“What’s New” Medical Policy Updates February 2024

Listed below are the recent changes made to policies within the Geisinger Health Plan Medical Policy
Portfolio during the months of December and January that will become effective March 15, 2024 (unless
otherwise specified). The Plan uses medical policies as guidelines for coverage decisions made within
members written benefit documents. Coverage may vary by line of business and providers and members
are encouraged to verify benefit questions regarding eligibility before applying the terms of the policy.

MPO010 Blepharoplasty — Revised — Update CMS Rules

For Medicare Business Segment
If medical necessity is documented for both an upper eyelid blepharoplasty (15822, 15823) and a
blepharoptosis repair (67901-67908) on the same eyelid the bundles apply and only one procedure is
reimbursed. The member has no financial liability for the bundled service and a waiver does not apply.
When a noncovered cosmetic procedure is performed in the same operative session on the same eyelid
as a covered surgical procedure, the benefit will be applred for the covered procedure only A pre-service

organizational determination An-Ady

given to members to provide notification of frnancral Irabrlrty for the cosmetrc procedure and any items or
services that Medicare never covers or for which Medicare is not likely to provide coverage.

Following CMS transmittal 3854 (https://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/2017Downloads/R3854CP.pdf), the bundle applies to the

performance of a medically necessary upper eyelid blepharoplasty (15822, 15823) and a medically
necessary blepharoptosis repair (67901 — 67908) in a single operative session. However, the bundles do
not apply to cosmetic services performed in the same operative session with a medically necessary
service. For example, the bundle does apply to a cosmetic blepharoplasty performed on the same eye lid
as a medically necessary blepharoptosis repair.
organizational determination a-waiveror-ABN to inform the patient of their financial liability.

For cosmetic procedures provide a pre-service

MPOQ75 Tissue Engineered Skin Substitutes — Revised — Added Product Restrictions

The use of the following products or any FDA-approved product not listed is limited to the FDA approved

indication.
AlloDerm® RTM Ready | Conexa™ Integra™ Matrix Wound | Repriza™
to Use
AlloMax™ CorMatrix® InteguPly™ Restore® Orthobiologic
AlloMend™ CRXa™ Jaloskin® Seamguard®
Allopatch HD CryoSkin® LiquidGen™ SportMesh™
Alloskin™ Cuffpatch™ MariGen Omega3 SS Matrix™
Alloskin RT™ Cymetra Matriderm® Stimulen™ Collagen
AlloWrap® DeNovo® NT Graft Matristem® StrataGraft®
AmnioCare® Dermacell™ Matrix HD™ Strattice™
AmnioExcel™ Dermadapt™ Wound MediHoney® Suprathel®

Dressing

AmnioFix™ DermaMatrix ™ Medeor™ SurgiMend®



https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017Downloads/R3854CP.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017Downloads/R3854CP.pdf

Amniomatrix™ DermaSpan™ Mediskin® Surgisis® (including
Surgisis® AFP™ Anal
Fistula Plug, Surgisis®
Gold™ Hernia Repair
Grafts, and Surgisis™)

AmnioMTM™ DressSkin™ Memoderm™ Talymed™

AmnioShield® Duraform™ Menaflex™ TenoGlide™

Aongen™ Collagen Duragen® XS Meso BioMatrix™ TenSIX™

Matrix

Architect Extracellular Duragen™ Plus Neoform Dermis™ TheraForm™

Matrix ™ Standard/Sheet

ArthroFlex® DuraMatrix™ NEOX® 100 Quick- TissueMend®

Peel
Atlas Wound Matrix Durepair® NEOX® 1k Wound TranzGraft®
Regeneration Matrix Matrix
Avance® Nerve Graft Endobon® Xenograft NEOX® FLO NuCel™ Unite™

Granules

Avaulta Plus™ Endoform™ Neuragen® Veritas® Collagen
Matrix
AxoGuard® nerve ENDURAgen™ NeuraWrap™ X-Repair
connector
AxoGuard® nerve Epicel® Neuroflex™ XCM Biologic™
protector
Biobrane® EpiDex® NeuroMatrix™ Xelma®
BioDDryFlex® EpiFix™ NeuroMend™ XenMatrix™
Biodesign Excellagen® NuCel® Xwrap™ (Hydro, DRY,
and ECM)
BioDExCel™ EZ Derm™ NuShield® TheraSkin®
BioDfactor™ FlexHD® Required Oasis™ Amniply
Program Exception
for Medicaid
BioDfence® FloGraft™ OrthADAPT™ Reguard
BioDOptix™ FortaDerm™ Wound OsseoGuard® Cortiva
Dressing
BioFiber™ Gammagraft™ Ovation® AllopatchHD Required
Program Exception
for Medicaid
Biovance® Puraply AmnioBand Required
Program Exception
for Medicaid
C-QUR™ GORE®BIio —-A Pelvicol® Guardian Required
Program Exception
for Medicaid
Celaderm Grafix® CORE Pelvisoft®

