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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 and DME providers 
_ Facility 
 
DESCRIPTION 
Sleep disorders are some of the most common medical problems in the United States, and have a significant 
impact on quality of life, productivity, and health. There are many different types of sleep-related disorders including 
sleep apnea, upper airway resistance syndrome, insomnia, narcolepsy, nocturnal movement disorders (e.g., 
restless leg syndrome and periodic limb movement disorder), unexplained excessive daytime sleepiness, and 
arousal disorders (parasomnias).   
 
Apnea is defined as a cessation of airflow for at least ten seconds. Hypopnea is defined as an abnormal respiratory 
event lasting at least ten seconds with at least a thirty percent reduction in thoracoabdominal movement or airflow 
as compared to baseline. In addition, with more than or equal to 3 percent oxygen desaturation (per the American 
Academy of Sleep Medicine (AASM) scoring criteria). Respiratory effort-related arousals (RERAs) are a sequence 
of breaths that lasts at least ten seconds, characterized by increasing respiratory effort or flattening of the nasal 
pressure waveform and leads to an arousal from sleep, but does not meet the criteria of an apnea or hypopnea. 
The apnea hypopnea index (AHI) is the total number of apneas and hypopneas per hour of sleep. The respiratory 
disturbance index (RDI) is the total number of events (e.g., apneas, hypopneas and RERA’s) per hour of sleep.  
 
The most common type of sleep apnea is Obstructive Sleep Apnea (OSA). Most sleep apnea occurs when the 
airway has collapsed or becomes blocked during sleep. This obstruction is what causes the shallow breathing or 
pauses. When breathing resumes, air then squeezes past the blockage and can cause loud snoring. OSA is a 
chronic condition that disrupts sleep three or more nights each week. This results in poor sleep quality and that can 
lead to daytime sleepiness. Sleep apnea is one of the leading causes of excessive daytime sleepiness. 
 
Treatment with a positive airway pressure (PAP) device is a highly effective treatment for OSA. A flow generator 
delivers pressurized air into the nose and/or mouth, providing a pneumatic splint to the airway, preventing 
development of subatmospheric collapsing pressure. The flow generator is connected to the patient via connecting 
tubing and an interface attached to the patient’s face. There are multiple types of positive pressure airway devices.  
PAP may be provided using continuous positive airway pressure (CPAP), auto-titrating PAP (APAP), or bi-level 
positive airway pressure (BPAP).  
 
CPAP is the most common treatment and first line of treatment for obstructive sleep apnea in adults.  During sleep, 
the patient wears a mask attached to an air compressor that forces air through the nasal passages, opening the 
back of the throat.  In obstructive sleep apnea, tissues in the upper airway including the tongue, soft palate, and 
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nasal passages sag and block the airway.  The pressurized air in CPAP forces the tissues in the upper airway out 
of the way, by creating a “pneumatic splint”, preventing the soft tissues of the upper airway from narrowing and 
collapsing, allowing normal breathing to occur during sleep.  
 
An APAP or AutoPAP device is an intelligent therapeutic device, which continuously modifies the positive pressure 
level during the night, allowing for a decrease in pressure when spells of apnea and hypopneas disappear and an 
increase in pressure level when they return. APAP devices deliver variable pressure according to the needs of the 
patient. The pressure required to maintain airway patency changes during a night of sleep depending on body 
position, sleep stage, nasal obstruction, and ingestion of alcohol or hypnotic agents. Resistance is measured in the 
patient's breathing delivering the precise pressure required at a given moment avoiding the compromise of fixed 
pressure delivery system such as CPAP. APAP may be particularly suited to patients with: REM-related apnea, 
positional apnea, noncompliant with standard CPAP therapy. 
 
A BiPAP device delivers two levels of air pressure that are set to coincide with the patient's inspiratory and 
expiratory efforts, blowing air at a higher pressure for inhaling and a lower pressure for exhaling. This can be used 
for individuals who cannot tolerate the high constant pressure with CPAP. BiPAP is not considered a first-line 
treatment for OSA, but for those who require high levels of PAP, the lower pressure administered during expiration 
with BiPAP can make treatment easier to tolerate.  
 
The positive airway pressure device consists of three main components, the flow generator that supplies the 
airflow, the interface or the nasal/face mask, nasal pillow or lip seal mouthpiece and the hose that connects the 
flow generator to the interface. 
 
