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Member-specific benefits take precedence over medical policy and benefits may vary across plans. Refer to the
individual’s benefit plan for details ".

Purpose:

This policy addresses External Insulin Infusion Pump and accessories.

Description & Definitions:
Continuous subcutaneous insulin infusion is the constant administration of insulin through an external insulin pump,
delivered to the individual through a subcutaneous needle.

A ‘combination device’ is one that both, delivers the continuous insulin infusion and monitors the individual’s blood
glucose.

Criteria:
Continuous Subcutaneous Insulin Infusion is considered medically necessary for 1 or more of the following:

¢ Initial insulin infusion devices are considered medically necessary for all of the following:
o Insulin pump requested is FDA approved and is indicated by 1 or more of the following:
= External insulin pump
» Hybrid closed-loop threshold-suspend (low-glucose-suspend) external insulin pump
= Sensor-augmented external insulin pump
= Threshold-suspend (low-glucose suspend) external insulin pump
o Diagnosis of diabetes, as indicated by 1 or more of the following:
= Type 1 diabetes mellitus
= Type 2 diabetes mellitus and all of the following:
e Multiple daily injections
e prescribed by their health care provider
o Failure of Multiple daily injection insulin administration, as indicated by 1 or more of the following:
= Abnormal early-morning increase in blood glucose ("dawn phenomenon™), unresponsive to
management with long-acting insulin analogue (eg, insulin glargine, insulin detemir) regimens
=  Child for whom multiple daily insulin injections are impractical or inappropriate
= Diabetes complications (eg, neuropathy, nephropathy, retinopathy), and need for more
intensive management
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o

= Extreme insulin sensitivity
= History of recurring hypoglycemia (less than 70 mg/dL)
= Hypoglycemia with recurrent episodes, including unconsciousness, seizure, glucagon
administration, and emergency attendance and/or admission to hospital and recurrent
prolonged hospitalizations
» Individual is pregnant or planning pregnancy
Individual or caregiver is adherent, capable of using the devices safely (either by themselves or a
caregiver), knowledgeable, and able to monitor blood glucose 3 or more times per day
Provider team is experienced and expert in management and support of Individual with insulin
infusion pump
Evaluated by the treating physician at least once every 6 months.

Replacement insulin infusion devices are considered medically necessary with ALL of the following:

o

The problem(s) which limit the use of the current insulin infusion device is clearly identified and the
device cannot be refurbished.

There is documentation that the current insulin infusion device is not under warranty, including the
date of warranty expiration

The following do not meet the definition of medical necessity, to include but not limited to:

single-use disposable insulin infusion device (ie. V-Go).

Continuous subcutaneous insulin infusion for uses other than those listed in the clinical indications for
procedure section.

Coding:
Medically necessary with criteria:
Coding Description
A4224 Supplies for maintenance of insulin infusion catheter, per week
A4225 Supplies for external insulin infusion pump, syringe type cartridge, sterile, each
A4226 Supplies for maintenance of insulin infusion pump with dosage rate adjustment using therapeutic
continuous glucose
A4230 Infusion set for external insulin pump, nonneedle cannula type
A4231 Infusion set for external insulin pump, needle type
A9274 External ambulatory insulin delivery system, disposable, each, includes all supplies and accessories
EO0784 External ambulatory infusion pump, insulin
K0552 Supplies for external drug infusion pump, syringe type cartridge, sterile, each
Considered Not Medically Necessary:
Coding Description
None
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Special Notes: *

Medical policies can be highly technical and complex and are provided here for informational purposes. These medical
policies are intended for use by health care professionals. The medical policies do not constitute medical advice or
medical care. Treating health care professionals are solely responsible for diagnosis, treatment, and medical advice.
Sentara Health Plan members should discuss the information in the medical policies with their treating health care
professionals. Medical technology is constantly evolving, and these medical policies are subject to change without notice,
although Sentara Health Plan will notify providers as required in advance of changes that could have a negative impact on
benefits.

Services mean both medical and behavioral health (mental health) services and supplies unless We specifically tell You
otherwise. We do not cover any services that are not listed in the Covered Services section unless required to be covered
under state or federal laws and regulations. We do not cover any services that are not Medically Necessary. We
sometimes give examples of specific services that are not covered but that does not mean that other similar services are
covered. Some services are covered only if We authorize them. When We say You or Your We mean You and any of
Your family members covered under the Plan. Call Member Services if You have questions.

MUST SEE MEMBER BENEFIT FOR DETERMINATION.

We only cover DME that is Medically Necessary and prescribed by an appropriate Provider. We also cover colostomy,
ileostomy, and tracheostomy supplies, and suction and urinary catheters. We do not cover DME used primarily for the
comfort and wellbeing of a Member. We will not cover DME if We deem it useful, but not absolutely necessary for Your
care. We will not cover DME if there are similar items available at a lower cost that will provide essentially the same
results as the more expensive items.

Pre-Authorization is Required for All Rental ltems.
DME 11 Page 4 of 5



Pre-Authorization is Required for All Repair and Replacement.
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