CellerateRX®

Grafix® PRIME

Peri-Guard® Repair
Patch

CelluTome™ GraftJacket™ Peri-Strips Dry®

CLARIX™ 100 Quick- Graftjacket™ Xpress Permacol™

Peel injectable

CLARIX™ 1k HA Absorbent Wound PriMatrix®
Dressing

CLARIX™ FLO Helicoll Promogran™




CollaFix™ hMatrix® PTFE felt

Collamend™ Hyalomatrix® Puracol®
Collasorb™ Inforce® Puros® Dermis
Collawound™ Integra® Dermal Repliform®

Regeneration

FOR MEDICAID BUSINESS SEGMENT:
Epifix (Q4186), Grafix Core (Q4132) and Grafix Prime (Q4133) require a program exception to be
considered for coverage

MPO080 Outpatient Cardiac Rehabilitation and Intensive Cardiac Rehabilitation — Revised
— Clarify ICR Coverage

INDICATIONS: A cardiac rehabilitation program is medically necessary within 12 months of any of the
following:
e Acute myocardial infarction
e Coronary bypass surgery
e Stable angina pectoris unresponsive to medical therapy which prevents the patient from
functioning optimally to meet domestic or occupational needs
Percutaneous Transluminal Coronary Angioplasty or coronary stenting
Cardiac valve replacement/ repair
Class Il or IV congestive heart failure unresponsive to medical therapy
Heart or heart-lung transplant

o o o o

Outpatient cardiac rehab is limited to a maximum of 36 dates of service perievent per calendar year.

when-provided-by-a-participating-provider

e Intensive Cardiac Rehabilitation h sessions are limited to 72 one-hour sessions, up to 6

sessions per day for up to 18 weeks.

Medicare and Medicaid Business Segments

- In‘addition’to'the conditions listed in the indications section, cardiac rehabilitation is also covered

for stable chronic heart failure.
e Intensive Cardiac Rehabilitation - sessions are limited to 72 one-hour sessions, up to 6
sessions per day for up to 18 weeks.



https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ecfr.gov%2Fcurrent%2Ftitle-42%2Fchapter-IV%2Fsubchapter-B%2Fpart-410%2Fsubpart-B%2Fsection-410.49&data=05%7C01%7Cpkrebs%40thehealthplan.com%7C6ceebfd72a724839d71d08db83370301%7C37d46c567c664402a16055c2313b910d%7C0%7C0%7C638248044517996183%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=9op7ukkLmgYVnKTFzncgYaVEG3LlWjxqFKFao6WRfGE%3D&reserved=0
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ecfr.gov%2Fcurrent%2Ftitle-42%2Fchapter-IV%2Fsubchapter-B%2Fpart-410%2Fsubpart-B%2Fsection-410.49&data=05%7C01%7Cpkrebs%40thehealthplan.com%7C6ceebfd72a724839d71d08db83370301%7C37d46c567c664402a16055c2313b910d%7C0%7C0%7C638248044517996183%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=9op7ukkLmgYVnKTFzncgYaVEG3LlWjxqFKFao6WRfGE%3D&reserved=0

e Additional indications may be considered when reviewed and approved by a Plan Medical
Director

Medicaid Business Segment. Any services beyond 36 per calendar year would require Medical Director
review and would be covered if medically necessary.

LIMITATIONS:

EXCLUSIONS:
Maintenance therapy, also known as Phase Il cardiac rehab, is NOT COVERED.

Medicaid Business Segment:
Any requests for services, that do not meet criteria set in the PARP, may be evaluated on a case by case
basis

MP098 Genetic Testing/Colorectal CA — Revised — Revised Criteria; Removed Prior Auth

DESCRIPTION:

Genetic testing felatédto'colorectal’éancer involves the analysis of DNA, RNA, chromosomes, iroteins,

certain metabolites in order to detect heritable disease-related genotypes.
. There are currently two well-defined -types
familial adenomatous

and hereditary

of hereditary colorectal cancer
polyposis (FAP),
nonpolyposis colorectal cancer




INDICATIONS:




_, MSH2, MSH6, PMS2, MUTYH and EPCAM genes. COLARIS AP detects mutations

in the APC and MUTYH genes.