POLICY 

HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan, Advantage 
 
Effective 9/1/2020   

 Continuous positive airway pressure (CPAP) devices (E0601) requires a prior 
authorization. 

 Auto-titrating PAP (APAP) devices (E0601) requires a prior authorization. 

 Bi-level positive airway pressure (BIPAP) devices (E0470, E0471, and E0472) requires a 
prior authorization. 

Effective 12/1/2020  

 Prior Authorization is required for positive airway pressure device Replacements: E0601, 
E0470, E0471, and E0472. 

 
Sleep Study Validation Form must be completed, 
https://www.paramounthealthcare.com/services/providers/tools-and-resources/documents-and-
forms, along with The Durable Medical Equipment Referral Worksheet. 
https://www.paramounthealthcare.com/assets/documents/provider/fax-request-form-dme.pdf  
 
Documentation of an authorized sleep study, or the exception retrial criteria listed below, are 
completed within the previous 24 months, is required to determine the need for Positive Airway 
Pressure (PAP) Devices for the Treatment of Obstructive Sleep Apnea.  
 
When a member has been prescribed a PAP devise, due to supporting diagnostic study, by a 
pulmonologist, while in the inpatient hospital setting, and there is a request for the member to be 
sent home with the PAP devise, a 3-month approval will be initiated with a Paramount 
Notification. 

 
  
COVERAGE CRITERIA 
HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan, Advantage 
Coverage for positive airway pressure (PAP) devices are subject to the terms, conditions and limitations of the 
applicable benefit plan’s Durable Medical Equipment (DME) benefit and schedule of copayments. Please refer to 
the applicable benefit plan document to determine benefit availability and the terms, conditions and limitations of 

https://www.paramounthealthcare.com/services/providers/tools-and-resources/documents-and-forms
https://www.paramounthealthcare.com/services/providers/tools-and-resources/documents-and-forms
https://www.paramounthealthcare.com/assets/documents/provider/fax-request-form-dme.pdf
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coverage. Under many benefit plans, coverage for DME is limited to the lowest-cost alternative. 
 
Documentation of an authorized sleep study, completed within the previous 24 months, is required to determine the 
need for PAP Devices for the Treatment of OSA. 
 
OSA is typically diagnosed by overnight monitoring with polysomnography (PSG). Coverage of a PAP device for 
the treatment of OSA is limited to claims where the diagnosis of OSA is based upon a sleep test (Type I, II, III, IV, 
Other). The sleep test must be either a polysomnogram performed in a facility-based laboratory (Type I study) or 
an inpatient hospital-based or home based sleep test (HST) (Types II, III, IV, Other). The member’s treating 
practitioner must order the test. 
 
Coverage of CPAP is initially limited to a 12- week period to identify beneficiaries diagnosed with OSA as 
subsequently described who benefit from CPAP. CPAP is subsequently covered only for those beneficiaries 
diagnosed with OSA who benefit from CPAP during this 12- week period 
 
A diagnosis of OSA is accepted when an adult patient has an apnea-hypopnea index (AHI) greater than 5 and 
symptoms of excessive daytime sleepiness or unexplained hypertension. An AHI equal to or greater than 15 is 
typically considered moderate OSA, while an AHI greater than or equal to 30 is considered severe OSA. 
 
The presentation of OSA in children may differ from that of adults. Children frequently exhibit behavioral problems 
or hyperactivity rather than daytime sleepiness. Obesity is defined as a body mass index greater than the 90th 
percentile for the weight/height ratio. Although the definition of severe OSA in children is not well established, an 
AHI greater than 1.5 is considered abnormal and an AHI of greater than or equal to 10 may be considered severe. 
 
Accessories used with a PAP device are covered when the coverage criteria for the device are met. If the coverage 
criteria are not met, the accessories will be denied as not reasonable and necessary. 
 
CRITERIA GUIDELINES: 
The following conditions of coverage apply for positive airway pressure (PAP) devices. 
 
The provider of PAP devices must conduct education of the beneficiary prior to the use of the CPAP device to 
ensure that the beneficiary has been educated in the proper use of the device. A caregiver, for example a family 
member, may be compensatory, if consistently available in the beneficiary's home and willing and able to safely 
operate the PAP device. 
 
