Oregon Health Plan Prioritized List
Guideline Note 173
90875-90876 Individual psychophysiological therapy incorporating biofeedback training by any modality 

90901 Biofeedback training by any modality

90912-90913 Biofeedback training, perineal muscles, anorectal or urethral sphincter, including EMG and/or manometry, when performed
Last reviewed at VbBS in January 2021. Minutes indicate that the staff recommendation was accepted without significant discussion. HERC approved the recommendations without change. 

Last reviewed at VbBS in January 2021. Minutes indicate that the staff recommendation was accepted without significant discussion. HERC approved the recommendations without change. 

[bookmark: _MailEndCompose]Evidence
1) CADTH 2017, Systematic review of neurofeedback and biofeedback for mood and anxiety disorders
a) N=5 RCTs (n=220 patients)
b) Evidence from single randomized controlled trials suggests that compared with no treatment there is a statistically significant improvement in symptoms with neurofeedback treatment in patients with post-traumatic stress disorder (PTSD) or generalized anxiety disorder (GAD). 
c) A single randomized controlled trial (RCT) showed that for patients with PTSD there was improvement in symptoms with biofeedback (BF) plus treatment as usual (TAU) and also with TAU alone but the improvement occurred faster in the BF plus TAU group. A single RCT showed that for patients with PTSD there were no between group differences for BF and various mindfulness related treatment modalities. 
d) A single RCT showed that for patients with major depressive disorder, there was a statistically significant improvement in depression with BF plus TAU. 
e) Results need to be interpreted in the light of limitations (such as small sample size, lack of randomization details, lack of reporting of adverse events, lack of long-term data). 
f) No relevant studies on the clinical effectiveness of biofeedback using home equipment for treatment of PTSD, GAD, or depression without continued support from health professionals were identified. 
g) No relevant evidence based guidelines regarding the use of neurofeedback or biofeedback for the treatment of PTSD, GAD, or depression were identified
2) Kondo 2019, evidence review of biofeedback for medical conditions from the VA Evidence Synthesis Program
a) N=16 good quality systematic reviews
b) We found clear, consistent evidence across a large number of trials that biofeedback can reduce headache pain and can provide benefit as adjunctive therapy to men experiencing urinary incontinence after a prostatectomy.
c) Consistent evidence across fewer trials suggests biofeedback may improve fecal incontinence and stroke recovery.
d) There is insufficient evidence to draw conclusions about effects for most conditions including bruxism, labor pain, and Raynaud’s. 
e) Biofeedback was not beneficial for urinary incontinence in women, nor for hypertension management, but these conclusions are limited by small sample sizes and methodologic limitations of these studies.
f) DISCUSSION: Available evidence suggests that biofeedback is effective for improving urinary incontinence after prostatectomy and headache, and may provide benefit for fecal incontinence and balance and stroke recovery. Further controlled trials across a wide range of conditions are indicated


Expert based guidelines
1) NCCN 2020 Adult Cancer pain
a. Biofeedback listed as an evidence based treatment modality
2) NICE 2019 Urinary incontinence and pelvic organ prolapse in women: management https://www.nice.org.uk/guidance/ng123/resources/urinary-incontinence-and-pelvic-organ-prolapse-in-women-management-pdf-66141657205189 

a. Do not use perineometry or pelvic floor electromyography as biofeedback as a routine part of pelvic floor muscle training
3) American Headache Society 2018, guideline on integrating newer migraine treatments in to clinical practice https://headachejournal.onlinelibrary.wiley.com/doi/epdf/10.1111/head.13456 
a. There is a large and growing body of published evidence examining the use of behavioral therapies for migraine (and other forms of headache) including meta-analytic studies and evidence-based reviews. Biobehavioral therapy, including cognitive behavioral therapy (CBT) and biofeedback, and relaxation therapies have been shown to be effective in the acute and preventive treatment of migraine and have Grade A evidence for their use preventively


