=
AmeriHealth

CODING GUIDELINES

Volume 4, Issue 4
Winter 2007

Important Note:

The medical policies referenced in this
document apply to all HMO, POS, and
PPO products of AmeriHealth, including
its affiliates.

This document was developed to assist
AmeriHealth in administering the
provisions of its benefits programs and
does not constitute medical advice.
Professional providers are responsible

for providing medical advice and
treatment. Even though this document
may conclude that a particular service

or item is medically necessary, such
conclusion is NOT based upon the terms
of a particular member’s benefit plan.
Members must refer to their specific
benefit program for the terms, conditions,
limitations and exclusions of coverage.

Please note that the Policy Bulletins
which are referenced herein describe

the status of a specific topic at the time
the Policy Bulletin was created. Policy
Bulletins are updated biennially and when
new medical evidence becomes available,
therefore, they are subject to change.

Please be aware that the actual Policy
Bulletins which are discussed herein are
used as a guide only. Coverage decisions
are made on a case-by-case basis by
applying Policy Bulletin criteria to the
member’s medical history, condition,
and proposed course of treatment as
well as the member’s benefit program.
Providers should review Policy Bulletins
with Members as treatment options are
discussed, as the Policy Bulletins are
designed to be used by our professional
staff in making coverage determinations
and can be highly technical.

Information contained in this document
and the actual Policy Bulletin does not
constitute an offer of coverage, medical
advice, or guarantee of payment. Please
note that, if there is a conflict between
the Policy Bulletin and a member’s
benefit program, the terms of the benefit
program will govern. The inclusion of

a code/modifier in this policy does not
imply reimbursement. Eligibility, Benefits,
Limitation, Exclusions, Precertification/
Referral Requirements, Provider
Contracts, and Policy still apply.

Please note that providers who opted

out of the class action settlement may
not be entitled to certain claim payment
policy changes. Therefore, any payments
made pursuant to such policy changes

to providers who opted out of the class
action settlement are subject to retroactive
adjustments.
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Medical Policies

Biofeedback Therapy (07.00.01d)

COVERED: ACCORDING TO CERTAIN CRITERIA

Biofeedback therapy is a training technique that
provides visual, auditory, or other evidence of the
status of certain bodily functions so that a person can
exert voluntary control over the functions and alleviate
deficits. The term biofeedback refers to the biological
signals that are fed back, or returned, to the individual
to assist in developing techniques to manipulate or
control certain bodily functions.

Biofeedback therapy is considered medically necessary
and, therefore, covered for any of the following when a
documented functional deficit is present:

* Muscle re-education of specific muscle groups

= Treatment of incapacitating muscle spasm and/or
weakness

* Treatment of pathological muscle abnormalities
when conventional treatments (heat/cold massage,
exercise, support) have not been successful

* Treatment of stress and/or urge urinary
incontinence in cognitively intact individuals who
have failed a documented trial of pelvic muscle
exercise (PME) training designed to increase
periurethral muscle strength

= Failure is defined as no clinically significant

improvement in urinary continence after
completing four weeks of an ordered regimen

of PMEs.
» Treatment of constipation secondary to proven

neuromuscular pelvic floor dysfunction

When biofeedback therapy is performed for any of the
reasons listed above, the individual’s medical records
should document an ongoing treatment plan, which
includes the following:

= Diagnosis
* Frequency goals

= Patient instruction (e.g., practice and follow-
through)

* Frequency of treatment (e.g., two times per week)

In addition, the individual’s medical records should
document that all of the following criteria have been
met:

* 'The individual is motivated to actively participate
in the treatment plan and is responsive to the
care plan requirements (e.g., practice and follow-
through at home).

* 'The individual is capable of participating in the
treatment plan (physically and cognitively).

* 'The condition is able to be appropriately treated
with biofeedback (i.e., there is no pathology to
prevent success of the treatment).

Supporting medical necessity documentation must be
maintained in the individual’s medical record and made
available to the Company upon request.

Biofeedback therapy for any purpose other than those
listed above including, but not limited to, the treatment
of ordinary muscle tension states (e.g., tension
headaches) or psychosomatic conditions is considered
not medically necessary and, therefore, not covered.

Biofeedback therapy sessions are limited to 24 visits
per 12-month calendar year for single or combination
medical condition(s). Sessions beyond these limits are
considered not medically necessary and, therefore, not
covered.

