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PURPOSE: The purpose of this policy is to define High Frequency Chest Wall Oscillation Devices and the
criteria for medical necessity for Humana Healthy Horizons in Louisiana.

POLICY AND PROCEDURE:

Policy: High Frequency Chest Wall Oscillation Devices Clinical Coverage Policy

Procedure:
High Frequency Chest Wall Oscillation Devices

High frequency chest wall oscillation devices are covered for members who meet the following criteria.
1. The member must have one of the following:

a. A diagnosis of cystic fibrosis;
b. A diagnosis of bronchiectasis:

i. Characterized by daily productive cough for at least 6 continuous, months
or, frequent (i.e. more than 2/year) exacerbations requiring antibiotic
therapy; and

ii. Confirmed by high resolution, spiral, or standard CT scan.

c. Neuromuscular Disorder; or

d. Well-documented failure of standard treatments to adequately mobilize retained
secretions with all of the following:

i. Chest physical therapy and flutter device at least twice daily (when age

appropriate);
ii. A patternof hospitalizations at least annually or more;
iii. Significantly deteriorating clinical condition;
iv. Be under the care of a pulmonologist; and
v. Copies of two pulmonary test results that indicate the member’s condition

improved with the use of the vest.

ADDITIONAL RESOURCES:
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Louisiana Department of Health, Durable Medical Equipment Provider Manual, Chapter eighteen of the
Medicaid Services Manual; DME (lamedicaid.com). Accessed August 16, 2022.
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DISCLAIMER:

Humana follows all federal and state laws and regulations. Where more than one state is
impacted by an issue, to allow for consistency, Humanawill follow the most stringent
requirement.

This document is intended as a guideline. Situations may arise in which professional judgment
may necessitate actions that differ from the guideline. Circumstances that justify the variation
from the guideline should be noted and submitted to the appropriate business areafor review
and documentation. This (policy/procedure)is subject to change or termination by Humana at
any time. Humana has full and final discretionary authority for its interpretation and

application. This (policy/procedure) supersedes all other policies, requirements, procedures or
information conflicting with it. If viewing a printed version of this document, please refer to the
electronic copy maintained by CMU to ensure no modifications have been made.

NON-COMPLIANCE:

Failing to comply with any part of Humana'’s policies, procedures, and guidelines may result in
disciplinary actions up to and including termination of employment, services or relationship with
Humana. In addition, state and/or federal agencies may take action in accordance with
applicable laws, rules and regulations.
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Any unlawful act involving Humana systems or information may result in Humana turning over
all evidence of unlawful activity to appropriate authorities. Information on handling sanctions
related to non-compliance with this policy may be found in the Expectations for Performance,
and Critical Offenses policies, both of which may be found in the Associate Support Center via
Humana'’s secure intranet of Hi! (Workday & Apps/Associate Support Center).
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