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May 1, 2024

Medical Policy, Reimbursement Policy, and Prior Authorization Updates

Full medical policy language should be reviewed via the policy links provided at the end of this document.
Administrative changes are effective on the date of this notice and material changes are effective 30 days from the
date of this notice, unless otherwise specified.

Notice of Changes to Prior Authorization Requirement: Providers should review changes to Prior Authorization at
the following link; https://www.paramounthealthcare.com/providers/claims-and-authorizations/outpatient-prior-
authorization

*Effective 04/01/2024, Paramount will no longer accept S-codes, for all product lines.*

Updated Medical Policy — No changes to policy statement

Electrical Stimulation and Electromagnetic Therapy for Wound Healing, PG0271.
Prostate Saturation Biopsy, PG0202.

Quantitative Pupillometry/Pupillography, PG0319.

Endometrial Ablation, PG0388.

Consultation Services, PG0291.

Ocular Photoscreening, PG0160.

Progenitor Cell Therapy for the Treatment of Damaged Myocardium, PG0513.
Genetic Counseling, PG0358.

Updated Medical Policies

Bone Graft Substitutes, PG0365.

e All product lines: Added medical policy PG0456 Recombinant Human Bone Morphogenetic Protein to this
policy.

e Added non-covered code 0814T.

Noninvasive Tests for Hepatic Fibrosis, PG0252.

e All product lines: Changed policy title from Elastography to Noninvasive Tests for Hepatic Fibrosis.

e Added documentation related to Multianalyte Serum Assays with Algorithmic Analysis of either Direct or Indirect
Biomarkers.

o Added “A single FibroSURE multianalyte assay may be considered medically necessary for the initial evaluation
of patients with chronic liver disease.”

¢ Added “FibroSURE multianalyte assays are considered experimental/investigational for monitoring of
individuals with chronic liver disease.”

¢ Added “Other multianalyte assays with algorithmic analyses are considered experimental/investigational for the
initial evaluation or monitoring of individuals with chronic liver disease.”

¢ Removed deleted code 0001M.

e Added non-covered codes 0648T, 0649T, 0116U, 0344U.

e Added covered codes 0002M, 0003M, 81517.

Transcranial Magnetic Stimulation (TMS), PG0294.
e All product lines: Effective 06/01/2024, added coverage and prior authorization requirement
for code 0858T.

Fecal Microbiota Transplantation, PG0222. PMOWT
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e All product lines: Added coverage criteria for Rebyota and Vowst.
o Rebyota does not require a prior authorization when coverage criteria are met.
o Vowst is a pharmacy drug and does require a prior authorization through the
pharmacy department https://www.paramounthealthcare.com/providers/prescription-drugs/drug-and-
specialty-drug-prior-authorization.

e Transthoracic Echocardiography, PG0408.
e Clarified supporting ICD-10 diagnosis coverage criteria.
o Elite (Medicare Advantage) product line: Covered for ICD-10 diagnosis codes listed in CMS Article A57306.
o Paramount Commercial Insurance Plans: ICD-10 diagnosis codes covered as listed in medical policy.

e Interventional Pain Management Injections: Sacroiliac, Epidural Steroid, Facet and Trigger Point, PG0354.
e Clarified supporting ICD-10 diagnosis coverage criteria.
o Elite (Medicare Advantage) product lines: Covered for ICD-10 diagnosis codes listed in CMS, may not be
all-inclusive, CMS Articles - A59154, A57701, A57751, A58364, A58993.
o Paramount Commercial Insurance Plans: ICD-10 diagnosis codes covered as listed in medical policy.

e Upper Gastrointestinal Endoscopy (in Adults), PG0449.
e Clarified supporting ICD-10 diagnosis coverage criteria.
o Elite (Medicare Advantage) product lines: Covered for ICD-10 diagnosis codes listed in CMS, may not be
all-inclusive, CMS Articles - A57414, A56389.
o Paramount Commercial Insurance Plans: ICD-10 diagnosis codes covered as listed in medical policy.

e Molecular Testing for Solid Organ Allograft Rejection, PG0525.
o Elite( Medicare Advantage) Plans: Update to align with CMS CGS A58061.
o Added coverage for VitaGraft/Allaro Kidney.
o Added coverage for Allosure Lung.

e Bedwetting Alarms for Nocturnal Enuresis, PG0139.
e All product lines: Effective 04/01/2024, Paramount will no longer accept S-codes. Paramount follows CMS
correct coding guidelines. Removed non-covered code S8270.

e Preventive Services, PG0137.
e Paramount Commercial Insurance Plans: Effective 06/01/2024, codes 99174 and 99177 will not be considered
preventative services for members six (6) years of age and older.

For more information, visit the online medical and reimbursement policy libraries:
e https://www.paramounthealthcare.com/providers/medical-policies/policy-library
e https://www.paramounthealthcare.com/providers/reimbursement

Policies are available to view on the website 30-days prior to their effective date.

If you have questions regarding this notice or other issues, please contact your provider relations representative or call
provider relations at 800-891-2542.
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