“What’s New” Medical Policy Updates December 2025

Listed below are the recent changes made to policies within the Geisinger Health Plan Medical Policy
Portfolio during the month of November that will become effective January 15, 2026 (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.

MP056 Management of Excessive Skin and Subcutaneous Tissue — Revised — Add
Indication

If the member has had bariatric surgery, they are at least 12 months post-operative and have
documented stable weight for at least 3 months

EXCLUSIONS:

Members may NOT be eligible for surgical management of excessive skin and subcutaneous tissue for
any indications other than those listed above, including but not limited to:

¢ Restorative or reconstructive surgery performed for cosmetic purposes and from which no
significantly improved physiologic function as determined by the Plan is anticipated, is NOT
COVERED.

¢ Repair of a diastasis, defined as a thinning of the anterior abdominal wall fascia, in the absence
of a true midline (ventral) hernia, is not considered medically necessary because it is not
associated with conditions of clinical significance.

e Solely to treat back pain, or when performed in conjunction with abdominal or gynecological
procedures (e.g. abdominal hernia repair, hysterectomy), unless the above criteria for
panniculectomy or abdominoplasty are met separately.

The Plan does not provide coverage for abdominal suction-assisted lipectomy or liposuction Aot meeting
because it is considered cosmetic and NOT COVERED.

MPO071 Continuous Subcutaneous Glucose Monitor (CSGM) — Revised — Add I-CGM
Coverage




Please see: Local Coverage Determination (LCD): Glucose Monitors (L33822) Noridian Healthcare
Solutions, LLC (16013 - DME MAC, J-A) https://www.cms.gov/medicare-coverage-
database/view/lcd.aspx?LCDId=33822

and Glucose Monitor - Policy Article (A52464) https://www.cms.gov/medicare-coverage-
database/view/article.aspx?articleld=52464;

EXCLUSIONS:

The GlucoWatch® is an external device worn like a wristwatch that measures glucose every 20 minutes
in interstitial fluid extracted through the skin with an electric current (referred to as reverse iontophoresis).
Use of a non-implanted, external device (e.g., GlucoWatch®) in the monitoring of glucose levels in the
interstitial fluid as a technique of diabetic monitoring, is considered unproven because there is
insufficient evidence in the peer reviewed medical literature to support its reliability and efficacy.
Therefore, itis NOT COVERED.

MPO75 Tissue Engineered Skin Substitutes — Revised — Revise Product Approvals

For MEDICARE Business Segment, please see: L35041 Skin Substitute
Grafts/Cellular and Tissue-Based Products for the Treatment of Diabetic Foot
Ulcers and Venous Leg Ulcers

For COMMERCIAL and NON-MEDICARE Business Segments:

INDICATIONS:

Tissue engineered skin substitutes, may be considered medically
necessai when-used-for the

s ——



https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?LCDId=33822
https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?LCDId=33822
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=52464
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleId=52464
https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?lcdid=38617&ver=31

-AmnioBand Requires Program
Exception for Medicaid

FlexHD® Requires Program Exception
for Medicaid

Kerecis Omega3 MariGen Shield
Requires Program Exception for Medicaid
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mnioBand Requires Program
Exception for Medicaid




EXCLUSIONS:

The use of tissue engineered skin equivalents fot specitically listed for Use in diabetic foot ulcers or
Venous leg Ulcers or-in-any-application-outside-of the-current FDA-approvals is considered experimental;
investigational-or unproven and is NOT COVERED

Tissue engineered skin substitutes, may be considered medically

necessai when-used-for the




EXCLUSIONS:
The use of tissue engineered skin equivalents _ _

is considered experimental;
investigational-or unproven and is NOT COVERED.










