
DME 09                                Page 1 of 5 
 

    
 

Electric and Electromagnetic and Ultrasonic 
Bone Growth Stimulation   

 

 

 

 

 
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 Electric and Electromagnetic and Ultrasonic Bone Growth Stimulation. 

Description & Definitions: 
Bone Growth Stimulators is a therapy to accelerate healing of fractured bones, fusions, or delayed unions. 

Electrical bone growth stimulator is a noninvasive device applied to the skin at the site of fracture which provides electrical 
stimulation for bone repair. 

Criteria: 
Bone growth stimulators are considered medically necessary for indications of 1 or more of the following: 

• Spinal Electrical or Ultrasonic Bone Growth Stimulation is considered medically necessary with 1 or more of 
the following: 

o When used as an adjunct to spinal fusion surgery for individuals at risk for pseudoarthritis with 1 or 
more of the following: 

 One or more previously failed spinal fusion(s) 
 Grade II or worse spondylolisthesis 
 Fusion to be performed at 2 levels or more 
 Current smoking habit 
 Diabetes or other metabolic diseases where bone growth is poor 
 Renal disease 
 Alcoholism 
 Obese individuals with BMI greater than 30 

o When used during single level spinal fusion and 2 or more of the following: 
 Active smoker or habitual smoker within the prior 6 months 
 Diabetes mellitus 
 Immunosuppressed individuals whose immunosuppression cannot be corrected 
 Individuals who cannot discontinue non-steroidal anti-inflammatory medications 
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 Severe osteoporosis 
 Prior spinal fusion being extended by one level or more 
 Stable internal fixation of the fusion cannot be achieved 
 Active metabolic bone disease that cannot be corrected 
 Failed spinal fusion that has not healed within a minimum of 6 months after the original 

surgery 
o Spondylolysis (also known as pars inter-articularis fracture) when 1 or more of the following occur: 

 Delay or non-union after 42 days 
 Failure of bracing treatment 

• Non-Spinal Electrical or Ultrasonic Bone Growth Stimulators may be considered medically necessary with 1 
or more of the following: 

o Non-union fractures with ALL of the following: 
 The date of the fracture or surgical treatment has been at least 42 days prior 
 Individual has a minimum of 2 sets of radiographs, obtained prior to starting treatment 

with the osteogenic stimulator, separated by a minimum of 90 days 
o Failed joint fusions with ALL of the following: 

 The date of the fracture or surgical treatment has been at least 42 days prior 
 Individual has a minimum of 2 sets of radiographs, obtained prior to starting treatment 

with the osteogenic stimulator, separated by a minimum of 90 days 
o Failed arthrodesis with ALL of the following: 

 The date of the fracture or surgical treatment has been at least 42 days prior 
 Individual has a minimum of 2 sets of radiographs, obtained prior to starting treatment 

with the osteogenic stimulator, separated by a minimum of 90 days 
o Congenital pseudoarthroses of the appendicular system with ALL of the following: 

 The date of the fracture or surgical treatment has been at least 42 days prior 
 Individual has a minimum of 2 sets of radiographs, obtained prior to starting treatment 

with the osteogenic stimulator, separated by a minimum of 90 days 
o For the treatment of joint fusion secondary to failed surgical arthrodesis (e.g. knee, ankle, subtalar, 

foot fusion) when performed immediately following revision surgery with 1 or more of the 
following: 

 Active smoker or habitual smoker within the prior 6 months 
 Diabetes mellitus 
 Immunosuppressed individuals whose immunosuppression cannot be corrected 
 Individuals who cannot discontinue non-steroidal anti-inflammatory medications 
 Severe osteoporosis 
 Stable internal fixation of the fusion cannot be achieved 
 Active metabolic bone disease that cannot be corrected 

• Electromagnetic or Ultrasonic bone growth stimulators are considered medically necessary with ALL of the 
following:  

o Bone growth stimulator is being used as adjunctive treatment to cervical, thoracic, lumbar, sacral 
spine fusion. 

o Risk factors for fusion failure are present, as indicated by 1 or more of the following:  
 Comorbid condition associated with compromised bone healing (eg, diabetes, obesity, 

osteoporosis, current tobacco use) 
 Multilevel fusion 
 Previous failed fusion 
 Spondylolisthesis grade II or greater  

 

The following Non-spinal electrical or Ultrasonic Bone Growth Stimulators do not  meet the definition of 
medical necessity, to include but not limited to:  

• Fresh fractures  
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• Patellar Tendinopathy 
• Pathological fractures due to tumor/malignancy 
• Stress fractures 
• Synovial pseudoarthroses 
• Toe fracture 
• Whole Body Vibration for the promotion of bone growth as it is not shown to improve health outcomes upon 

technology review. 

 

Coding: 
Medically necessary with criteria: 

Coding Description 

20974 Electrical stimulation to aid bone healing; noninvasive (nonoperative) 

20975 Electrical stimulation to aid bone healing; invasive (operative) 

20979 Low intensity ultrasound stimulation to aid bone healing, noninvasive (nonoperative) 

E0747 Osteogenesis stimulator, electrical, noninvasive, other than spinal applications 

E0748 Osteogenesis stimulator, electrical, noninvasive, spinal applications 

E0749 Osteogenesis stimulator, electrical, surgically impla 

E0760 Osteogenesis stimulator, low intensity ultrasound, noninvasive 

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 Items.  

Pre-Authorization is Required for All Repair and Replacement. 
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SHP Electric, Electromagnetic and Ultrasound Bone Growth Stimulation, SHP Durable Medical Equipment 09, Spinal 
Electrical Bone Growth Stimulation, non-spinal Electrical Bone Growth Stimulation Non-union fractures, arthrodesis, joint 
fusions, Congenital pseudoarthroses, acute fractures, Closed Radial fracture posteriorly displaced, Colles', Tibial 
diaphyseal fractures, Grade I open, Jones fracture, Radial shortening osteotomy, scaphoid fracture, tibial osteotomy for 
distraction osteogenesis, tibial shaft fracture, Ulnar shortening osteotomy, delayed fracture,osteotomy healing, bone loss, 
lumbar, electrical bone growth stimulation devices (EBGS), ultrasonic osteogenesis stimulator, direct current electrical 
bone-growth stimulators, non-spinal electrical bone growth stimulator (non-invasive or invasive), invasive or noninvasive 
spinal electrical bone growth stimulator, Non-invasive, low-intensity pulsed ultrasound, Osteogenic Stimulators 
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