“What’s New” Medical Policy Updates June 2023

Listed below are the recent changes made to policies within the Geisinger Health Plan Medical Policy
Portfolio during the month of May that will become effective July 15, 2023 (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.

MPO054 Prophylactic Mastectomy — (Revised) — Revise Criteria and Exclusions

DESCRIPTION:
Prophylactic mastectomy is the removal of the breast in the absence of malignant disease in members
with significant risk factors for breast carcinoma.

INDICATIONS:
Prophylactic mastectomy foréancer risk reduction may be considered medically necessary for members
with a high risk of hereditary breast cancer who meet the following criteria:

High Risk Criteria - the member must meet at least one of these criteria:




REQUIREMENT:

All members considering a prophylactic mastectomy must undergo counseling regarding cancer risks
from a genetic counselor. Cancer risk should be assessed by performing a complete family history, use of
the GailerClaus-medel-to
estimate the risk of cancer, and discussion of the various treatment options, including increased
surveillance should be included in the consultation.

EXCLUSIONS:

MPO57 Prophylactic Oophorectomy — (Revised) — Revise Criteria

INDICATIONS:

Prophylactic bilateral oophorectomy may be considered medically necessary in selected patients, with
other risk factors including null parity, low parity, infertility, early menarche, late menopause, and late first
pregnancy, who have ONE of the following criteria:

1. Members with a known BRCA1 or BRCA2 mutation confirmed by molecular susceptibility testing.
2. Members who have completed childbearing years (usually age 40 years) and has hereditary
ovarian cancer syndrome based on a family pedigree constructed by a physician or genetic

counselor competent in determining the presence of an autosomal dominant inheritance pattern
3.

4. Members with a personal history of breast cancer and at least one 1st degree relative (e.g.,
mother, sister, daughter) with history of ovarian cancer.

5. Members with two 1st degree relatives (e.g., mother, sister, daughter) with a history of ovarian
cancer.

6. Members with one 1st degree relative (e.g., mother, sister, daughter) and one or more 2nd
degree relatives (maternal or paternal aunt or grandmother) with ovarian cancer.




7. Members with a known familial cancer syndrome associated with increased risk of ovarian cancer
(e.g., hereditary nonpolyposis colorectal cancer [HNPCC], Lynch syndrome)

—

MPO060 Lung Volume Reduction Surgery — (Revised) — Remove Exclusion

EXCLUSIONS:
The Plan does not cover Laser bullectomy for emphysema or bronchoscopic lung volume reduction

procedures (e.g., brenchialvalve placement, biologic lung volume reduction, bronchopulmonary
fenestration) because they are considered experimental, investigational or unproven. There is
insufficient evidence in the peer-reviewed published medical literature to establish the effectiveness of
this procedure on health outcomes when compared to established tests or technologies.

MPQO71 Continuous Subcutaneous Glucose Monitor CSGM - (Revised) — Revise Criteria

FOR MEDICARE BUSINESS SEGMENT:
Per CMS, Therapeutic (non-adjunctive) ernen-therapeutic-{adjunctive} SGM may be covered by
Medicare when all of the following criteria are met:

The member has diabetes mellitus; and,

The member is insulin-treated with multiple daily injections (MDI) of insulin or a continuous

subcutaneous insulin infusion (CSIl) pump; and,

e The member’s insulin treatment regimen requires frequent adjustment by the beneficiary on the

basis of therapeutic CGM testing results and

e The member is engaged in routine periodic visits with their treating provider for ongoing
assessment and management of their diabetes.

MP168 Non-invasive Testing for Organ transplant Rejection — (Revised) — Add Exclusion




MP199 Corneal Pachymetry — (Revised) — Add Limitation Clarification

LIMITATIONS:
Corneal pachymetry testing for the evaluation of glaucoma is considered medically necessary once per
lifetime.

