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PURPOSE: The purpose of this policy is to define Osteogenic Bone Growth Stimulator services and the
criteria for medical necessity for Humana Healthy Horizons in Louisiana.

POLICY AND PROCEDURE:

Policy: Osteogenic Bone Growth Stimulators Clinical Coverage Policy

Procedure:

Osteogenic bone growth stimulators are used to augment bone repairassociated with either a healing
fracture or bone fusion. Medicaid coverage is limited to reimbursement for electrical and ultrasonic non-
invasive types of bone growth stimulators. Medicaid will not provide reimbursement for invasive types
of bone growth stimulators.

Non-spinal Non-invasive Electrical Stimulators
Non-spinal non-invasive electrical bone growth stimulators may be considered under the following
circumstances:
1. The failure of long bone fractures to heal. A period of six months from the initial date of
treatment must elapse before failure is considered to have occurred,;
2. The failure of long bone fusions (a period of nine months from the initial date of treatment must
elapse before failure is considered to have occurred); or
3. The treatment of congenital pseudoarthroses. There is no minimal time requirement after the
diagnosis.

Non-Spinal Non-Invasive Ultrasonic Stimulators
Non-Spinal non-invasive ultrasonic bone growth stimulators maybe considered under the following
circumstances:
1. The failure of a non-union fracture to heal. A period of 90 days following treatment has
occurred;
2. Documentation consists of two sets of radiographs, one before treatment andthe second
occurring 90 days after treatment; and
3. The radiographs shallinclude multiple views and be accompanied by a written interpretation by
a physician stating that there has been no clinically significant evidence of the fracture healing
between the two sets of radiographs.

Spinal Non-Invasive Electrical Stimulators
Spinal non-invasive electrical bone growth stimulators maybe considered:
1. When a minimum of nine months has elapsed since the beneficiary had fusion surgery which
resultedin afailed spinal fusion;
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2. When thereis a history of a previously failed spinal fusion at the same site following spinal
fusion surgery (meaning more than nine months has elapsed since fusion surgery was
performed at the same level which is being fused again). As long as nine months has passed
since the failed fusion surgery, this repeated fusion attempt requires no minimum passage of
time for the application of the device; or

3. Following a multi-level spinal fusion (i.e., involving three or more contiguous vertebrae, suchas
L3-L5 or L4-S1). Thereis ho minimum requirement for application after surgery.

ADDITIONAL RESOURCES:

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

This document is intended as a guideline. Situations may arise in which professional judgment
may necessitate actions that differ fromthe 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.

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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