


Guideline Title:  Iontophoresis Treatment for Hyperhidrosis Commercial
ORG/OTC Code: Durable Medical Equipment 32 Commercial v7
Description of Item or Service: 
Iontophoresis uses a FDA approved device that produces electric stimulation to block sweat glands.
Clinical Indications and Criteria: 
[bookmark: _Hlk204157338]Iontophoresis treatment for hyperhidrosis is considered medically necessary with ALL of the following:
· The individual has experienced significant disruption of their professional and/or social life due to excessive sweating with indications of 1 or more of the following:
· Trial of prescription strength antiperspirants unsuccessful
· Presence of medical complications or skin maceration with secondary infection
· Unresponsive or unable to tolerate pharmacotherapy prescribed for excessive sweating (e.g., anticholinergics, beta-blockers, benzodiazapines)
· FDA approved device only

Iontophoresis is considered not medically necessary for any use other than those indicated in clinical criteria.
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Codes:
CPT/HCPCS codes covered if policy criteria is met:
E1399 - Durable medical equipment, miscellaneous.
CPT/HCPCS codes considered not medically necessary per this Policy:
None
The preceding codes are included above for informational purposes only and may not be all inclusive. Additionally, inclusion or exclusion of a treatment, procedure, or device code(s) does not constitute or imply member coverage or provider reimbursement. Please refer to the member's contract benefits in effect at the time of service to determine coverage or non-coverage of these services as it applies to an individual member.

Policy Approach and Special Notes:
· Coverage 
· See the appropriate benefit document for specific coverage determination. Member specific benefits take precedence over medical policy.
· Application to products
· Policy is applicable to Sentara Health Plan Commercial products.
· Authorization requirements 
· Pre-certification by the Plan is required.
· 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.
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