FEP UM Guideline 003: Outpatient High Technology Diagnostic Imaging:
CT/MRI/PET

Effective Date: April 2021 Related FEP Medical Policies: 6.0 — 6.02 Radiology

Outpatient High Technology Diagnostic Imaging: CT/MRI/PET

DESCRIPTION

This document supports evaluation of medical necessity for high technology diagnostic imaging, specifically
computed tomography (CT), magnetic resonance imaging (MRI) and positron emission tomography (PET) in
the outpatient setting. The advancements in radiology examinations, including high technology services
(CT/MRI/PET), over the past 2 decades has proven beneficial to patients specific to longer life-spans of
higher quality.®

OBJECTIVE

The purpose is to promote patient safety, facilitate delivery of the required care and reduce overutilization of
high technology diagnostic imaging services in the outpatient setting. “Overutilization can be defined as
applications of imaging procedures where circumstances indicate that they are unlikely to improve patient
outcome.” ®

Exposure to large doses of radiation increases health risks for patients.® Clinical review requirements have
been expanded for FEP Blue Focus to include prior approval of high technology diagnostic imaging
examinations (CT/MRI/PET) to promote patient safety, provide quality care and to support positive, cost
effective outcomes.

High technology diagnostic imaging requests for CT/MRI/PET examinations that are related to immediate
care of a medical emergency, or associated with an inpatient hospital admission do not require prior
approval and therefore are not addressed in this guideline.

This document does not determine medical necessity of inpatient care for benefit administration or is
intended to replace medical judgment of a physician for treatment. This guideline does not override
contractual requirements of the benefit provisions and limitations as outlined in the Blue Cross ® and Blue
Shield ® Service Benefit Plan Brochure and the Blue Cross and Blue Shield Service Benefit Plan Federal
Employee Program (FEP®) Blue Focus brochures.

COVERED PROVIDERS

Benefits are available for outpatient services for diagnostic tests when provided and billed by covered
professional providers and facilities. (See benefit requirements and limitations in the Blue Cross and Blue
Shield Service Benefit Plan Brochure and the Blue Cross and Blue Shield ® Service Benefit Plan FEP Blue
Focus brochures.)

Covered facilities must meet applicable licensing and/or certification requirements in the state where
services are performed.

For Members enrolled in Basic Option and FEP Blue Focus: Preferred providers must be used in order
to receive benefits. See the assigned federal brochures (Rl 71-005/Standard and Basic Options; and RI 71-
017/FEP Blue Focus) for exceptions.

For Members enrolled in Standard Option: Preferred provider and Non-preferred provider benefits apply.
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CLINICAL REVIEW

This guideline specifically addresses clinical review for prior approval of high technology diagnostic
imaging requests for CT, MRI and PET examinations.

In conjunction with this guideline, related medical policy or criteria may be used for review of a specific
imaging test and/or diagnosis.

Medical Necessity:

Comprehensive analysis of relevant clinical data that provides rationale for the procedure requested is
required including, but not limited to:

signs and symptoms

physical examination

relevant laboratory results

evidence of relevant medical history, including confirmed or suspected diagnosis with circumstances
indicative of a strong likelihood that diseasel/illness/injury exists, or that there is increased risk and/or
family history

treatment history, including failed response to conservative treatment prescribed and/or other
diagnostic tests performed prior to the CT/MRI/PET examination when applicable

Outpatient high technology diagnostic imaging requests are considered medically necessary when all of
the following criteria are met:

1.

The CT/MRI/PET examination requested must be ordered by a physician, physician assistant, nurse
practitioner, or other practitioners within the scope of licensure by the state, district or territory.

There is evidence in the medical record of a clinical evaluation by the ordering provider within a
reasonable amount of time prior to the CT/MRI/PET examination that is consistent with current
literature and standards of medical practice.

Clinical evaluation indicates the possibility of a disease process, medical condition or injury that
requires further investigation, and/or findings from other diagnostic imaging tests with less or no
radiation exposure require further investigation for treatment.

The CT/MRI/PET examination requested is consistent with current literature and standards of
medical practice as an appropriate test (based on accessibility in the local service area) for
differentiating a diagnosis through clinical analysis and/or determining changes in the extent or
nature of the existing condition/disease process.®*

The CT/MRI/PET examinations requested could reasonably be expected based on current literature
and standards of medical practice to result in modifications to the treatment plan, optimize
management of the patient, and/or improve patient outcomes for the conditions/disease.*

The high technology diagnostic procedures must be performed by covered health care providers for
coverage under the benefit provisions of the Service Benefit Plan.

Not Medically Necessary

1.

The required care and/or CT/MRI/PET examination does not meet the medical necessity criteria
above.
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There is no evidence in the medical record that the CT/MRI/PET examination is being performed to
differentiate a diagnosis and/or treat a disease process, medical condition and/or injury.

The requested CT/MRI/PET examination does not meet the definition of medical necessity* as listed
in the federal brochures.

* “Medical necessity shall mean healthcare services that a physician, hospital, or other covered
professional or facility provider, exercising prudent clinical judgment, would provide to a patient for the
purpose of preventing, evaluating, diagnosing, or treating an iliness, injury, disease, or its symptoms,
and that are:

e In accordance with generally accepted standards of medical practice in the United States; and

o Clinically appropriate, in terms of type, frequency, extent, site, and duration; and considered
effective for the patient’s illness, injury, disease, or its symptoms; and

¢ Not primarily for the convenience of the patient, physician, or other healthcare provider, and not
more costly than an alternative service or sequence of services at least as likely to produce
equivalent therapeutic or diagnostic results for the diagnosis or treatment of that patient’s iliness,
injury, or disease, or its symptoms; and

¢ Not part of or associated with scholastic education or vocational training of the patient; and

e Inthe case of inpatient care, able to be provided safely only in the inpatient setting.”("?
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HISTORY - This policy was approved by the FEP® Pharmacy and Medical Policy Committee
according to the history below:

Date Action Description

March 2019  New guideline UM Guideline for High Technology Diagnostic Imaging: CT/MRI/PET
March 2020  Update References updated. Policy guideline unchanged.

March 2021 Update Clarifying statement added: “Medical policy or criteria specific to an

imaging test/diagnosis should be used, when available, in conjunction
with this guideline (see related medical policies)”. Guideline criteria
unchanged. References updated

No part of this publication may be reproduced, stored in a retrieval system or transmitted, in any form or by
any means, electronic, mechanical, photocopying, or otherwise, without permission from the health plan.

Page 4 of 4



	DEscription
	OBJECTIVE
	Covered providers
	Clinical Review
	History – This policy was approved by the FEP® Pharmacy and Medical Policy Committee according to the history below:

