle 
biopsy, or nerve conduction tests are inconclusive; or 

 Targeted genetic testing was negative 
 Suspected distal myopathy or myofibrillar myopathy in individuals with: 

o Muscle weakness or wasting of the distal muscles, i.e., hands, feet; and 
o One or more of the following: 

 Clinical features do not suggest a specific distal myopathy or 
myofibrillar myopathy sub-type 

 Muscle biopsy is not informative for a specific distal myopathy or 
myofibrillar myopathy sub-type 

 Initial targeted genetic testing is not informative 
 Cardiomyopathy 

 
Multi-gene neuromuscular disease panels are unproven and not medically 
necessary for all other indications due to insufficient evidence of efficacy. 

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/tn/genetic-testing-neuromuscular-disorders-tn-cs-05012022.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/tn/genetic-testing-neuromuscular-disorders-tn-cs-05012022.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/tn/genetic-testing-neuromuscular-disorders-tn-cs-05012022.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/index/comm-plan/tn/genetic-testing-neuromuscular-disorders-tn-cs-05012022.pdf
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Spinal Fusion 
Enhancement 
Products (for 
Tennessee Only) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Title Change 
 Previously titled Bone or Soft 

Tissue Healing and Fusion 
Enhancement Products (for 
Tennessee Only) 

Related Policies 
 Added reference link to the 

Medical Policy titled Skin and Soft 
Tissue Substitutes (for Tennessee 
Only) 

 Removed reference link to the 
Medical Policy titled Ablative 
Treatment for Spinal Pain (for 
Tennessee Only) 

Application 
 Added language to indicate this 

Medical Policy applies to 
CoverKids 

Coverage Rationale 
Proven and Medically Necessary 
 Replaced language indicating “the 

[listed products] are proven and 
medically necessary for the 
enhancement of fusion and/or 
bone healing” with “the [listed 
products] are proven and medically 
necessary for the enhancement of 
spinal fusion” 

 Revised list of proven and 
medically necessary products; 
replaced: 

The following are proven and medically necessary for the enhancement of 
spinal fusion: 
 Autografts 
 Demineralized bone matrix (DBM) without added products listed below as 

unproven and not medically necessary 
 Allograft-based products not listed below as unproven and not medically 

necessary 
 Infuse® Bone Graft (Recombinant human bone morphogenetic protein-2 

(rhBMP-2)) of the lumbar spine when the following criteria are met: 
o The approach is anterior or oblique and used in conjunction with an 

FDA-approved interbody fusion device 
o Skeletally mature individual (18 years of age or older or radiographic 

evidence of epiphyseal closure) with degenerative disc disease (DDD) 
o The fusion involves vertebral bodies L2-S1, without or with 

spondylolisthesis of no more than grade 1 (25% displacement) at the 
involved level 

o The fusion is single-level 
 The InFUSE/MASTERGRAFT™ Posterolateral Revision Device System (or 

InFUSE BMP used with MASTERGRAFT) when used according to U.S. Food 
and Drug Administration (FDA) indications in individuals who meet all the 
following criteria: 
o Implanted via a posterolateral approach 
o Presence of symptomatic posterolateral lumbar spine pseudoarthrosis 
o Skeletally mature patient (older than 21 years of age or radiographic 

evidence of epiphyseal closure) 
o Autologous bone and/or bone marrow harvest is not feasible or is not 

expected to promote fusion.  
 
The following are unproven and not medically necessary for the 
enhancement of spinal fusion due to insufficient evidence of efficacy: 
 Allograft based products  

o Cell-based [e.g., mesenchymal stem cells (MSC)] 
o Ceramic-based products [e.g., beta tricalcium phosphate (b-TCP), 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Spinal Fusion 
Enhancement 
Products (for 
Tennessee Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

o “Allograft-based products” with 
“Allograft-based products not 
listed [in the policy] as 
unproven and not medically 
necessary” 

o “Demineralized Bone Matrix 
(DBM)” with “Demineralized 
Bone Matrix (DBM) without 
added products listed [in the 
policy] as unproven and not 
medically necessary” 

o “Recombinant human bone 
morphogenetic protein-2 (e.g., 
rhBMP-2, Infuse® Bone Graft) 
of the lumbar spine” with 
“Infuse® Bone Graft 
[recombinant human bone 
morphogenetic protein-2 
(rhBMP-2)] of the lumbar 
spine” 

o “The InFUSE/ 
MASTERGRAFT™ 
Posterolateral Revision Device 
system” with “the 
InFUSE/MASTERGRAFT™ 
Posterolateral Revision Device 
System (or InFUSE BMP used 
with MASTERGRAFT)” 

 Revised coverage criteria for: 
Infuse® Bone Graft 
o Replaced criterion requiring 

“the fusion involves vertebral 
bodies L4-S1, with or without 

calcium phosphate, calcium sulfate and bioactive glass] used alone or 
in combination with other grafts including bone marrow aspirate 

o Human amniotic tissue materials, including amniotic fluid stem cell 
substitutes for the treatment of spine disease or in spine surgery 

 Recombinant human bone morphogenetic protein-2 (e.g., rhBMP-2, InFUSE) 
and the InFUSE/MASTERGRAFT™ (or InFUSE BMP used with Mastergraft or 
Mastergraft alone) Posterolateral Revision Device for all other indications not 
included above 

• The OptiMesh® Expandable Interbody Fusion System 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Spinal Fusion 
Enhancement 
Products (for 
Tennessee Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

spondylolisthesis of no more 
than grade 1 (25% 
displacement) at the involved 
level” with “the fusion involves 
vertebral bodies L2-S1, without 
or with spondylolisthesis of no 
more than grade 1 (25% 
displacement) at the involved 
level” 

o Removed criterion requiring 
failure of at least 6 months of 
non-operative medical 
treatment 