Individual benefits must be verified as some groups
exclude coverage for biofeedback therapy.

Devices used in biofeedback therapy (e.g.,
electromyography [EMG], biofeedback device) in the
office or outpatient setting are not eligible for separate
reimbursement; they are inherent to the biofeedback
service.

'The following are not eligible for reimbursement:

* Group biofeedback education training (i.e., more
than one individual involved with a practitioner in
training)

* Home use of biofeedback therapy and devices
(e.g., EMG, biofeedback device)

www.amerihealth.com/medpolicy



CODING GUIDELINES AND POLICY UPDATE

Decongestive Lymphedema Therapy
(07.06.01a)

COVERED: ACCORDING TO CERTAIN CRITERIA

'The lymphatic system has two primary immunologic
functions: activating the inflammatory response and
controlling infections. In addition, the lymphatic system
drains protein-containing fluid from body tissue and
conducts it in a unidirectional flow to the circulatory
system. Interruption in this drainage system results in
the swelling of a body part, usually an extremity. This
accumulation of fluid is referred to as lymphedema.

Currently, there is no cure for lymphedema. One
treatment option is a decongestive lymphedema therapy
(DLT) program. DLT is referred to by several terms,
which may include the following:

= Noninvasive complex lymphedema therapy

= Conservative lymphedema management

= Complicated physiotherapeutic therapy

* Multimodal lymphedema therapy

= Palliative lymphedema therapy

* Lymphedema drainage therapy (LDT)

* Manual lymphedema treatment (MLT)

= Complete decongestive physiotherapy (CDP)

DLT is an individualized therapy program that
generally consists of three sessions per week. The
average duration of supervised DLT therapy is one-
to-two weeks, depending on the progress of therapy.
Typically, a DLT program includes education for the
individual and the individual’s caregiver, including
instructions for skin care, manual lymphedema
drainage, short-stretch compression bandaging,
remedial exercise, and supportive garments.

A DLT program is considered medically necessary and,
therefore, covered when all of the following medical
necessity criteria are met:

* A lymphedema diagnosis is documented by a
physician and submitted with a treatment plan that
includes history and limb measurements for both
the affected and unaffected limbs.

* 'The individual is symptomatic (e.g., numbness,
tightness, stiffness, heaviness, and limb swelling)
for lymphedema with functional limitation (e.g.,

difficulty dressing, decreased walking endurance).

» 'The individual or caregiver is able to comprehend,
comply with, and continue the treatment regimen
independently in the home setting.

* A physician ordered the services, and the services
will be performed by an eligible health care
provider who has received specialized training
in this form of treatment.

Re-evaluations are performed when medically necessary
(e.g., a medical complication has caused an interruption
in therapy or a relapse in lymphedema). Requests for
additional DLT visits must meet the same criteria as
that of the initial treatment.

Documentation

When an individual is receiving DLT, the initial and
subsequent medical record documentation must include

the following:
= Initial bilateral limb measurements

= Subsequent limb measurements and progress
reports showing a reduction in size

= Progress reports addressing the expected outcome
as well as the expected duration of treatment

= A response from the individual or the individual’s
caregiver confirming their understanding of the
education and ability to take on responsibilities for
the treatment

Billing Guidelines

Providers should report DLT services with the global

Healthcare Common Procedure Coding System
(HCPCS) code S8950.

Capitation

In geographic areas with capitated physical therapy
(PT) programs, DLT is excluded from PT capitation
when reported with HCPCS code 58950.

Home Oxygen Therapy (05.00.58a)

COVERED: ACCORDING TO CERTAIN CRITERIA

Home oxygen therapy is used to treat chronic, stable
medical conditions that cause significant hypoxemia,
such as severe lung disease (e.g., chronic obstructive
pulmonary disease [COPD], interstitial fibrosis,
cystic fibrosis, and pulmonary neoplasm), pulmonary
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hypertension, and congestive heart failure related to
cor pulmonale. Appropriate evidence of significant

hypoxemia includes arterial blood gas studies, pulse
oximetry, and certain clinical signs such as elevated

pulmonary artery pressure, dependent edema, and

polycythemia vera.

Home oxygen may be delivered via nasal cannula, face
mask, or transtracheal catheter. Supply sources include
a stationary or portable compressed gas tank, stationary
or portable liquid oxygen tank, or stationary oxygen
concentrator.