MP232 Autism Spectrum Disorder Evaluation and Medical Management — (Revised) —
Update Criteria

Applied Behavior Analysis {covered-onhyformembereligible for state- mandated-services)

o Criteria for coverage will be managed-by-the-Plan’s-behavioral-health-vendorand in
accordance with the OMHSAS Bulletin Medical Necessity Guideline for ABA using BSC-ASD

& TSS Services for Children & Adolescents with ASD issued Jan 13th 2017.

MP280 Whole Exome Sequencing — (Revised) — Revise Indications and Exclusions

INDICATIONS: REQUIRES PRIOR AUTHORIZATION by a Plan Medical Director or Designee
Whole exome sequencing will be considered for coverage when-used-forthe-evaluation-of exomic

sequence-changes when all of the following criteria are met:

1. Testis ordered by one of the following provider types:
e Medical Geneticist
e Genetics Nurse Practitioner

e Licensed and/or Certified Genetic Counselor
psychiatrist)
[ ]

Neurologist in collaboration with a medical geneticist or certified genetic counselor

Developmental Pediatrician in-collaberation-with-a-medical-geneticist-orcertified-genetic
counselor

Psychiatrist in collaboration with a medical geneticist or certified genetic counselor

and

—
_—




4. The member is:
a. Achild (defined as under the age of 21) who exhibits at least one of the following:
e Autism spectrum disorder;

e non-syndromic developmental delay, cerebral palsy, loss of developmental
milestones, er intellectual disability,
. anomalies @r malformation(s),

. dysmorphic features not specific to a well delineated genetic syndrome
e Suspected Mendelian condition in which multiple genes could potentially account for
the phenotype

o Complex epilepsy, including-drug-resistant-epilepsy or epileptic encephalopathy
Or

b. An adult who i ith one or more of the following:

¢ Clinical presentation is strongly suggestive of a genetic etiology due to involvement of
two or more organ systems AND the phenotype warrants evaluation of multiple
genes, where:
o WES/WGS is more practical than ordering separate single gene tests or two
panels based on the differential diagnosis. For example, the patient’s
phenotype is suggestive of two or more syndromes identifiable through two

seiarate ianels




WES Trio testing:
Testing is considered medically necessary for exome sequencing of an affected child’s biological mother
and/or father if the criteria is met and ANY of the following clinical situations:
o The index Individual’s medical history and physical exam strongly suggest that there is an
underlying genetic etiology; or
¢ Identification of a gene variant or mutation in an individual with a previously undiagnosed genetic
syndrome; or
e Reoccurrence risk assessment

Whole Exome Sequencing Re-Analysis

Requests for the re-analysis of a previously approved whole exome sequence will be considered to be
medically necessary when one of the following criteria are met:
¢ A minimum of 12 months has elapsed from the date of original analysis; and
e The re-analysis is being done through the original sequencing lab; and
o Additional symptoms or clinical signs have broadened the phenotype assessed during
the original exome evaluation; or
o The birth and/or the diagnosis of a similarly affected first-degree relative has added to the
pedigree analysis

EIMHTATIONS:

Whole Genome Sequencing (WGS) - REQUIRES PRIOR AUTHORIZATION BY A PLAN
MEDICAL

DIRECTOR OR DESIGNEE

EXCLUSIONS: The Plan does NOT provide coverage for the use of whole exome sequencing for
indications other than those Ilsted above because |t is con3|dered experlmental mvestlgatlonal or
unproven. , : diew




There is currently insufficient evidence in the peer-reviewed published medical literature to establish the
effectiveness of WES/WGS on health outcomes when compared to established tests or technologies for
the following applications:

MP356 Genetic Testing for Mitochondrial Disorders — (Revised) — Revise Criteria

DESCRIPTION: Genetic Testinﬁ for Mitochondrial Disorders

CRITERIA FOR COVERAGE: REQUIRES PRIOR AUTHORIZATION BY A PLAN MEDICAL

DIRECTOR OR DESIGNEE

Genetic testing (whole mtDNA sequencing and deletion/duplication analysis) for mitochondrial disorders (
e.g, Alpers’ syndrome; Leigh syndrome; Leber’s hereditary optic neuropathy (LHON); mitochondrial
encephalopathy, lactic acidosis and stroke-like episodes (MELAS); Myoclonic Epilepsy and Ragged-Red
Fibers (MERRF); Chronic Progressive External Ophthalmoplegia (CPEOQO); Kearns-Sayre syndrome) will
be considered medically necessary when the following criteria are met:

e Genetic counseling b _ an-appropriateprovider has been completed; and
) W i biochemical testinc'J for the susiected disorder -

