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UNIVERSITY PHYSICIANS HEALTH PLANS

[University Family Care, University Physicians Healthcare Group, and Maricopa Health Plan]
REFERRAL GUIDELINE

DME – CPAP/BiPAP   

____________________________________________________________________


APPLICATION:

University Family Care and Maricopa Health Plan:  

CPAP / BiPAP is a covered benefit when deemed medically necessary

University Physicians Health Care Group:

CPAP / BiBAP is not a covered benefit regardless of medical necessity

DEFINITION:

CPAP is a noninvasive technique for providing single levels of air pressure from a flow generator, via a nose mask, through the nares. The purpose is to prevent the collapse of the oropharyngeal walls and the obstruction of airflow during sleep, which occurs in obstructive sleep apnea (OSA).

CRITERIA:
The use of CPAP devices is covered when ordered and prescribed by the licensed treating physician to be used in adult patients with OSA if either of the following criteria using the Apnea-Hyopopnea Index (AHI) is met:

· AHI > 15 events per hour, or
· AHI > to 5 and < 14 events per hour with documented symptoms of excessive daytime sleepiness, impaired cognition, mood disorders or insomnia, or documented hypertension, ischemic heart disease or history of stroke.

The AHI (Apnea-Hypopnea Index) is equal to the average number of episodes of apnea and hypopnea per hour and must be based on a minimum of 2 hours of sleep recorded by polysomnography using actual recorded hours of sleep (i.e., the AHI may not be extrapolated or projected).

Apnea is defined as a cessation of airflow for at least 10 seconds.  Hypopnea is defined as an abnormal respiratory event lasting at least 10 seconds with at least a 30% reduction in thoracoabdominal movement or airflow as compared to baseline, and with at least a 4% oxygen desaturation.

The polysomnography must be performed in a facility-based sleep study laboratory, and not in the home or in a mobile facility.

BiPAP:

BiPAP devices are considered similar to CPAP devices and appear to have similar indications for use as the use of BiPAP has been reserved for patients who have not responded or tolerated standard CPAP.
REFERRAL AUTHORIZATION GUIDE:

1. Requires prior authorization.

2. Requires Medical Director review.

3. Not covered by HCG.

REFERENCES:  
Medicare Coverage Memo #CAG-00093R 

AHCCCS AMPM

Revised 9/05, 11/05


