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GUIDELINES  

 This policy does not certify benefits or authorization of benefits, which is designated by each 
individual policyholder terms, conditions, exclusions and limitations contract. It does not constitute 
a contract or guarantee regarding coverage or reimbursement/payment. Self-Insured group specific 
policy will supersede this general policy when group supplementary plan document or individual 
plan decision directs otherwise.  

 Paramount applies coding edits to all medical claims through coding logic software to evaluate the 
accuracy and adherence to accepted national standards.  

 This medical policy is solely for guiding medical necessity and explaining correct procedure 
reporting used to assist in making coverage decisions and administering benefits.  

   
SCOPE 
X Professional 
_ Facility 
 
 
DESCRIPTION 
Lymphedema is the edema (i.e., swelling) of subcutaneous tissues due to the accumulation of excessive lymph 
fluid. The accumulation of lymph fluid results from impairment to the normal clearing function of the lymphatic 
system and/or from an excessive production of lymph. Lymphedema is divided into two broad classes according to 
etiology. Primary lymphedema is a relatively uncommon, chronic condition that may be due to such causes as 
Milroy's disease or congenital anomalies. Secondary lymphedema, which is much more common, results from the 
destruction of or damage to formerly functioning lymphatic channels, such as radical surgical procedures with 
removal of regional groups of lymph nodes (for example, after radical mastectomy), post-radiation fibrosis, and 
spread of malignant tumors to regional lymph nodes with lymphatic obstruction, among other causes. Varying 
levels of compression therapy (compression bandaging, compression garments, intermittent pneumatic 
compression) and physiotherapy (manual lymphatic drainage, complete decongestive therapy) are appropriate with 
the choice of the specific interventions depending upon the severity of the lymphedema 
 
Chronic venous insufficiency (CVI) of the lower extremities is a condition caused by abnormalities of the venous 
wall and valves, leading to obstruction or reflux of blood flow in veins. Signs of CVI include hyperpigmentation, 
status dermatitis, chronic edema, and venous ulcers.  
 
Deep Venous Thrombosis (DVT)  
The formation of blood clots in veins and arteries, also known as thrombosis, may be caused by injury to a blood 
vessel, abnormal blood flow or blood that clots more readily than normal as a result of a medical or genetic 
condition. Prevention and treatment of DVT is achieved mainly through the use of drugs that affect clot formation or 
clot dissolution (e.g., aspirin, heparin, warfarin, dabigatran, etc.). However, pneumatic compression devices are 
used to simulate muscle action in the extremities of individuals with reduced mobility to encourage blood circulation 
with the goal of preventing formation of a thrombus. 
 
Pneumatic compression pumps are proposed as a treatment option for patients with lymphedema, CVI and DVT 
who have failed conservative measures. Pneumatic compression pumps, also referred to as intermittent pneumatic 
compression (IPC) pumps, consist of an inflatable garment and an electric pump that fills the garment with 
compressed air. Periodically, the pneumatic compression pump inflates the garment chamber (or chambers) with a 
preset pressure to compress the arm or leg, and then deflates. This alternating inflation/deflation is thought to 
improve the flow of blood back to the heart, thereby decreasing the potential complications from poor circulation. 

ADVANTAGE  |  ELITE  | HMO    
INDIVIDUAL MARKETPLACE | 

PROMEDICA MEDICARE 
PLAN  |  PPO 
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The frequency of the periodic inflation/deflation and the amount of pressure used may vary from one device to 
another. The use of a pneumatic compression device in the home environment may be an alternative to other 
compression therapies (e.g., stockings, bandages, Unna boots) for patients who are unable or refuse to comply 
with other methods of treatment or are refractory to standard wound care treatment. 
 
There are several different types of pneumatic compression pumps: unicompartmental, multicompartmental, with or 
without gradient pressure (programmable or nonprogrammable), two-stage multichamber programmable pneumatic 
compression pumps, high pressure rapid inflation pneumatic compression pumps or combination cold/compression 
pumps.  

 

POLICY 

HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan, Advantage 
Unicompartmental and multicompartmental without gradient pressure pneumatic compression 
devices and supplies, when criteria indicated below is met, do not require prior authorization. 
However, limits may apply. 
 
Advantage 
Items A4600, E0652, E0656, E0657, E0670, E0671, E0672, E0673, E0675, E0676 are non-covered 
for Advantage. 
 
HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan 
Effective 10/1/2021: Multicompartmental (segmented) pneumatic compression pump with 
gradient pressure (e.g., Flexitouch or LymphaPress Optimal) (E0652) requires a Prior 
Authorization.  