Repliform® Conexa™ Hyalomatrix® Repriza™
Puros® Dermis CorMatrix® InteguPly™ Restore® Orthobiologic
AlloMend ™ CRXa™ Jaloskin® Seamguard®
Puracol® CryoSkin® LiquidGen™ SportMesh™
Alloskin™ Cuffpatch™ MariGen Omega3 SS Matrix™
Alloskin RT™ Cymetra Matriderm® Stimulen™ Collagen
AlloWrap® DeNovo® NT Graft Matristem® StrataGraft®
AmnioCare® Matrix HD™ Strattice™
AmnioExcel™ Dermadapt™ Wound MediHoney® Suprathel®
Dressing
AmnioFix™ DermaMatrix™ Medeor™ SurgiMend®
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 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 Inforce® Neuroflex™ XCM Biologic™

protector

CollaFix™ EpiDex® NeuroMatrix™ Xelma®

BioDDryFlex® NeuroMend™ XenMatrix™

Biodesign Excellagen® NuCel® Xwrap™ (Hydro, DRY,
and ECM)

BioDExCel™ EZ Derm™ Collamend™ hMatrix®

BioDfactor™ CollaWound™ CollaSorb™ Amniply

BioDfence® FloGraft™ OrthADAPT™ Reguard

BioDOptix™ FortaDerm™ Wound OsseoGuard® Cortiva

Dressing

BioFiber™ Gammagraft™ Ovation® AllopatchHD Requires
Program Exception
for Medicaid

Biovance® Puraply

C-QUR™ GORE®Bio —-A Pelvicol® Guardian Requires
Program Exception
for Medicaid

Celaderm Grafix® CORE Pelvisoft® PTFE felt

CellerateRX® Grafix® PRIME Peri-Guard® Repair Helicoll

Patch

CelluTome™ GraftJacket™ Peri-Strips Dry® CLARIX™ FLO

CLARIX™ 100 Quick- Graftjacket™ Xpress Permacol™ Promogran™

Peel injectable

CLARIX™ 1k HA Absorbent Wound Via Matrix

Dressing
EXCLUSIONS:

The use of tissue engineered skin equivalents not specifically listed in this policy for use in diabetic foot
ulcers or venous leg ulcers or in any application outside of the current FDA approvals is considered

experimental-investigational-or unproven and is NOT COVERED.

FOR MEDICAID BUSINESS SEGMENT:

Epifix (Q4186), Grafix Core (Q4132) and Grafix Prime (Q4133) require a program exception to be

considered for coverage

Amnioband (Q4151), Guardian (Q4151) FlexHD (Q4128) and Allopatch(Q4128) require a program
exception to be considered for coverage

Kerecis Omega3 (A2019) and Kerecis Omega3 MariGen Shield (Q4158) require a program exception to
be considered for coverage.

¥ Skin Ecival




MP184 Intracranial Percutaneous Transluminal Angioplasty — Revised — Add Indications

F
—

MEDICARE AND MEDICAID BUSINESS SEGMENT: See NCD 20.7 Percutaneous Transluminal
Angioplasty

For Medicare and Medicaid Business Segment, intracranial percutaneous transluminal angioplasty with
stenting may be considered medically necessary for the treatment of cerebral artery stenosis 250% in
patients with intracranial atherosclerotic disease when furnished in accordance with the FDA-approved
protocols governing Category-B Investigational Device Exemption (IDE) clinical trials.




MP261 Aqueous Drainage Shunt — Revised — Add Indication

INDICATIONS:

FDA-approved ab externo or ab interno aqueous drainage/shunt implants are considered to be medically
necessary for the treatment of refractory primary open-angle glaucoma when first and second - line
pharmacologic therapies such as, but not limited to latanoprost, timolol, brimonidine or dorzolamide have
failed to control intra-ocular pressure. Aqueous drainage/shunt implants may be utilized as an alternative
to laser trabeculectomy or as an alternative to a failed previous trabeculectomy.

The use of FDA-approved ab interno stents in conjunction with cataract surgery is considered to be
medically necessary in members diagnosed with mild to moderate open angle glaucoma being treated
with ocular hypotensive medication.

MP270 Ocular Photoscreening — Revised — Add Exclusion

EXCLUSIONS:

The Plan does NOT provide coverage for ocular photoscreening for applications other than those listed
under Indications because all other uses are considered unproven and NOT COVERED. There is
insufficient evidence in the peer-reviewed published medical literature to establish the effectiveness of
this treatment on health outcomes when compared to established treatments or technologies.

