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This is the August 1, 2018 issue of the Providence Health Plans Medical and 
Pharmacy Policy Alert to our providers. The focus of this update is to 
communicate to providers’ new or revised Medical or Pharmacy policy 
changes. Providence Health Plans has a standard process to review all 
Medical & Pharmacy Policies annually. Policies will be available for review on 
ProvLink based on the Effective date noted below.   

This Policy Alert, Prior Authorization Requirements, and Medical/Pharmacy 
policies are available through PHP ProvLink. 
 
SPECIAL NOTICE: 
 

The Freestyle Libre Flash™ is Now Available at Network 
Pharmacies 

The Freestyle Libre Flash™ is a continuous glucose monitoring (CGM) devices 
for personal, long-term use. For qualified patients, Providence Health Plan 
(PHP) has begun coverage of the new Freestyle Libre Flash™ at our network 
pharmacies. If members meet medical necessity criteria as outlined in the 
new pharmacy policy (at point-of-service or through prior authorization) 
they will be able to obtain these meters, and associated supplies, through 
their preferred pharmacy. Please note that all other CGMs for professional 
or personal use will continue to be reviewed for medical necessity as noted 
in the following PHP Medical Policies:  

 Diabetes: Continuous Glucose Monitors (All Lines of Business Except 
Medicare) 

 Diabetes: Continuous Glucose Monitors (Medicare Only)  
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Here’s what’s new from the following policy committees: 
 

MEDICAL POLICY COMMITTEE 
 

New Policies or Major Changes 
 

Effective August 1, 2018  
 

Cardiac: Left Atrial Appendage Devices (All Lines of Business Except Medicare) (SUR130): 
 Liberalized criteria on the use of the Watchman left atrial appendage (LAA) closure device to allow in individuals at risk of stroke for whom 

anticoagulation is recommended but there is valid rationale to seek a non-pharmacological alternative. Medical necessity criteria have been created 
based on the U.S. Food & Drug Administration (FDA) indications (and contraindications) for use. 

 All other percutaneous devices are still considered investigational as they are NOT approved by the FDA for LAA occlusion/closure. 

 In addition, clarification has been made regarding the AtriClip device currently addressed in this policy. This LAA occlusion device is approved for use 
during heart surgery but its efficacy has not been established and therefore this device will remain investigational. 

 The code specific to percutaneous insertion of LAA closure devices (33340) will be changed from “Not Covered” to “PA required”.  
 

Cardiac: Left Atrial Appendage Devices (Medicare Only) (SUR131): 

 The main difference between CMS and all other lines of business is that CMS only allows for coverage through a process called Coverage 
with Evidence Development (CED). This means that coverage is only allowed through specific approved clinical trials or registry studies. 
We have provided criteria in this policy regarding requirements for trials and registries, but there is additional information in the 
“Clinical Trials and IDE Studies (Medicare Only)” policy. Therefore, we have added the “Clinical Trials and IDE Studies (Medicare Only)” 
policy as a cross reference. 

 
Lyme Disease (MED277): 

 There is a pharmacy policy which has medical necessity criteria for IV antibiotic therapy for the treatment of Lyme disease; therefore, 
this Lyme disease medical policy only address (1) diagnostic testing for Lyme disease (including unvalidated tests, which would be 
considered investigational) and (2) non-antimicrobial alternative treatments for Lyme disease. A note has been added to the top of the 
policy criteria which indicates the pharmacy policy should be used for medical necessity determinations regarding IV antibiotic therapy 
for Lyme disease. 

 Diagnostic Testing 
o Diagnostic testing for Lyme disease is considered medically necessary when done in accordance with the CDC’s two-step laboratory 

testing process for Lyme disease. Any other testing methods are considered investigational. The policy criteria include a list of assays 
which the CDC has determined to be unvalidated for the diagnosis of Lyme disease. 
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 Non-Antimicrobial Alternative Therapies 
o All non-antimicrobial alternative therapies for Lyme disease are considered investigational. An investigational list of 

these alternative therapies has been compiled from (1) SIU feedback (2) a review of the literature and (3) the Infectious 
Disease Society of America (IDSA) guidelines for diagnosing and treating Lyme disease. 

 
Effective October 1, 2018 

 

Colorectal Cancer Screening: Fecal Immunochemical Testing and Fecal DNA Testing (LAB187): 
 No major changes to the medical necessity criteria for fecal immunochemical testing or fecal DNA testing (i.e., Cologuard). These tests do 

not require PA, but policy is needed to administer evidence-based frequency limits on these colorectal cancer screening methodologies. 
Coding configuration will be set-up to allow for one FIT per year and one fecal DNA test (i.e., Cologuard) every 3 years. 

 

Fecal Microbiota Transplantation (MED223): 
 The policy title has been changed to reflect the currently accepted term for this treatment.  

 The following restrictions have been made to the criteria: 
o The criteria have been restricted to only allow for fecal microbiota transplantation (FMT) after three episodes (initial occurrence plus 

2 reoccurrences) of clostridium difficile infection (CDI), regardless of the severity of the infection. 
o Less than 3 episodes, regardless of the severity of the CDI and the number of days on antibiotics, will be considered investigational.  