 
 
COVERAGE CRITERIA 
HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan, Advantage 
Home use compression devices are covered as durable medical equipment (DME) benefit, and are subject to any 
applicable DME deductible, coinsurance, copayment or benefit limitation.    
 
Pneumatic compression devices (lymphedema pumps) in the home setting are covered for the treatment of 
lymphedema, CVI and DVT when prescribed by a physician. The member must have undergone a four-week trial 
of conservative therapy, and the treating physician determines that there has been no significant improvement, or if 
significant symptoms remain after the trial. The trial of conservative therapy must include use of an appropriate 
compression bandage system or compression garment, exercise, and elevation of the limb. The garment may be 
prefabricated or custom-fabricated, but must provide adequate graduated compression.   
 
The determination by the physician of the medical necessity of a pneumatic compression device must include 
symptoms and objective findings, including measurements that establish the severity of the condition. The 
documentation must include careful, detailed records of measurements, obtained in the same manner and with 
reference to the same anatomic landmarks, prior to, at periodic times during and at the conclusion of the various 
trials and therapy, with bilateral comparisons where appropriate. 
 
The trial of conservative therapy must be documented in the beneficiary’s medical record before prescribing any 
type of pneumatic compression device (E0650-E0652). This assessment may be performed by the prescribing 
physician or any other licensed/certified medical professional (LCMP) directly involved in the beneficiary’s 
lymphedema treatment. The LCMP directly involved in the member’s treatment may not have any financial 
relationship with the DMEPOS supplier providing the device. 
 
When a pneumatic compression device is determined to be medically necessary, a non-segmented device or 
segmented device without manual control of the pressure in each chamber is generally considered adequate to 
meet the clinical needs of the member. When a segmented device with manual control of the pressure in each 
chamber (E0652) is ordered, there should be clear documentation that the member has unique characteristics that 
prevent satisfactory pneumatic compression treatment using a non-segmented device (E0650) with a segmented 
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appliance/sleeve (E0671-E0673) or a segmented device without manual control of the pressure in each chamber 
(E0651). 
 
In compliance with the Affordable Care Act and Women’s Health and Cancer Rights Act of 1998, the use of 
outpatient pneumatic compression devices following mastectomy are considered medically necessary when 
prescribed by an authorized health care provider.  
 
Lymphedema 

Pneumatic Compression Device Without Calibrated Gradient Pressure 
Paramount considers home use of a non-segmented (unicompartmental) device or segmented 
(multicompartmental) pneumatic compression device without manual control of the pressure in each chamber 
(E0650, E0651) medically necessary for members with chronic and severe lymphedema when all of the following 
criteria are met: 

 The member has a diagnosis of lymphedema; and 

 The member has persistence of chronic and severe lymphedema as identified by the documented presence 
of at least one of the following clinical findings: 

o Marked hyperkeratosis with hyperplasia and hyperpigmentation, 
o Papillomatosis cutis lymphostatica, 
o Deformity of elephantiasis, 
o Skin breakdown with persisting lymphorrhea, or 
o Detailed measurements over time confirming the persistence of the lymphedema with a history 

evidencing a likely etiology; and 

 In addition to this documented persistence, the lymphedema is then documented to be unresponsive to 
other clinical treatment over the course of a required four-week trial of conservative therapy that must 
include all of the following: 

o Regular and compliant use of an appropriate compression bandage system or compression garment 
to provide adequate graduated compression; and 

 Adequate compression is defined as (1) sufficient pressure at the lowest pressure point to 
cause fluid movement and (2) sufficient pressure across the gradient (from highest to lowest 
pressure point) to move fluid from distal to proximal. The compression used must not create 
a tourniquet effect at any point. 

 The garment may be prefabricated or custom-fabricated but must provide adequate 
graduated compression starting with a minimum of 30 mmHg distally; and 

o Regular exercise; and 
o Elevation of the limb; and 
o Manual lymphatic drainage (where available) and self-manual lymphatic drainage (MLD) for at least 

30 minutes per day; and 
o Medications as appropriate (e.g. diuretics and/or other treatment of congestive failure, etc.); and  
o Correction (where possible) of anemia and/or hypoprotenemia. 

 The treating physician/lymphedema specialist must determine that there has been no improvement with 
conservative therapy. Documentation for this must include all of the following: 

o Detailed measurements obtained in the same manner and with reference to the same anatomic 
landmarks, prior to and at the conclusion of the various trials and therapy, with bilateral comparisons 
where appropriate. 

o The member has other complications such as severe fibrosis, recurrent cellulitis or skin breakdown. 
o Clinician determination from a provider experienced in lymphedema treatment that the patient is 

failing to achieve results from conservative therapies alone and has a medical need for pneumatic 
compression treatment. 

o At the end of the four-week trial, if there has been improvement, then a pneumatic compression 
device will not be approved. In cases where improvement occurred, the trial of conservative therapy 
must be continued with subsequent reassessment at four-week intervals. When no further 
improvement occurs and the coverage criteria above are still met, treatment with a pneumatic 
compression device may be considered medically necessary. 