MP287 Shift Care — Revised — Revise Home Health Aide Criteria

Home Health Aide in Home or Outside of Home

In accordance with PA Code § 1249.54, home health aide service is considered medically necessary
when ALL-ef the following criteria are met:

» The home health aide service is provided in conjunction with skilled care or, when personal care

services are medically necessary; and
o There is documentation of communication between the home health aide and a
supervisory nurse regarding the member during recertification (60 days); and

e The assignment of home health aide services is made in accordance with a written treatment plan
established by the member’s attending physician or physician extender which indicates a need for
personal care services, and the specific services to be furnished by the home health aide is
determined by a registered nurse. If skilled care is not required, the members attending physician
must certify that the personal care services are medically necessary.

o Aregistered nurse shall make a supervisory visit to the member’s residence _

atleastevery 2 weeks, either when the home

health aide is present to observe and assist, or when the home health aide is absent, to assess
relationships and determine whether goals are being met. This includes ensuring approved home
health aide to member ratios are adhered to, and that home health aides are sufficiently free from
distractions or other responsibilities to competently perform their duties.



MP321 Gene Expression Profiling for Cutaneous Melanoma — Revised — Clarify PLA
Criteria

COMMERCIAL AND MEDICARE BUSINESS SEGMENT:

Gene expression profiling for cutaneous melanoma utilizing the Pigmented Lesion Assay RNA gene
expression test on skin samples obtained via adhesive patches (also called “tape stripping”) is considered
medically necessary when the following criteria are met:

e The lesion must meet one or more ABCDE criteria (Asymmetry, Border, Color, Diameter,

Evolving)*

Primary melanocytic skin lesions is between 5mm and 19mm

Lesion skin is intact (i.e. non-ulcerated or non-bleeding lesions)

Lesion does not contain a scar or has been previously biopsied

Lesion is not located in areas of psoriasis, eczema or similar skin conditions

Lesion has not already been diagnosed as melanoma or for which the clinical suspicion is

sufficiently high that the treating clinician believes melanoma is a more likely diagnosis than not

e Lesionis located - in-areas-otherthan palms of hands, soles of feet, nails, mucous
membranes and hair covered areas that cannot be trimmed.

*ABCDE criteria:

Asymmetry - The shape of one half does not match the other half.

Border that is irregular - The edges are often ragged, notched, or blurred in outline. The pigment may spread into the surrounding
skin.

Color that is uneven - Shades of black, brown, and tan may be present. Areas of white, gray, red, pink, or blue may also be seen.
Diameter - There is a change in size, usually an increase. Melanomas can be tiny, but most are larger than 6 millimeters wide
(about 1/4 inch wide).

Evolving - The mole has changed over the past few weeks or months.

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.

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.

MPO015 Experimental/Investigational

MP017 Ambulance Transport

MPO038 Oral Health

MPO065 Obesity Surgery

MPO080 Cardiac Rehab

MPO083 Contact Lenses

MP157 Prothrombin Time Home Testing

MP162 Salivary Hormone Testing For Menopause and Aging
MP177 Sensory Integration Therapy



MP194 Rhinophototherapy

MP260 Canaloplasty and Viscocanalostomy
MP296 Occipital Nerve Block

MP297 Suprascapular Nerve Block

MP300 Digital Breast Tomosynthesis
MP331 Inpatient Rehabilitation

MP332 Skilled Nursing Facility

MP341 TissueCypher Barrett's Esophagus Assay
MP362 Non-Invasive Home Ventilator
MP377 Therapeutic Apheresis

MP164 Light-based Treatment for Acne

Prior Authorization List

The Prior Authorization list has been revised. Providers are encouraged to refer to the following link:

https://www.geisinger.org/-/media/OneGeisinger/Files/PDFs/Provider/PriorAuthList.pdf?la=en

Sections with revisions are highlighted and updated monthly.


https://www.geisinger.org/-/media/OneGeisinger/Files/PDFs/Provider/PriorAuthList.pdf?la=en