Home oxygen is covered and eligible for reimbursement
when all of the following medical necessity criteria are
met:

* 'The treating physician has determined that the
individual has a severe lung disease or hypoxia-
related symptoms that might be expected to
improve with oxygen therapy.

* 'The individual’s blood gas study or pulse oximetry
meets the criteria stated below (i.e., severity of
illness is determined as Group I or II).

* 'The qualifying study was performed by an eligible

health care provider.

* The qualifying study was obtained under one of the
tollowing conditions:

- If performed during an inpatient hospital stay,
the reported test must be the one obtained
closest to, but no earlier than, two days prior to

the hospital discharge date.

an arterial oxygen saturation at or below 88 percent
taken at rest (awake) breathing room air.

'The individual demonstrates both of the following:
- An arterial PO, at or above 56 mm Hg or

an arterial oxygen saturation at or above 89
percent while awake

- An arterial PO, at or below 55 mm Hg or
an arterial oxygen saturation at or below 88
percent for at least five* minutes during sleep

The individual demonstrates a decrease in arterial
PO, more than 10 mm Hg or a decrease in arterial
oxygen saturation more than five percent for at
least five* minutes during sleep associated with
symptoms or signs reasonably attributable to
hypoxemia (e.g., cor pulmonale, P-pulmonale on
electrocardiogram (EKG) [P-wave greater than 3
mm in standard leads II, III, or AVF], documented

pulmonary hypertension and polycythemia vera).

* 'The individual demonstrates both of the following:

- An arterial PO, at or below 55 mm Hg or
an arterial oxygen saturation at or below 88
percent during exercise

- An arterial PO, at or above 56 mm Hg or
an arterial oxygen saturation at or above 89
percent during the day while at rest. In this
case, oxygen is provided for during exercise if
documentation shows it improves hypoxemia
when the individual breathes room air during
exercise.

Group I Certification and Recertification
Requirements

- If not performed during an inpatient hospital
stay, the reported test must be performed
while the individual is in a chronic stable state
(i.e., not during a period of acute illness or an
exacerbation of an underlying disease).

Certification Requirements:

* Initial coverage for individuals meeting Group I
criteria is limited to 12 months or the physician-
specified length of need, whichever is shorter.

= Alternative treatment measures have been tried
or deemed clinically ineffective (e.g., nebulizer
treatments or steroid therapy). = The individual must be seen and evaluated,
including a blood gas study or pulse oximetry
measurement, by the treating physician within

30 days prior to the date of initial certification.

Group I Criteria

Home oxygen therapy is considered medically necessary
and, therefore, covered when one of the following

Recertification Requirements:
Group I Criteria is met:

= A repeat blood gas study or pulse oximetry must be
performed within 30 days prior to the date of the
revised certification.

» 'The individual demonstrates an arterial partial

pressure of oxygen (PO,) at or below 55 mm Hg or
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Group II Criteria

Home oxygen therapy is considered medically necessary
and, therefore, covered when one of the following
Group II Criteria is met:

*» 'The individual demonstrates an arterial PO, of

56-59 mm Hg.

= 'The individual demonstrates an arterial blood
oxygen saturation of 89 percent at rest (awake),
during sleep for at least five* minutes, or during
exercise (as described under Group I Criteria) and
one of the following:

- Dependent edema suggesting congestive heart
failure

- Polycythemia vera with a hematocrit greater
than 56 percent

- Pulmonary hypertension or cor pulmonale,
determined by measurement of pulmonary
artery pressure, gated blood pool scan,
echocardiogram, or P-pulmonale on EKG
(P-wave greater than 3 mm in standard leads

I1, 111, or AVF)

Group II Certification and
Recertification Requirements

Certification Requirements:

* Initial coverage for individuals meeting Group II
criteria is limited to three months or the physician-
specified length of need, whichever is shorter.

Recertification Requirements:
* 'The most recent study performed between the 61st
and 90th day following initial certification must be

reported on the recertification.

Group III Criteria

Home oxygen therapy is considered not medically
necessary and, therefore, not covered when either of the
tollowing Group III Criteria is present:

» 'The individual demonstrates arterial PO, levels at
or above 60 mm Hg.

» 'The individual demonstrates arterial blood oxygen
saturations at or above 90 percent.

*For all the sleep oximetry criteria described above, the five
minutes does not have to be continuous.