: - - p— - e and
e Whole mtDNA segueneing has not been previously performed



Member’s clinical presentation does not fit a well-described mendelian disorder or genetic
syndrome for which single-gene or targeted NDNA panel testing is available; or
Member is being concurrently tested through whole exome sequencing
Member has one or more of the following clinical features: progressive wasting, milestone
regression, ataxia, encephalopathy, seizures, developmental regression, lactic acidosis, and
stroke-like episodes (MELAS), pigmentary retinopathy (NARP), mitochondrial myopathy, diabetes
mellitus, sensorineural hearing loss or bilateral deafness, early-onset peripheral neuropathy, optic
neuropathy, optic atrophy, ophthalmoplegia, ptosis, cardiomyopathy, heart block; OR

-and

Family history IS strongly suggestive s mitochondrial inheritance (e.g. paternal transmission has
been ruled out); and

MP370 Endobronchial Valve — (NEW)

DESCRIPTION:

Endobronchial Valves are implantable bronchial valves used for the bronchoscopic treatment of adults
with hyperinflation associated with severe emphysema in regions of the lung that have little to no
collateral ventilation.

REQUIRES PRIOR AUTHORIZATION BY A PLAN MEDICAL DIRECTOR OR

DESIGNEE
INDICATIONS:

1. Endobronchial valve placement with an FDA approved device (e.g., Zephyr® or Spiration® Valve
System) may be considered medically necessary for the treatment of severe emphysema when
the member’s dyspnea symptoms are poorly controlled, and activities of daily living are markedly
restricted despite maximal medical management and completion of pulmonary rehabilitation and
when ALL of the following criteria are met:

o Forced expiratory volume (FEV1) is less than 45% of predicted value

e Residual volume is greater is 180% predicted or greater

e Total lung capacity is greater than or equal to 100% predicted;

e 6-minute walking distance 2100m

e Targeted lobe shows little to no collateral ventilation (CV);

¢ Abstinence from smoking of any kind for 4 consecutive months prior to initial evaluation, and
throughout the evaluation for the procedure; AND

e Body mass index (BMI) greater than 15 kg/m2 and less than 35 kg/m2.

2. Endobronchial valves may be considered medically necessary for the treatment of prolonged air
leaks following lobectomy, segmentectomy, or lung volume reduction surgery.

EXCLUSIONS:

The use of endobronchial valves is considered investigational and therefore NOT COVERED when the
member has any of the following:

does not meet the coverage criteria outlined in this policy

has previously undergone ipsilateral lung volume reductive surgery or lung/lobar transplant.
has evidence of active pulmonary infection.

has known allergies to Nitinol (nickel-titanium) or its constituent metals (nickel or titanium) or
silicone, unless being treated by an allergist.

has evidence of large bullae encompassing greater than 30% of either lung.



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.

MPO040 Somnoplasty/ Coblation

MPO049 Visual Field Testing

MP093 Uroleume

MP101 Gliasite Radiation Therapy

MP129 Total Parenteral Nutrition

MP131 VitalStim NMES

MP135 Osseointegrated Hearing Device

MP146 Sympathetic Therapy

MP150 Carotid Artery Stent

MP154 Transanal Radiofrequency Therapy for Fecal Incontinence (Secca)
MP193 Microvolt T-wave Alternans

MP213 Computerized Corneal Topography

MP229 Prolozone Therapy

MP259 Phototherapy for the Treatment of Dermatological Conditions
MP289 Dry Eye Syndrome

MP290 Fecal Microbiota Transplantation

MP342 Non-Wearable AED

MP354 Breast Pump