I. Continuous positive airway pressure (CPAP) (E0601) or auto-titrating PAP (APAP) (E0601) with or without a 
humidifier (E0561, E0562) for an initial 90 day period is considered medically necessary for the treatment of OSA in 
an adult (18 years or older) when: 
  

 When the member has a face-to-face clinical evaluation by the treating practitioner prior to the sleep test to 
assess the beneficiary for obstructive sleep apnea. And  

 EITHER of the following criteria is met: 

 apnea/hypopnea index (AHI) or respiratory disturbance index (RDI) or respiratory event index (REI) 
≥ 15 as documented by polysomnography (PSG) or home/portable sleep study  

 AHI/RDI/REI ≥ 5 and < 15 as documented by PSG or home/portable sleep study, when 
accompanied by symptoms of OSA (e.g., excessive daytime sleepiness, impaired cognition, mood 
disorders or insomnia) or when the individual has hypertension, ischemic heart disease or history of 
stroke. And 

 The member and/or their caregiver has received instruction from the supplier of the device in the proper use 
and care of the equipment. 

 
CPAP (E0601) or APAP (E0601) with or without a humidifier (E0561, E0562) for an initial 90 day period is 
considered medically necessary for the treatment of OSA in a child when:    

 When the member has a face-to-face clinical evaluation by the treating practitioner prior to the sleep test to 
assess the beneficiary for obstructive sleep apnea. And 

 ALL of the following criteria are met: 
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 An AHI greater than 1.5 is considered abnormal and an AHI greater than or equal to 10 may be 
considered severe. 

 OSA diagnosis established by PSG  

 Child weighs 30 kilograms (66 pounds) or more  

 Adenotonsillectomy has been unsuccessful or is contraindicated, or when definitive surgery is 
indicated but must await complete dental and facial development. And  

 The member and/or their patent/caregiver has received instruction from the supplier of the device in the 
proper use and care of the equipment. 

 
Home titration using APAP to determine a fixed CPAP pressure for ongoing treatment is considered medically 
necessary when ALL of the following criteria are met:  

 individual meets the criteria for PAP (detailed in PAP section above)  

 individual does not have a comorbid condition that would be expected to degrade the accuracy of auto-
titration, such as any of the following:  

 congestive heart failure NYHA Class III or IV (LVEF ≤ 45%)  

 moderate to severe pulmonary disease, such as chronic obstructive pulmonary disease (COPD), 
documented on pulmonary function studies (PFTs)  

 prior diagnosis of central sleep apnea  

 pulmonary hypertension  

 no evidence of nocturnal oxygen (O2) desaturation* caused by a condition other than OSA (e.g. 
obesity hypoventilation syndrome [defined as pCO2 > 45 mmHg and pO2 < 60 mmHg on arterial 
blood gas])  

 
Follow-up home titration using APAP is considered medically necessary when ALL of the following criteria are met:  

 no comorbid condition that would be expected to degrade the accuracy of auto-titration  

 no evidence of nocturnal oxygen desaturation* caused by a condition other than OSA (as described below)  

 procedure to be performed for ANY of the following:  
o to determine whether pressure adjustment is needed when clinical response is insufficient or 

symptoms return despite a good initial response to PAP  
o substantial weight loss (e.g., 10% of body weight) to determine if adjustment of PAP pressure is 

indicated  
o substantial weight gain (e.g., 10% of body weight) with return of symptoms despite continued use of 

CPAP, to determine if adjustment of PAP pressure is indicated  
 
* Significant oxygen desaturation: 

 O2 saturation < 80% for > 1% of sleep time or < 90% for > 30% of sleep time during prior diagnostic 
facility-based study or recording time during prior home sleep apnea test (HSAT)  

 
PAP treatment for any other indication not listed in the medical policy is considered experimental, investigational or 
unproven. 
 
II. Bi-level positive airway pressure (BIPAP) without a back-up respiratory rate (E0470), with or without a humidifier 
(E0561, E0562) for an initial 90 day period is considered medically necessary for the treatment of OSA for an 
individual with coexisting central hypoventilation or for an individual who requires, but proves intolerant to, high 
pressures of CPAP or APAP. An E0601 has been tried and proven ineffective based on a therapeutic trial 
conducted either in a facility or in a home setting. 
 