When both arterial blood gas (ABG) and oximetry
tests have been performed on the same day under the
same conditions (i.e., at rest/awake, during exercise,

or during sleep) the ABG result will be used to
determine if the coverage criteria were met. If an ABG
test at rest/awake is nonqualifying, but an exercise or
sleep oximetry test on the same day is qualifying, the
oximetry test will determine the coverage.

Portable oxygen systems are considered medically
necessary and, therefore, covered when the individual is
mobile within the home and the qualifying blood gas
study was performed while at rest (awake) or during
exercise. If the only qualifying blood gas study was
performed during sleep, portable oxygen is considered
not medically necessary and, therefore, not covered.

If all of the coverage conditions specified above are not
met, the oxygen therapy will be denied as not medically
necessary and, therefore, not covered.

Home oxygen therapy is considered not medically
necessary and, therefore, not covered in the treatment of:

* Angina pectoris in the absence of hypoxemia

* Dyspnea without cor pulmonale or evidence of
hypoxemia

» Terminal illnesses that do not affect the respiratory
system

= Peripheral vascular disease

All home oxygen therapy equipment from contracted
providers is rented rather than purchased. Oxygen
supplies (e.g., nasal cannula, tubing, face mask) are
included in the rental reimbursement.

Documentation

'The Company may conduct reviews and audits of
services provided to our members, regardless of the
participation status of the provider. This process will
include, but is not limited to, review of all services
related to the claims prior to payment and post-
payment review/audit of paid claims. Reviews may
focus on adequate documentation of the certificate of
medical necessity (CMN) for home oxygen according
to the physician’s prescription or other medical
documentation. The CMN must be completed by

the treating physician or another health care provider
employed by the physician (nurse, respiratory therapist,
etc.) The CMN may not be completed by the durable

5

View full policies online at www.ameribealth.com/medpolicy

Winter 2007


http://www.amerihealth.com/medpolicy

medical equipment (DME) supplier. The CMN must
include the diagnosis of the disease requiring home use
of oxygen and the results of specific testing as required
to meet the criteria noted above. A current CMN
must be maintained by the DME supplier and made

available to the Company upon request.

Insertion of Implantable Infusion
Pumps (11.15.03d)

COVERED: ACCORDING TO CERTAIN CRITERIA

An implantable infusion pump is a drug delivery
system that provides for the continuous infusion of

an agent (e.g., morphine, chemotherapy drug) at a
constant and precise flow rate. It is surgically placed in
a subcutaneous tissue pocket in the abdomen or chest.
The device consists of a surgically placed catheter that
administers the prescribed medication and a pump that
has a reservoir for medication storage.

'The insertion of implantable infusion pumps is
considered medically necessary and, therefore, covered
when used for one or more of the following indications
or conditions:

Chemotherapy for Cancer

'The insertion of implantable infusion pumps is
considered medically necessary and, therefore, covered
for any of the following chemotherapy regimens:

* Intra-arterial infusion of 5-fluorodeoxyuridine
(5-FUdR) for the treatment of liver cancer for
individuals with primary hepatocellular carcinoma

» Intravenous infusion for the treatment of Duke’s
Class D colorectal cancer, in which metastases
are limited to the liver, and either the disease is
unresectable or the individual refuses surgical
excision of the tumor

= Intravascular infusion for the administration of
U.S. Food and Drug Administration (FDA)-
approved chemotherapeutic agents as treatment
for head and neck cancer

Antispasmodic Drugs for Severe
Spasticity
'The insertion of implantable infusion pumps is

considered medically necessary and, therefore, covered
for the intrathecal administration of antispasmodic

drugs (e.g., baclofen) to treat chronic intractable
spasticity in individuals who have proven unresponsive
to less invasive medical therapy, as determined by 4oz
of the following criteria:

* An individual cannot be maintained on
noninvasive methods of spasm control, such as oral
antispasmodic drugs, either because these methods
tail to control the spasticity adequately or they
produce intolerable side effects, as indicated by at
least a six-week trial.

= Prior to pump implantation, an individual must
have responded favorably to a trial intrathecal dose
of the antispasmodic drug.