InFUSE/MASTERGRAFT™ 
Posterolateral Revision Device 
System 
o Removed criterion requiring 

treatment of 2 or more levels of 
the lumbar spine 

Unproven and Not Medically 
Necessary 
 Replaced language indicating “the 

[listed products] are unproven and 
not medically necessary for the 
enhancement of fusion and/or 
bone healing” with “the [listed 
products] are unproven and not 
medically necessary for the 
enhancement of spinal fusion” 

 Revised list of unproven and not 
medically necessary products: 
o Added language to indicate 

the following are Allograft 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Spinal Fusion 
Enhancement 
Products (for 
Tennessee Only) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

based products: 
 Cell-based products 
 Ceramic-based products 
 Human amniotic tissue 

materials 
o Removed recombinant human 

bone morphogenetic protein-7 
(rhBMP-7) including but not 
limited to, Osteogenic Protein-
1 (OP-1® Implant & Putty) with 
or without use of other devices 

o Replaced: 
 “Recombinant human 

bone morphogenetic 
protein-2 (e.g., rhBMP-2, 
InFUSE) and 
InFUSE/MASTERGRAFT™ 
Posterolateral Revision 
Device for all other 
indications not included [in 
the policy as proven and 
medically necessary]” with 
“recombinant human bone 
morphogenetic protein-2 
(e.g., rhBMP-2, InFUSE) 
and 
InFUSE/MASTERGRAFT™ 
(or InFUSE BMP used with 
MASTERGRAFT or 
MASTERGRAFT alone) 
Posterolateral Revision 
Device for all other 
indications not [listed in 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Spinal Fusion 
Enhancement 
Products (for 
Tennessee Only) 
(continued) 

May 1, 2022 the policy as proven and 
medically necessary]” 

 “The OptiMesh® 
deployable grafting 
system” with “the 
OptiMesh® Expandable 
Interbody Fusion System” 

Definitions 
 Removed definition of “RhBMP–

7/Osteogenic Protein-1 (OP–1® 
Implant & Putty)” 

Applicable Codes 
 Removed CPT codes 20932, 

20933, 20934, 22558, and 22585 
Supporting Information 
 Updated Clinical Evidence, FDA, 

and References sections to reflect 
the most current information 

 Removed CMS section 
Total Artificial Disc 
Replacement for the 
Spine (for Tennessee 
Only) 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 

Coverage Rationale 
 Revised language pertaining to 

medical necessity clinical coverage 
criteria for: 
o Cervical artificial total disc 

replacement with an FDA-
approved prosthetic 
intervertebral disc: Replaced 
coverage criteria with 
reference to the InterQual® 
2021, Jan. 2022 Release, CP: 
Procedures, Artificial Disc 
Replacement, Cervical 

o Lumbar artificial total disc 

Cervical artificial total disc replacement with an FDA-approved prosthetic 
intervertebral disc is proven and medically necessary in certain 
circumstances. For medical necessity clinical coverage criteria, refer to the 
InterQual® 2021, Jan. 2022 Release, CP: Procedures, Artificial Disc 
Replacement, Cervical.  
 
Click here to view the InterQual® criteria. 
 
Cervical artificial disc replacement at one level combined with cervical spinal 
fusion surgery at another level (adjacent or non-adjacent) is unproven and 
not medically necessary due to insufficient evidence of efficacy. 
 
Lumbar artificial total disc replacement with an FDA-approved prosthetic 
intervertebral disc is proven and medically necessary in certain 

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 
Total Artificial Disc 
Replacement for the 
Spine (for Tennessee 
Only) 
(continued) 

May 1, 2022 replacement with an FDA-
approved prosthetic 
intervertebral disc: Replaced 
coverage criteria with 
reference to the InterQual® 
Client Defined 2021, CP: 
Procedures, Artificial Disc 
Replacement, Lumbar 
(Custom) - UHG 

 Removed list of documentation 
requirements 

Definitions 
 Updated definition of: 

o Degenerative Disc Disease 
(DDD) 

o Grade 1 Spondylolisthesis 
o Modic Changes 

Supporting Information 
 Updated Clinical Evidence, CMS, 

and References sections to reflect 
the most current information 

circumstances. For medical necessity clinical coverage criteria, refer to the 
InterQual® Client Defined 2021, CP: Procedures, Artificial Disc Replacement, 
Lumbar (Custom) - UHG. 
 
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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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®) 
 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) 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Lemtrada® 
(Alemtuzumab) 
(continued) 

May 1, 2022 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 

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

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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 

o Dosing is in accordance with the United States Food and Drug 
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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  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 

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) 

 
Acthar Gel (repository corticotropin injection) and Purified Cortrophin Gel 
(repository corticotropin injection USP) are proven and medically necessary 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Repository 
Corticotropin Injection 
(Acthar® Gel) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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 

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) 
 Dermatologic Diseases: Severe erythema multiforme, Stevens-Johnson 

syndrome 
 Edematous State: To induce a diuresis or a remission of proteinuria in the 
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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Repository 
Corticotropin Injection 
(Acthar® Gel) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

May 1, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 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 

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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Revised 
Policy Title Effective Date Summary of Changes Coverage Rationale 
Repository 
Corticotropin Injection 
(Acthar® Gel) 
(continued) 

May 1, 2022 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) 

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

https://www.uhcprovider.com/en/health-plans-by-state/tennessee-health-plans/tn-comm-plan-home/tn-cp-policies/medicaid-community-state-policies-tn.html

	In This Issue
	Quarterly CPT® and HCPCS Code Updates
	Policy Update Classifications
	New
	Updated
	Revised
	Replaced
	Retired


	Updated
	Revised
	Genetic Counseling
	Updated
	Revised