An E0470 device is covered when all the criterial above for procedure E0601, continuous positive airway pressure 
devices, are meet, in addition to:  

 An E0601 device has been tried and proven ineffective based on a therapeutic trial conducted either 
in a facility or in a home setting. Ineffective is defined as documented failure to meet therapeutic 
goals using an E0601 during the titration portion of a facility-based study or during home use despite 
optimal therapy (i.e., proper mask selection and fitting and appropriate pressure settings).  
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BIPAP with a back-up respiratory rate (E0471, E0472) for an initial 90-day period is considered medically 
necessary for the treatment of treatment-emergent central sleep apnea when ALL of the following criteria are met:  

 diagnostic PSG shows five or more predominantly obstructive respiratory events (obstructive or 
mixed apneas, hypopneas or respiratory effort related arousals [RERAs]) per hour of sleep  

 PSG during use of positive airway pressure without a backup rate shows significant resolution of 
obstructive events and emergence or persistence of central apnea or central hypopnea with all of 
the following:  

o central apneas and central hypopneas ≥ 5/hour  
o number of central apneas and central hypopneas >50% of total number of apneas and 

hypopneas.  

 the central sleep apnea (CSA) is not better explained by another CSA disorder (e.g., CSA with 
Cheyne Stokes breathing or CSA due to a medication or substance)  

 
For an E0470 or an E0471 Respiratory Assist Device to be covered, the treating practitioner must fully document in 
the member’s medical record symptoms characteristic of sleep-associated hypoventilation, such as daytime 
hypersomnolence, excessive fatigue, morning headache, cognitive dysfunction, dyspnea, etc. 
 
A home trial of Auto Bi-level therapy (E0470) is considered medically necessary in an individual who is 
documented to have tried and failed CPAP or APAP.  
 
Adaptive servoventilation (E0471, E0472) for an initial 90-day period is considered medically necessary for the 
treatment of treatment-emergent central sleep apnea when ALL of the following criteria are met:  

 individual does not have symptomatic chronic heart failure (i.e., NYHA Class II-IV) and/or reduced left 
ventricular ejection fraction ≤ 45%, as determined by cardiac assessment conducted prior to initiation of 
treatment  

 diagnostic PSG shows five or more predominantly obstructive respiratory events (obstructive or mixed apneas, 
hypopneas or respiratory effort related arousals [RERAs]) per hour of sleep  

 PSG during use of positive airway pressure without a backup rate shows significant resolution of obstructive 
events and emergence or persistence of central apnea or central hypopnea with all of the following:  

o central apneas and central hypopneas ≥ 5/hour  
o number of central apneas and central hypopneas >50% of total number of apneas and hypopneas.  

 the central sleep apnea (CSA) is not better explained by another CSA disorder (e.g., CSA with Cheyne Stokes 
breathing or CSA due to a medication or substance).  

 
Note: A bi-level positive airway pressure device with back-up rate (E0471) is not reasonable and necessary if the 
primary diagnosis is OSA. 
 
PAP treatment for any other indication not listed in the medical policy is considered experimental, investigational or 
unproven 
 
PAP ADHERENCE: - Continued Coverage Beyond the First Three Months (90 days) of Therapy  
Initial approval will be for three months rental only and then if documentation supports compliance and the therapy 
is effective; request for the remaining rental period will be approved, per the appropriate product line of service. 
 
A medically necessary PAP device beyond the first three months of therapy when, no sooner than the 31st day but 
no later than the 91st day after initiating therapy, there is objective evidence documenting the member is adhering 
to PAP therapy.  
 
Note: Objective evidence of adherence for use of the PAP device is defined as use of PAP ≥4 hours per night on 
70% of nights during a consecutive thirty (30) day period anytime during the first three (3) months of initial usage. 
(When calculating usage inpatient days are not used in the calculation.) 
 
If the above criterion is not met, continued coverage of a PAP device and related accessories will be considered 
not medically necessary, with the following exception:  
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Members who fail the initial 12-week trial are eligible to re-qualify for a second PAP device trial, without a 
repeat sleep study, within a 2-year period from the initial trial, with the following criteria:   

 Face-to-face clinical re-evaluation by the treating practitioner to determine the etiology of the failure to 
respond to PAP therapy (documenting desire for retrial / barriers to past compliance / ongoing sleep 
disordered breathing symptoms and an order for PAP). 