 
Pneumatic Compression Device With Calibrated Gradient Pressure 

Paramount considers home use of a segmented pneumatic compression device with manual control of the 



PG0215 – 07/22/2021   

pressure in each chamber (E0652) medically necessary for the treatment of lymphedema extending onto the chest, 
trunk and/or abdomen when ALL of the following are met: 

 A segmented, calibrated gradient pneumatic compression device (HCPCS code E0652) is covered when 
the member has unique characteristics ( e.g. significant scarring or contractures) that prevent them from 
receiving satisfactory pneumatic compression treatment using a nonsegmented device in conjunction with a 
segmented appliance or a segmented compression device without manual control of pressure in each 
chamber; and 

 The member has the diagnosis of lymphedema of an extremity; and 

 The member meets medical necessity criteria for a pneumatic compression device as described above; and 

 The member has lymphedema extending onto the chest, trunk and/or abdomen that extends past the limits 
of a standard compression sleeve, and the chest, trunk and/or abdominal lymphedema has failed to 
improve with a four-week trial demonstrating failed response to treatment with a pneumatic compression 
device without calibrated gradient pressure is required. The four-week trial of conservative therapy must 
include all of the following: 

o At least 4 weeks of regular, daily, multiple-hour home usage of a pneumatic compression device 
without calibrated gradient pressure (E0650 or E0651) after careful, in-person fitting, training and 
supervision by a technician who is skilled in and who regularly and successfully uses the appliance 
provided; and 

o Compliant use of an appropriate compression bandage system or compression garment to provide 
adequate graduated compression: 

 Adequate compression is defined as (i) sufficient pressure at the lowest pressure point to 
cause fluid movement and (ii) sufficient pressure across the gradient (from highest to lowest 
pressure point) to move fluid from distal to proximal. The compression used must not create 
a tourniquet effect at any point; 

 The garment may be prefabricated or custom fabricated but must provide adequate 
graduated compression starting with a minimum of 30 mmHg distally; and 

o Regular exercise; and 
o Elevation where appropriate; and 
o Manual lymphatic drainage (where available) and self-manual lymphatic drainage (MLD) for at least 

30 minutes per day; and 
o Medications as appropriate (e.g. diuretics and/or other treatment of congestive failure, etc.); and  
o Correction (where possible) of anemia and/or hypoprotenemia. 

 

 A PCD coded as E0652 is not covered for the treatment of lymphedema of the extremities alone even if the 
criteria in this section are met. A pneumatic compression device with calibrated gradient pressure (E0652) 
is considered not medically necessary and is not covered when the criterion above is not met including, but 
not limited to, the treatment of lymphedema not extending onto the chest, trunk, and/or abdomen or the 
treatment of chronic venous insufficiency. 

 
Chronic Venous Insufficiency with Venous Stasis Ulcers 
Paramount considers home use of a pneumatic compression device (E0650, E0651) in the home setting   
medically necessary and covered for the treatment of chronic venous insufficiency (CVI) of the lower extremities 
when ALL of the following criteria are met: 

 Patient has edema in the affected lower extremity; and 

 One or more venous stasis ulcer(s); and 

 The lower extremity ulcer(s) have failed to heal after a 6-month trial of conservative therapy directed by the 
treating practitioner. The 6-month trial of conservative therapy must include all of the following: 

o Compliant use of an appropriate compression bandage system or compression garment to provide 
adequate graduated compression; and 
Notes: 

 Adequate compression is defined as (1) sufficient pressure at the lowest pressure point to 
cause fluid movement and (2) sufficient pressure across the gradient (from highest to lowest 
pressure point) to move fluid from distal to proximal. The compression used must not create 
a tourniquet effect at any point. 

 The garment may be prefabricated or custom-fabricated but must provide adequate 
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graduated compression starting with a minimum of 30 mmHg distally. 
o Pharmacologic as appropriate (e.g., diuretics, anticoagulation and/or other treatment of congestive 

failure, etc.); and 
o Regular exercise; and 
o Elevation of the limb; and 
o Appropriate wound care for the ulcer (including sharp debridement where appropriate) 
o At the end of the six-month trial, if there has been improvement, then a PCD will not be approved. In 

cases where improvement occurred, the trial of conservative therapy must be continued with 
subsequent reassessments. When no further improvement has occurred for a continuous period of 
six months and the coverage criteria above are still met, treatment with a PCD may be considered 
medically necessary 

 
A pneumatic compression device is considered not medically necessary and is not covered when the criterion 
above is not met including, but not limited to,  

 the treatment of ulcers in locations other than the lower extremity or ulcers and  

 wounds from other causes. 
 