Opioid Drugs for the Treatment of
Chronic Intractable Pain

'The insertion of implantable infusion pumps is
considered medically necessary and, therefore, covered
for the intrathecal or epidural administration of

opioid drugs (e.g., morphine) to treat severe, chronic,
intractable pain of a malignant or nonmalignant origin
in individuals who have a life expectancy of at least
three months and who have proven unresponsive to less
invasive medical therapy, as determined by one of the
following criteria:

* An individual’s history must indicate that he/she
did not respond adequately to noninvasive methods
of pain control (e.g., systemic opioids and attempts
to eliminate physical and behavioral abnormalities
that may cause an exaggerated reaction to pain).

= A preliminary trial of intraspinal opioid drug
administration must be undertaken with a
temporary intrathecal/epidural catheter to
substantiate adequately acceptable pain relief, the
degree of side effects (including effects on the
activities of daily living), and individual acceptance.
These must be documented in the individual’s
medical record.

Determinations may be made on the medical necessity
of other uses of implantable infusion pumps if all of the
following criteria are met:

* 'The drug is medically necessary for the treatment

of the individual.
» The drug can only be administered by an

implantable infusion pump.

www.amerihealth.com/medpolicy
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* 'The drug being administered and the purpose for
its administration are consistent with the indicated
uses in the pump’s FDA-approved labeling.

The insertion of implantable infusion pumps is
contraindicated for individuals with one or more of the
following:

* A known allergy or hypersensitivity to the drug
being administered (e.g., baclofen or morphine)

= An infection

* Insufficient body size to support the weight and
bulk of the device

» Other implanted programmable devices (because
crosstalk between devices may inadvertently change
the prescription)

'The revision, replacement, and/or removal of
implantable infusion pumps or catheters that are
required for the pump are considered medically
necessary for the individual’s treatment and, therefore,
covered.

Professional services for the care and maintenance of
implantable infusion pumps that are reported using
Current Procedural Terminology (CPT®*) codes
62367, 62368, 95990, 95991, and 96522 are eligible for

reimbursement consideration.

Refill kits and supplies that are reported by a physician
using Healthcare Common Procedure Coding System
(HCPCS) codes A4220 and A4221 are considered
integral to the physician’s services when reported in
conjunction with CP'T codes 95990, 95991, or 96522.
Therefore, refill kits and supplies are not eligible for
separate reimbursement consideration for contracted
professional providers.

*CPT® (Current Procedural Terminology) is a copyright of the American Medical
Association (AMA). All Rights Reserved. No fee schedules, basic units, relative
values, or related listings are included in the CPT®. The AMA assumes no liability
for the data contained herein. Applicable FARS/DEFARS restrictions apply to
government use. CPT® is a registered trademark of the AMA.

Needle Electromyography (EMG)
Studies (07.03.09b)

COVERED: ACCORDING TO CERTAIN CRITERIA

Electromyography (EMG) is the study and recording
of the intrinsic electrical properties of skeletal muscles.

EMG is performed to diagnose, define, and follow

diseases of the peripheral nervous system and muscle.
Needle EMG is performed by inserting an electrode
through the skin into appropriate muscles, one at a
time. The needle translates the amount and intensity of
the electrical activity into waveforms that are displayed
on a computer screen.

Only those who are properly trained to perform needle
EMGs should perform these tests. Competency to
perform needle EMGs can be demonstrated through
the completion of specialized training and documented
experience performing cases under appropriate
supervision.

Single-fiber EMG

Single-fiber EMG is a specially designed needle
electrode used to record and identify action potentials
(APs) from individual muscle fibers. These recordings
are used to calculate the neuromuscular jitter and the
muscle fiber density (FD). Increased jitter, blocking,

or both may occur in a variety of primary disorders of
neuromuscular transmission (e.g., myasthenia gravis).
Jitter and FD may be measured in one or more muscles
depending on the condition being evaluated and the
results of the testing.

Needle EMG is considered medically necessary
and, therefore, covered for the following suspected
indications:

* Mononeuropathy and polyneuropathy (metabolic,
degenerative, hereditary)

* Myopathy (including polymyositis and
dermatomyositis; myotonic and congenital
myopathies)

» Nerve compression syndromes (including carpal
tunnel syndrome and other focal compressions)

» Neuromuscular junction disorders (myasthenia
gravis)

» Plexopathy (idiopathic, trauma, infiltration)

» Radiculopathy (cervical, lumbosacral)

In addition, needle EMG is considered medically
necessary and, therefore, covered for localization prior
to the administration of either of the following:
* Botulinum toxin type A (Botox®) (when used
for Company covered indications)
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