If the clinician feels it is appropriate; a repeat sleep test in a facility-based setting or a home sleep study is 
supported. This may be a repeat diagnostic, titration or split-night study. 

 
If an E0601 device is tried and found ineffective during the initial facility-based titration or home trial, substitution of 
an E0470 does not change the length of the trial unless there is less than 30 days remaining in the trial period. If 
more than 30 days remain in the trial period, the clinical re-evaluation would still occur between the 31st and 91st 
day following the initiation of an E0601 and objective documentation of adherence on the E0470 would need to 
occur prior to the 91st day following initiation of the E0601. If less than 30 days remain in the trial period, the 
clinical re-evaluation and objective documentation of adherence must occur before the 120th day following the 
initiation of the E0601.  
 
If an E0601 device was used for more than 3 months and the beneficiary was then switched to an E0470, the 
clinical re-evaluation must occur between the 31st and 91st day following the initiation of the E0470. There would 
also need to be documentation of adherence to therapy during the 3-month trial with the E0470.  
 
If there is discontinuation of usage of a PAP device at any time, the supplier is expected to ascertain this and stop 
billing for the equipment and related accessories and supplies. 
 
LOANER RENTAL: 
PAP device loaner rental for up to 30 days is considered medically necessary when BOTH of the following criteria 
are met:  

 demonstrated compliant use of the device  

 description of malfunction and documentation that equipment has been sent for repair/assessment  
 
REPLACEMENT: Prior Authorization Required 

 Replacement of a medically necessary PAP device is considered medically necessary only when reasonable 
wear and tear renders the item nonfunctioning and not repairable and the item is no longer under warranty. 

 If a PAP device is replaced Prior Authorization is required including documentation from the manufacturer to 
support the item is broken or damaged beyond repair or obsolete and documentation providing evidence of 
PAP device adherence.  

 There is no requirement for a new sleep test or trial period. 

 Replacement request: sleep study from original request is required. 

 When the above criteria is met, a new rental period will be approved, per the appropriate product line of service. 
Included in the rental period: compressor, manometer, CPAP Valve (if separate from mask), filters, fuses, 
tubing, cushions, pillows, nasal cannulas, chinstraps. 

 
Provider Attestation Sleep Study Validation Forms can be located on the following Internet site:  
https://www.paramounthealthcare.com/services/providers/tools-and-resources/documents-and-forms 

Note: The Durable Medical Equipment Referral Worksheet is required in addition to the Provider Attestation Sleep 

Study Validation Forms. https://www.paramounthealthcare.com/assets/documents/provider/fax-request-form-

dme.pdf   

 
NON-COVERAGE: not all-inclusive 

 Oral Pressure Therapy (OPT) (e.g., Winx® Sleep Therapy System) is considered experimental and 
investigational for the treatment of OSA because of insufficient evidence.  

 Oral appliances are considered experimental and investigational for treatment of upper airway resistance 
syndrome (UARS). 

https://www.paramounthealthcare.com/services/providers/tools-and-resources/documents-and-forms
https://www.paramounthealthcare.com/assets/documents/provider/fax-request-form-dme.pdf
https://www.paramounthealthcare.com/assets/documents/provider/fax-request-form-dme.pdf
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 Oral appliances for snoring (e.g., Slow Wave DS8, and Snore Guard) are considered not medically 
necessary treatment of disease, as snoring is not considered a disease. An interface consisting of a boil 
and bite mouthpiece connected to nasal inserts (e.g., CPAP PRO® [Stevenson Industries, Inc., Simi Valley, 
CA]) is considered experimental, investigational or unproven.  

 Nasal Expiratory Airway Pressure (EPAP) also known as PROVENT® is considered experimental and 
investigational for the treatment of OSA because its effectiveness has not been established. 

 The use of a sleep positioning trainer with vibration is considered investigational for the treatment of 
positional OSA. 

 The Zzoma positional device is considered not medically necessary because it has not been proven to be 
superior to other interventions to keep a person in a non-supine position. 

 The use of daytime electrical stimulation of the tongue is considered investigational for the treatment of 
OSA. 

 The use of remotely controlled mandibular positioner as a predictive screening tool for oral appliances that 
protrude the mandible are considered experimental and investigational because of insufficient evidence. 