Deep Venous Thrombosis Prevention 
Paramount considers home use of a pneumatic compression device (E0676) in the home setting medically 
necessary and covered for the treatment of deep venous thrombosis when ALL of the following criteria are met: 

o The patient is unable to ambulate for a prolonged period of time (e.g., >2 weeks) due to practitioner 
orders for strict bed rest, trauma, orthopedic surgery, neurosurgery, or other acute circumstances; 
and 

o The patient has a contraindication to standard short-term anticoagulation. 
 
Outpatient use of intermittent pneumatic compression devices are considered not medically necessary and are not 
covered when criterion above is not met, including when the patient is able to walk or is no longer bedridden. 
 
The use of a pneumatic compression device for prevention of deep vein prophylaxis (DVT) following surgery does 
not meet the definition of medical necessity. Exception: When there is physician documentation of contraindication 
to pharmacological DVT prophylaxis following surgery, the use of a pneumatic compression device meet the 
definition of medical necessity. 
 
Intermittent pneumatic trunk compression for the prevention of thrombosis following orthopedic surgery is 
considered experimental and investigational because its effectiveness has not been established. 

 Postsurgical home use (no more than 14 days) of limb compression devices for venous thromboembolism 
prophylaxis after major orthopedic surgery (e.g. total hip arthroplasty, total knee arthroplasty, or hip fracture 
surgery) may be considered medically necessary in members with a documented contraindication to 
pharmacological agents, 

 Postsurgical home use (no more than 14 days) of limb compression devices for venous thromboembolism 
prophylaxis after major non-orthopedic surgery (e.g. open abdominal and open-pelvic procedures) may be 
considered medically necessary in members who are at moderate or high risk of venous thromboembolism 
with a documented contraindication to pharmacological agents. 

 
 
Accessories 

 Pneumatic compression device related accessories (E0655-E0673) may be considered medically 
necessary and covered only when the appropriate, related base pneumatic compression device (E0650, 
E0651, E0675) meets the applicable coverage criteria for that type of pneumatic compression device. 

 Pneumatic compression device related accessories are considered not medically necessary and are not 
covered when criterion above is not met. 

 Pneumatic compression devices and accessories are not separately reimbursable for members in long-term 
care facilities (LTCFs) as this equipment and supplies are included in the facility's per diem payment.  
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Dispensing  

 The following components are considered "inclusive" with any pneumatic compression device:  
a. Any supporting wires, cables, or attachment kits 
b. Education, training, monitoring, or counseling in support of the member’s ordered treatment plan 
c. Maintenance, repair, or cleaning charges incurred by the provider during a rental period 
d. Delivery, set up, or pick up charges associated with the equipment or supplies 

 The provider of a pneumatic compression device must assure that the member (or the member’s caregiver) 
is properly instructed on how to use the device and is aware of and understands any emergency 
procedures regarding the use of the device. The provider must maintain written documentation regarding 
the member’s instruction on the use of the device in the member’s medical record.  

 Upon the dispensing of a pneumatic compression device, the member (or the member’s caregiver) must be 
supplied by the provider with a twenty-four hour, seven-day-a-week telephone number to be utilized in case 
of an emergency during the rental period.  

 Previously utilized, refurbished or loaner pneumatic compression devices cannot be purchased. 
 
 
Limitations: Noncoverage 
 
Peripheral Artery Disease - A pneumatic compression device for arterial insufficiency (E0675) is considered not 
medically necessary and is not covered for the treatment of peripheral artery disease. Arterial pneumatic 
compression devices are considered experimental/investigational unproven. 
 
Other indications considered experimental or investigational include but are not limited to: 

 The use of any pneumatic compression device for any body part other than an arm or leg extremity  

 The use of any pneumatic compression device for treatment of the head or neck is considered experimental 
and investigational, in individuals with lymphedema 

 Treatment of venous ulcers 

 Treatment of peripheral arterial occlusive disease and arterial insufficiency 

 The use of any pneumatic compression device for lymphedema or edema of the chest, trunk or abdomen 
not associated with lymphedema of an extremity (arm or leg) 

Data in published medical literature are inadequate to permit scientific conclusions on long-term and net health 
outcomes 
 
CODING/BILLING INFORMATION 
The inclusion or exclusion of a code in this section does not necessarily indicate coverage. Codes referenced in 
this clinical policy are for informational purposes only.   
Codes that are covered may have selection criteria that must be met.   
Payment for supplies may be included in payment for other services rendered. 