POLYPOSIS SYNDROMES
APC & MUTYH gene testing for familial adenomatous polyposis (FAP), attenuated familial adenomatous
polyposis (AFAP), and M YH associated polyposis syndrome (MAP) is covered in ANY of the
following situations:
1. >10 adenomatous colonic polyps in their lifetime; OR
2. A member has a close relative with a clinical or molecular diagnosis of FAP, aFAP, or MAP;
OR
3. Personal history of desmoid tumor, hepatoblastoma, or cribriform-morular variant of papillary
thyroid cancer

RARE POLYPOSIS SYNDROMES
1. >2 hamartomatous polyps in their lifetime; OR

2. >5 serrated colonic iOIiiS in their lifetime; OR

SMAD4 AND BMPR1A TESTING (Juvenile Polyposis Syndrome)
Genetic testing for SMAD4 and BMPR1A gene variants is considered medically necessary when any one
of the following criteria is met:
1. A documented diagnosis of juvenile polyposis syndrome based on any one of the following:

e atleast 3 juvenile polyps in the colon; or

¢ multiple juvenile polyps in other parts of the gastrointestinal tract; or

e any juvenile polyps in a person with a known family history of juvenile polyps

OR

2. Documentation of a close relative diagnosed with juvenile polyposis syndrome.

STK11 Testing (Peutz-Jeghers Syndrome)
Genetic testing for STK11 gene variants is considered medically necessary when any of the following
criteria is met:
There is a known family history of STK11 (LKB1) gene mutation; or
The member has a clinical diagnosis of PJS based on as least TWO of the following features:
e Two or more histologically confirmed Peutz-Jeghers polyps of the small intestine
e characteristic mucocutaneous pigmentation of the mouth, lips, nose, eyes, genitalia, or fingers
o family history of Peutz-Jeghers syndrome




Fecal DNA Testing: (e.q., Cologuard,) DOES NOT REQUIRE PRIOR AUTHORIZATION a noninvasive,

multitarget fecal DNA test for the qualitative detection of colorectal neoplasia-associated DNA markers in
addition to the presence of occult hemoglobin in stool is covered as a preventive screening methodology
once every 3 years according to the following criteria:
e Age 45to 85 years; and
e Asymptomatic (no signs/symptoms including but not limited to, lower gastrointestinal pain, blood
in stool, positive guaiac fecal occult blood test, or fecal immunochemical test); and
e There has been no documentation of a normal colonoscopy in the previous 10 years; and
e Ataverage risk of developing CRC defined as:
o no personal history of adenomatous polyps, colorectal cancer, or inflammatory bowel
disease including Crohn’s disease and ulcerative colitis; and
o no family history of colorectal cancer, e¥ adenomatous polyps, familial adenomatous
polyposis (FAP /[ MAP), neurofibromatosis type 1, or Lynch syndrome,

, ; '

MP168 Non-invasive Testing for Organ Transplant Rejection — Revised — Added Medicare
Coverage for AlloSure



MP205 Advanced Molecular Topographic Genotyping — Revised — Specified Medicare
Coverage, Exclusion Language

DESCRIPTION:
Advanced molecular topographic genotyping combines advanced molecular genetics with current
atholo ractices for a definitive diagnosis from existing specimens.

FOR MEDICARE AND MEDICAID BUSINESS SEGMENT:

INDICATIONS:
*REQUIRES PRIOR MEDICAL DIRECTOR or DESIGNEE AUTHORIZATION

Consideration for coverage is limited to the Medicare Business Segment, in compliance with CMS
directives.



EXCLUSIONS:
For the Medicare and Medicaid Business Segment, the Plan does NOT consider the use of advanced

molecular topographic genotyping (including but not limited to RedPath-INterspace Diagnostics Pathfinder
TG medically necessary when used as a “first-line”

pathology analysis.