 Transcutaneous electrical nerve stimulation (TENS) is considered experimental and investigational for the 
treatment of OSA because its effectiveness has not been established. 

 Cardiac (atrial) pacing for treatment of OSA experimental and investigational because the effectiveness of 
this procedure for OSA has not been established. 

 Nasal dilators are considered experimental and investigational for the treatment of OSA because their 
effectiveness has not been established. 

 Injection snoreplasty, injection of a sclerosing agent into the soft palate, is considered experimental and 
investigational for the treatment of OSA because its effectiveness for this indication has not been 
established. 

 Palate and mandible expansion devices (mRNA) are considered investigational for the treatment of OSA. 

 Cautery-assisted palatal stiffening operation (CAPSO) is considered experimental and investigational for 
the treatment of OSA because its effectiveness for this indication has not been established. 

 Epiglottidectomy/partial epiglottidectomy is considered experimental and investigational for the treatment of 
adult OSA because of insufficient evidence. 

 The Advance System (an adjustable tongue-advancement device) is considered experimental and 
investigational for the treatment of OSA because its effectiveness has not been established. 

 Respiratory muscle therapy (i.e., breathing exercises, oropharyngeal exercises, and wind musical 
instruments) is considered experimental and investigational for the treatment of OSA. 

 A liner used in conjunction with a PAP mask is considered comfort/convenience item. There is no additional 
payment for liners used with a PAP mask. 

 In general, duplicate equipment (e.g., travel PAP) is considered a convenience item and not 
medically necessary.  

 
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. 

CPT CODE 

94660  Continuous positive airway pressure ventilation (CPAP), initiation and management  

HCPCS CODES 

A4604  Tubing with integrated heating element for use with positive airway pressure device  

A7027  Combination oral/nasal mask, used with continuous positive airway pressure device, each  

A7028  Oral cushion for combination oral/nasal mask, replacement only, each  

A7029  Nasal pillows for combination oral/nasal mask, replacement only, pair  

A7030  Full face mask used with positive airway pressure device, each  

A7031  Face mask interface, replacement for full face mask, each  

A7032  Cushion for use on nasal mask interface, replacement only, each  

A7033  Pillow for use on nasal cannula type interface, replacement only, pair  
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A7034 Nasal interface (mask or cannula type) used with positive airway pressure device, with or without 
head strap 

A7035  Headgear used with positive airway pressure device  

A7036  Chinstrap used with positive airway pressure device  

A7037  Tubing used with positive airway pressure device  

A7038  Filter, disposable, used with positive airway pressure device  

A7039  Filter, non-disposable, used with positive airway pressure device  

A7044  Oral interface used with positive airway pressure device, each  

A7045  Exhalation port with or without swivel used with accessories for positive airway devices, 
replacement only  

A7046  Water chamber for humidifier, used with positive airway pressure device, replacement, each  

A7047 Oral interface used with respiratory suction pump, each [Not covered when utilized for devices such 
as the Winx system with diagnosis G47.33 Obstructive sleep apnea (adult) (pediatric)] 

E0190 Positioning cushion/pillow/wedge, any shape or size, includes all components and accessories [Not 
covered when utilized for the Zzoma positional device] 

E0470  Respiratory assist device, bi-level pressure capability, without back-up rate feature, used with 
noninvasive interface, e.g., nasal or facial mask (intermittent assist device with continuous positive 
airway pressure device)  [Not covered if the only diagnosis on the claim is G47.33] 

E0471  Respiratory assist device, bi-level pressure capability, with back-up rate feature, used with 
noninvasive interface, eg, nasal or facial mask (intermittent assist device with continuous positive 
airway pressure device)  

E0472  Respiratory assist device, bi-level pressure capability, with backup rate feature, used with invasive 
interface, eg, tracheostomy tube (intermittent assist device with continuous positive airway pressure 
device)  

E0486 Oral device/appliance used to reduce upper airway collapsibility, adjustable or on-adjustable, 
prefabricated, includes fitting and adjustment. custom fabricated, includes fitting and adjustment 