 The list of contraindications (criterion I.C.) has been expanded, based on evidence and protocols from centers performing FMT (Ohio 
State and UC Irvine), other payers and a prominent company that manufactures various formulations of FMT. We now consider the 
following to be contraindications: 
o We have expanded the list of  circumstance that indicate a patient is immunocompromised to include:  

 Patients on major immunosuppressive agents (e.g., high-dose corticosteroids, calcineurin inhibitors, mammalian target of 
rapamycin (mTOR) inhibitors, lymphocyte-depleting biological agents, anti-tumor necrosis factor agents, chemotherapeutic 
antineoplastic agents) 

 Other causes of severe immunodeficiency 
o Anatomic contraindications to nasogastric tube, enema, or colonoscopy (dependent on route of administration) 
o Pregnancy 
o Use of ongoing antibiotics for indications other than CDI 
o Toxic megacolon or ileus 

 An investigational criterion has been added, which includes initial occurrence of CDI, inflammatory bowel disease (including ulcerative 
colitis), constipation and other indications. This list is based on the current evidence reviewed for this policy update. 

 
Nerve Conduction Studies (All Lines of Business Except Medicare) (MED285): 

 The order of the policy criteria has been changed to have the studies with medically necessary criteria (i.e.: non-automated nerve 
studies) at the top (criterion I.). This is to be consistent with other medical policies. 

 In addition, the following criteria were added to the policy: 
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Non-automated Nerve Conduction Studies 
o Not medically necessary criteria for (based on practice guidelines): 

 Screening of asymptomatic individuals. 
 Monitoring of disease intensity or monitoring of treatment efficacy. 

o Investigational criteria for diagnosis of conditions other than peripheral nervous system disorders. 

 We have also expanded the conditions for which automated nerve studies are considered investigational. This is based on new devices 
(e.g., DPN-check) and new evidence. 

 
Nerve Conduction Studies (Medicare Only) (MED425): 

 Medicare was split out from all other lines of business due to differences in coverage and restrictive billing guidelines that 
we cannot apply to all other lines of business. 

Differences in coverage: 

 CMS allows for automated nerve conduction studies for carpel tunnel syndrome and no other indication. This is a 
liberalization compared to all other lines of business. 

o All other conditions are considered not medically necessary.  

 Additional not medically necessary indications for non-automated nerve conduction studies that are currently not in our 
commercial policy criteria: 

o CMS denies nerve conduction studies when not done in conjunction with electromyography studies. (With the 
exception of carpel tunnel syndrome.) 

o CMS denies the use of devices that do not include all of the following response parameters: amplitude, latency, 
configuration and conduction velocity. 

o CMS denies nerve conduction studies and associated devices that do not provide real-time data to providers (e.g., 
the raw measurement data obtained and then transmitted trans-telephonically or over the Internet). 

 CMS considers quantitative sensory testing not medically necessary. 
Restrictive billing guidelines: 

 CPT code 95905 is not allowed to be billed by Physical Therapists. 
 
No Major Changes 

 
Effective August 1, 2018 

 
Vectra DA Test for Rheumatoid Arthritis (LAB366): 

 This policy has different criteria based on lines of business. For all lines of business except Medicare there are no changes to 
the current investigational criteria. For the Medicare only criteria, medically necessary indications were clarified based on 
the LCA language: 
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o Two new indications were added (criterion I.C. and I.D) and one indication was clarified (criterion I.G) 
o We have added a note within the Medicare criteria to direct reviewers to the LCA, which lists the 200 ICD-10 codes, 

which are considered to be covered. However, this list of covered indications/ICD codes is mainly informational, 
since we do not PA the CPT code specific to the Vectra test for Medicare. (See the Medical Director Review section 
for more information). 

 
Coding Changes 
 
Effective: July 1, 2018 
 
The following codes will deny as investigational per the Genetic Testing: Non-covered Genetic Panel Testing Medical Policies (All Lines of Business): 
 

 0012M 

 0013M 
 
Effective: September 1, 2018 
 
The following code will deny as investigational per the Genetic Studies and Counseling Medical Policy: 
 

 0036U  
 
The following code will deny as investigational for commercial members (Effective 7/1/2018) and will require a prior-authorization for Medicare 
members (effective 9/1/2018) per the Genetic Studies and Counseling Medical Policy: 
 

 0037U 
 
Effective: October 1, 2018 
 
The following code will be set up to pay when billed with specific diagnosis codes as outlined in the Vitamin D Assay Testing Medical Policy: 
 

 0038U 
 

Effective: November 1, 2018 
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The following codes will be added to the Investigational and Non-covered Medical Technologies Medical Policy (both Commercial and Medicare 
policies) as investigational: 
 

 0506T 

 0507T 

 0508T 
 
Reformatted Medical Policies 

 
The following policies have been updated in the new format only.  No other changes to the policy were made: 
 
Effective August 1, 2018 
 

 Cosmetic and Reconstructive Surgery 
 

 

PHARMACY & THERAPEUTICS COMMITTEE 
 

No Updates 