MP312 Routine Care in Clinical Trials — Revised — Clarified Exclusions

EXCLUSIONS:



Costs which are not routine care costs, including, but not limited to, the following are excluded:
e The investigational item, device, drug or serwce

MP365 Multi-Cancer Early Detection Testing — Revised — Added test name Exclusions

EXCLUSIONS:

The Plan does NOT provide coveracI]e for Multi-Cancer Early Detection (MEED) Testing, including, but not

limited to GRAIL Galleri, because it is considered experimental,
investigational or unproven. There is insufficient evidence in the peer-reviewed published medical
literature to establish the effectiveness of this test on health outcomes when compared to established
tests or technologies.

MPO19 Laser Tx of Cutaneous Lesions — Revised — Expanded Indications
For treatment of Port Wine Stains:

e The lesion results in bleeding or painful nodules.
e The patient is at risk for development of glaucoma (e.g., Sturge-Weber Syndrome, lesions that

are located on the eielids or the foreheadi

MPO064 Breast Reconstruction — Revised — Clarified WHCRA Language

DEFINED BENEFIT: Coverage for post trauma and/or post-mastectomy breast reconstruction
surgery is in accordance with any and all state and/or Federal mandates, including The
Women'’s Health and Cancer Rights Act, which currently includes:

MPQ99 Breast Implant Removal — Revised — Consolidated Indications

INDICATIONS:



For members who have undergone cosmetic breast augmentation
d , removal of breast implants is
considered medically necessary for any of the following indications:

e Breast cancer (new onset H or chest wall tumors in proximity to the implant; or

e Intra- or extra-capsular rupture of silicone gel implant; or

e Extra-capsular rupture of saline implant if h cosmetic outcome is
compromised

e Implants with - contracture that interferes with mammography; or

e Implants with contracture associated with pain (Baker Class Il or IV)*; or

¢ Implants complicated by persistent or recurrent local or systemic infection secondary to the breast
implant and refractory to medical management, including antibiotics

e Erosion of the implant through the skin or scar
Breast implant-associated anaplastic large cell ymphoma

MP217 Polysomnography and Sleep Studies — Revised — Revised Criteria

INDICATIONS:







The Plan considers repeat testing to be medically necessary for the following indications:

e Evaluation of need for modification and/or discontinuance of positive pressure breathing
devices if the member has experienced significant weight change or change in
symptomology

e Evaluation of effectiveness of oral devices or surgical intervention if the member does not
meet criteria for an unattended home study

V. A Multiple Sleep Latency Test (MSLT) may be considered medically necessary when documented
evidence of excessive daytime somnolence exists despite the cessation of apnea or a significant
decrease in AHI.

VI. Polysomnography followed by a MSLT performed the day after may be considered medically
necessary in the evaluation of suspected narcolepsy or idiopathic hypersomnia if obstructive sleep
apnea has been ruled out.



LIMITATIONS:

* For the Medicare & Medicaid Business Segment Only - Additional coverage may be available
through the applicable CMS mandates and/or the Coverage with Evidence Development (CED) when
enrolled in a Centers for Medicare & Medicaid Services (CMS)-approved practical clinical trial.

The facility or provider must maintain documentation that it is in compliance with the criteria set by the
American Sleep Disorders Association or the American Academy of Sleep Medicine. Failure to do so may
result in a delay in processing of claims or denial of the claim.

The patient’s medical record must contain documentation that fully supports the medical necessity and

frequency for sleep studies as covered in the above policy. The documentation must include, but is not

limited to, relevant medical history, physical examination and results of pertinent diagnostic tests and/or
procedures.

Performance of home sleep testing is limited to FDA approved devices furnished with adequate patient
instruction and support to assure successful completion and reliable results.

Home sleep testing should be performed over a period of three (3) consecutive nights to acquire quality
data. The performance of home sleep testing for multiple nights will be considered as one (1) study.

EXCLUSIONS:




MP350 Genetic and Biochemical Testing for Alzheimer's Disease and Dementia — Revised
— Expanded Description; Added Indications

DESCRIPTION:

Alzheimer disease is the most common cause of dementia. Alzheimer disease is a progressive,
irreversible neurodegenerative disease. Individuals are typically classified into early-onset and late-onset
disease using the age of 65 years as a cutoff. Genetic testing and biomarker testing has been proposed
as a means to identifying a definitive diagnosis, improving understanding for the family, and allowing at-
risk relatives to have predictive testing.