E0561  Humidifier, non-heated, used with positive airway pressure device  

E0562  Humidifier, heated, used with positive airway pressure device  

E0601  Continuous airway pressure (CPAP) device  

E0720 Transcutaneous electrical nerve stimulation (tens) device, two lead, localized stimulation [Not 
covered with diagnosis G47.33 Obstructive sleep apnea (adult) (pediatric)]  

E0730 Transcutaneous electrical nerve stimulation (tens) device, four or more leads, for multiple nerve 
stimulation [Not covered with diagnosis G47.33 Obstructive sleep apnea (adult) (pediatric)]  

G0237 Therapeutic procedure to increase strength or endurance of respiratory muscles, face to face, one 
on one, 15 minutes each (including monitoring) [Not covered with diagnosis G47.33 Obstructive 
sleep apnea (adult) (pediatric)]  

G0238 Therapeutic procedures to improve respiratory function, other than described by G0237, one-on-
one, face-to-face, per 15 minutes (includes monitoring) [Not covered with diagnosis G47.33 
Obstructive sleep apnea (adult) (pediatric)]  

G0239 Therapeutic procedures to improve respiratory function or increase strength or endurance of 
respiratory muscles, two or more individuals (includes monitoring) [Not covered with diagnosis 
G47.33 Obstructive sleep apnea (adult) (pediatric)]  

K1001 Electronic positional obstructive sleep apnea treatment, with sensor, includes all components and 
accessories, any type [Not covered]   

K1027 Oral device/appliance used to reduce upper airway collapsibility, without fixed mechanical hinge, 
custom fabricated, includes fitting and adjustment [Not covered with diagnosis R06.83 Snoring] 

Diagnosis 

G47.33 Obstructive sleep apnea (adult) (pediatric) 

R06.83 Snoring 

 

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/ . 

    

 

https://www.paramounthealthcare.com/services/providers/medical-policies/
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REVISION HISTORY EXPLANATION 
ORIGINAL EFFECTIVE DATE: 06/15/2009 

Date Explanation & Changes 

 01/01/11  No changes  

 04/10/18 
 Policy reviewed and updated to reflect most current clinical evidence per Medical Policy 

Steering Committee 

 01/08/19 
 Policy reviewed and updated to reflect the American Academy of Sleep Medicine (AASM) 3 

percent oxygen desaturation criterion scoring criterion 

08/01/20 
 Policy updated to the most up-to-date criteria. Prior Authorization required for all product 

lines, procedures E0601, E0470, E0471, E0472, effective 9/1/2020 

08/28/20 

 Updated the medical policy documentation with the Provider Attestation Sleep Study 
Validation Forms Internet site 

 Additionally, clarification documented for the device replacement rental time-period: “When 
the above criteria is met a new rental period will be approved, per the appropriate product 
line of service.” Further clarification on the criteria for procedure E0470 

11/01/20 

 Policy updated, Effective 12/1/2020, to require Prior Authorization for Replacements.  

 Additionally, clarifying documentation indicating that the Prior Authorization Form must be 
submitted along with the Validation Form. Added the SCOPE requirement for Professional 
Services 

12/17/2020  Medical policy placed on the new Paramount Medical Policy Format 

02/01/2021 

 The following PA exception criteria added - When a member has been prescribed a PAP 
devise, due to supporting diagnostic study, by a pulmonologist, while in the inpatient 
hospital setting, and there is a request for the member to be sent home with the PAP 
devise, a 3 month approval will be initiated with a Paramount Notification 

01/28/2022 

 Changed title from Positive Airway Pressure (PAP) Devices for the Treatment of 
Obstructive Sleep Apnea to Management of Obstructive Sleep Apnea 

 Added Non-Covered procedures/services 

 Added procedure codes A7047, E0190, E0486, E0720, E0730, G0237, G0238, G0239, 
K1001, K1027 and diagnosis codes G47.33 & R06.83 for reference 

07/01/2022  Added exception coverage criteria for a PAP devices retrial 

 
REFERENCES/RESOURCES   

Centers for Medicare and Medicaid Services, CMS Manual System and other CMS publications and 
services  

 
Ohio Department of Medicaid  

 
American Medical Association, Current Procedural Terminology (CPT®) and associated publications and 

services 
 

Centers for Medicare and Medicaid Services, Healthcare Common Procedure Coding System, HCPCS 
Release and Code Sets 
 

Industry Standard Review 
 

Hayes, Inc. 
 