HCPCS  CODES 

A4600 Sleeve for intermittent limb compression device, replacement only, each 

E0650  Pneumatic compressor; non-segmental home model 

E0651  Pneumatic compressor, segmental home model without calibrated gradient pressure 

E0652 Pneumatic compressor, segmental home model with calibrated gradient pressure 

E0655  Non-segmental pneumatic appliance for use with pneumatic compressor; half arm 

E0656 Segmental pneumatic appliance for use with pneumatic compressor, trunk 

E0657 Segmental pneumatic appliance for use with pneumatic compressor, chest 

E0660 Non-segmental pneumatic appliance for use with pneumatic compressor; full leg 

E0665 Non-segmental pneumatic appliance for use with pneumatic compressor, full arm  

E0666 Non-segmental pneumatic appliance for use with pneumatic compressor, half leg  

E0667 Segmental pneumatic appliance for use with pneumatic compressor, full leg 

E0668 Segmental pneumatic appliance for use with pneumatic compressor, full arm  

E0669 Segmental pneumatic appliance for use with pneumatic compressor, half leg  

E0670 Segmental pneumatic appliance for use with pneumatic compressor, integrated, 2 full legs and trunk 

E0671 Segmental gradient pressure pneumatic appliance; full leg 
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E0672 Segmental gradient pressure pneumatic appliance, full arm  

E0673 Segmental gradient pressure pneumatic appliance, half leg 

E0675   Pneumatic compression device, high pressure, rapid inflation/deflation cycle (unilateral or bilateral 
system) 

E0676   Intermittent limb compression device (includes all accessories), not otherwise specified 

 

Paramount reserves the right to review and revise our policies periodically when necessary. When 
there is an update, we will publish the most current policy to 
https://www.paramounthealthcare.com/services/providers/medical-policies/ . 

    

 
 
 
REVISION HISTORY EXPLANATION 
ORIGINAL EFFECTIVE DATE: 03/01/2009 

Date Explanation & Changes 

 05/15/10   Updated 

 01/01/11   No changes 

 06/09/15 
 Added CPT code E0670 as non-covered 

 Policy reviewed and updated to reflect most current clinical evidence per Medical Policy 
Steering Committee 

04/22/16 

 Added Flexitouch (E0652), the ACTitouch Adaptive Compression Therapy System (E0651), 
and the Cirona® 6300 Portable Deep Vein Thrombosis (DVT) Prevention Therapy System 
(E0675, E0676) to the policy as non-covered 

 Policy reviewed and updated to reflect most current clinical evidence per TAWG 

11/08/16 

 Codes E0656, E0657, E0670, E0675 are now covered for HMO, PPO, Individual 
Marketplace, Elite per CMS guidelines 

 Policy reviewed and updated to reflect most current clinical evidence per Medical Policy 
Steering Committee 

07/10/18 

 Unicompartmental (nonsegmented) or multicompartmental (segmented) pneumatic 
compression pump with gradient pressure (e.g., Flexitouch or LymphaPress Optimal) 
(E0652) are now covered without prior authorization for HMO, PPO, Individual Marketplace, 
Elite 

 Added as non-covered for all product lines: A-V Impulse System foot pump, Ambulatory, 
portable, battery powered intermittent or combination intermittent and sustained pneumatic 
compression devices (e.g., ActiveCare+SFT, Cirona 6400, Vasculaire, VenaPro Vascular 
Therapy System, VenoWave2 and VenoWave VW5), combination cold or heat 
therapy/intermittent pneumatic compression devices (e.g., Cothera VPULSE, Game Ready 
Accelerated Recovery System, Kinex ThermoComp Device, & NanoTherm, TEC System, 
Triple Play VT and the VascuTherm) 

 Policy reviewed and updated to reflect most current clinical evidence per Medical Policy 
Steering Committee 

12/16/2020  Medical policy placed on the new Paramount Medical Policy Format 

07/22/2021 

 Policy reviewed and updated to reflect most current clinical evidence 
 The use of any pneumatic compression device for treatment of the head or neck is 

considered experimental and investigational, in individuals with lymphedema 

 Effective 10/1/2021: Multicompartmental (segmented) pneumatic compression pump with 
gradient pressure (e.g., Flexitouch or LymphaPress Optimal) (E0652) requires a Prior 
Authorization, for HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan 
product lines.  
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