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MO HealthNet PA Criteria

Purpose: 
To allow a more consistent and streamlined process for authorization of 
chest wall oscillation devices. 

Why was this 
Issue Selected: 

Senate Bill 577 passed by the 94th General Assembly directs MO 
HealthNet to utilize an electronic web-based system to authorize Durable 
Medical Equipment using best medical evidence and care and treatment 
guidelines, consistent with national standards to verify medical need. 

Procedures 
subject to Pre-
Certification 

E0483EPRR: High frequency chest wall oscillation air-pulse generator 
system, (includes hoses and vest), each. 

Setting & 
Population: 

All MO HealthNet fee-for-service participants under the age of 21. 

Data Sources: 
Medicare LCD MHN Policy 
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SSeettttiinngg && PPooppuullaattiioonn 

 All MO HealthNet fee-for-service participants under the age of 21. 

AApppprroovvaall CCrriitteerriiaa 

High frequency chest wall oscillation devices (E0483) are covered for patients under the age of 
21 who meet either criterion 1 or 2 and criterion 3. 

1. There is a diagnosis of cystic fibrosis. 

2. There is a diagnosis of bronchiectasis 
(a) characterized by daily productive cough for at least 6 continuous, months or, frequent (i.e. 
more than 2/year) exacerbations requiring antibiotic therapy, and 
(b) confirmed by high resolution or spiral CT scan. 

3. There must be well-documented failure of standard treatments to adequately mobilize 
retained secretions. 

Approval Diagnoses 

Cystic Fibrosis 
Bronchiectasis 

ICD-10 
Diagnosis Description 

ICD-10 
Diagnosis 

Description 

E84.0 Cystic fibrosis with pulmonary 
manifestations 

A15.0 Tuberculosis of lung 

E84.11 Meconium ileus in cystic fibrosis J47.9 Bronchiectasis, uncomplicated 

E84.19 Cystic fibrosis with other intestinal 
manifestations 

J47.0 Bronchiectasis with acute lower 
respiratory infection 

E84.9 Cystic fibrosis, unspecified J47.1 Bronchiectasis with (acute) exacerbation 

Q33.4 Congenital bronchiectasis 

DDeenniiaall CCrriitteerriioonn 

The approval criteria are not met. 

QQuuaannttiittyy LLiimmiittaattiioonn 

      
           

        
 

           
 

 

    
 
               

           
 

         
 

        
               

         
          

 
             

  
 

   
 

  
 

 
 

 
 

 
 

 
 

 

     
 

    

         

      
 

     
  

         

     

 
 

    
 

       
 

    
 

        
 
 
 

12 units (1 unit = 1 month rental) 
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AApppprroovvaall PPeerriioodd 

The prescriber specified length of need up to 12 months (Considered purchased after 
12 months of rental) 

PPoossssiibbllee SStteepp 11 aanndd SStteepp 22 QQuueessttiioonnss 

      
           

    
 

             
    

 

                
 

             
            

               
      

 
              

         

                  

     

           

 
 
 
 

**The following questions may be encountered as part of the approval and denial 
criteria. Depending on the patient’s history and the way previous questions may 
be answered, not every question may be asked for every patient and may not be 
encountered in the exact order below. 

1. Is there well documented failure of standard treatments to adequately mobilize retained secretions? 

2. What is the duration of need in months?______ 

3. Has patient had daily productive cough for at least 6 continuous months or frequent (more than 2/year) 

exacerbation is requiring antibiotic therapy? 

4. Is this confirmed by high resolution or spiral CT scan? 
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