EXCLUSIONS:
The Plan considers testing of genetic markers APOE, TREM2, APP, PSEN1, and/or PSEN2 for the
diagnosis of Alzheimer’s disease to be experimental, investigational or unproven and therefore NOT
COVERED as a diagnostic technique for individuals ifi: with
» symptoms suggestive of Alzheimer’s disease/ early-onset Alzheimer’s disease(EOAD), or-in
e asymptomatic individuals with a family history of Alzheimer’s disease/ early onset Alzheimer’s
disease.

There is insufficient evidence in the peer-reviewed medical literature to su
.testing for Alzheimer disease-related gene variants.

improves health outcomes
with Alzheimer’s disease, dementia, or mild cognitive impairment

for people diagnosed

MP360 Minimal Residual Disease NGS Testing — Revised — Added NavDx for Medicare

For the Medicare and Medicaid Business Segments

Although there is no National Coverage Determination issued for this service, CMS directives may allow
Signatera ClonoSeq and/or Guardant Reveal testing to be considered for coverage when used to predict
risk of recurrence risk in patients with colon cancer. Effective 12/26/2021 Palmetto GBA established a
formal coverage policy for all Medicare patients. This local carrier determination is applicable nationally.
Please refer to policy number A58376 on Centers for Medicare & Medicaid Services website. Coverage
criteria under the policy have been met for (1) the diagnosis of disease progression, recurrence, or
relapse for colon cancer and (2) monitoring of response to immune-checkpoint inhibitor therapy for any
solid tumor.

Coverage of ClonoSeq (baseline assay and multiple follow-up assays) is indicated for Acute
lymphoblastic leukemia (ALL), Multiple myeloma (MM), and Chronic lymphocytic leukemia (CLL). Since
Adaptive Biotechnologies is located in Seattle Washington, Noridian Healthcare Solutions, LLC policy
A58997 applies.




MP367 Prescription Digital Therapeutics — Revised — Added Exclusion

MEDICAID BUSINESS SEGMENT
The PA DHS has determined that reSet, reSet-0, and Somyst may be considered for coverage under
narrow clinical circumstances through the Program Exception

MCS-07-2022-003.pdf (pa.gov)

MCS-06-2021-005.pdf (pa.gov)

EXCLUSIONS:

Unless otherwise specified, the Plan does NOT provide coverage for Prescription Digital Therapeutics,
including but not limited to Freespira, reSET, reSET-o0, Insulia, BlueStar, NightWare, CanvasDx, Somryst,
d-NAV System, EndeavorRX, and Parallel to evaluate, diagnose, manage symptoms, or treat an iliness,
injury, or disease because this technology considered unproven. The Geisinger Technology Assessment
Committee evaluated this technology and concluded that there is insufficient evidence in the peer-
reviewed published medical literature to establish the effectiveness of these digital applications on health
outcomes when compared to established tests or technologies.

The following policies have been reviewed with no change to the policy section. Additional
references or background information was added to support the current policy.

MPO55 Mastectomy for Gynecomastia

MPO073 Deep Brain Stimulation

MPO77 Noninv Mech tx for Back Pain

MP108 Work Hardening/Conditioning

MP123 HDR Temp Brachytherapy

MP191 Mindstreams Cognitive Health Assessment
MP210 Endometrial Ablation

MP224 Topical Oxygenation

MP230 Outpatient Pulmonary Rehabilitation

MP308 Wireless Pulmonary Artery Pressure Monitoring
MP318 Spehnopalatine Gangloin Block for Headache

MPO006 Nocturnal Enuresis Alarm
MPOQ095 Craniosacral Therapy


https://www.dhs.pa.gov/HealthChoices/HC-Services/Documents/Managed%20Care%20Operations%20Memos/MCS-07-2022-003.pdf
https://www.dhs.pa.gov/HealthChoices/HC-Services/Documents/Managed%20Care%20Operations%20Memos/MCS-06-2021-005.pdf

MP119 Therapeutic Listening

MP126 Massage Therapy

MP130 Automated Amb. BP

MP138 Lysis Epidural Adhesions

MP142 Anodyne Infrared Therapy

MP149 Pulsed Electrical Stimulation for Osteoarthritis
MP155 Cooling Devices

MP169 Retinal Prosthesis

MP250 Bronchial Thermoplasty

MP262 Microarray Based Gene Expression Testing for Cancer of Unknown Origin
MP276 Hearing Aids

MP315 Esophageal Sphincter Augmentation

MP333 Coverage for Treatment of Rare Disease
MP352 Epidermal Nerve Fiber Density Testing