Other payer policies
1) Wellmark BCBS 2020
a. Biofeedback may be considered medically necessary as part of the overall treatment plans for
i. cancer pain 
ii. migraine headaches and 
iii. tension-type headaches
2) Aetna 2020
a. Aetna considers biofeedback medically necessary for the following conditions: 
i. Cancer pain
ii. Chronic constipation
iii. Fecal incontinence
iv. Irritable bowel syndrome
v. Levator ani syndrome (also known as anorectal pain syndrome)
vi. Migraine and tension headaches (muscle (EMG), skin or thermal biofeedback; EEG biofeedback is considered experimental and investigational for this indication because its effectiveness for this indication has not been established)
vii. Neuromuscular rehabilitation of stroke and traumatic brain injury (TBI) 
viii. Refractory severe subjective tinnitus
ix. Temporomandibular joint (TMJ) syndrome
x. Urinary incontinence
3) Cigna 2020
a. Medically Necessary Biofeedback performed by a licensed healthcare professional is considered medically necessary for ANY of the following conditions*: 
i.  Chronic constipation with dyssynergic defecation (adults only) 
ii. Fecal incontinence for patients with: 
1. some degree of rectal sensation, and 
2. ability to contract the sphincter voluntarily, and
3. failure/intolerance/contraindication of treatment with dietary changes, devices or drugs 
iii. Stress, urgency, mixed, or overflow urinary incontinence when there is failure/intolerance/contraindication of other nonpharmacologic treatment (e.g., bladder training and/or pelvic floor muscle training [PFMT]) (children and adults) 
iv. Migraine and tension headaches (children and adults) as part of a comprehensive treatment plan 
v. Muscle re-education of specific extremity muscle groups or for treating pathological muscle abnormalities of spasticity, incapacitating muscle spasm, or weakness when: 
1. Patient is diagnosed with stroke, and 
2. Failure/intolerance/contraindication of conventional treatments (e.g. modalities, massage, soft tissue mobilization, exercise) 
vi. Refractory levator ani syndrome (e.g. proctalgia fugax, chronic anal pain syndrome, anal spasm) with dyssynergic defecation when: 
1. Condition is not neurological or disease-based 
2. Failure/intolerance/contraindication of conservative treatment including:
a. high-fiber diet 
b. withdrawal of drugs that cause constipation (e.g., calcium channel blockers, narcotics) or diarrhea (e.g., antibiotics, quinidine, theophylline) 
c. perineal strengthening exercises 
d. rectal massage 
e. warm baths, and 
f. drug therapy  (e.g., muscle relaxants, non-narcotic analgesics, and sedatives) 




BHAP input
The panel felt that biofeedback should not be added to any behavioral health or SUD lines. 


Claims data:
CPT 90875, 90876 and 90901 had significant numbers of paid claims, despite no intent for coverage.  These codes currently do not appear on any line or list.   There were no claims for perineal biofeedback.


HERC staff summary:
Biofeedback has evidence to support its use in the treatment of headache (migraine and tension) and is recommended by expert guidelines for prophylactic treatment of migraine.  Private payers are all covering biofeedback for the treatment of migraine and tension headache. However, no cognitive behavioral therapy or psychotherapy CPT codes are currently on the migraine or tension headache lines.

Biofeedback has expert guideline recommendation for use in treatment of cancer pain; it is covered for this indication by private payers. 

The use of biofeedback for the treatment of urinary incontinence was not found to be effective on systematic evidence review or included in trusted source guideline for urinary incontinence (NICE).  However, biofeedback is currently listed as a treatment modality required before surgery or sacral nerve stimulation for urinary stress incontinence, as well as surgery for pelvic organ prolapse.  Of note, the CPT codes for pelvic biofeedback are not included on the line for pelvic organ prolapse.

There is no evidence supporting the use of biofeedback for the treatment of mental health conditions, and no private payer is covering biofeedback for this indication.  BHAP does not recommend its use for behavioral health conditions.  However, the CPT codes used for these indications are being paid and do not appear on any current line or list. 


HERC staff recommendations:
1) Do not add biofeedback to any behavioral health line due to lack of evidence of effectiveness and following the recommendation of BHAP
2) Add CPT 90875 and 90876 (Individual psychophysiological therapy incorporating biofeedback training by any modality (face-to-face with the patient), with psychotherapy) and 90901 (Biofeedback training by any modality) to line 662/GN173 as shown below
a. Alternatively, refer these codes back to BHAP for input on appropriate placement
3) Add biofeedback to lines 410 MIGRAINE HEADACHES and 540 TENSION HEADACHES
a. CPT 90875 Individual psychophysiological therapy incorporating biofeedback training by any modality (face-to-face with the patient), with psychotherapy (eg, insight oriented, behavior modifying or supportive psychotherapy); 30 minutes
b. CPT 90876 Individual psychophysiological therapy incorporating biofeedback training by any modality (face-to-face with the patient), with psychotherapy (eg, insight oriented, behavior modifying or supportive psychotherapy); 45 minutes
c. CPT 90901 Biofeedback training by any modality
4) Modify SOI 1 as shown below
a. Adds biofeedback as an example of a covered treatment modality for cancer pain
5)     Remove biofeedback from line 455 URINARY INCONTINENCE
a. 90912 Biofeedback training, perineal muscles, anorectal or urethral sphincter, including EMG and/or manometry, when performed; initial 15 minutes of one-on-one physician or other qualified health care professional contact with the patient
b. 90913 Biofeedback training, perineal muscles, anorectal or urethral sphincter, including EMG and/or manometry, when performed; each additional 15 minutes
6) Modify GN 47 and GN 192 as shown below
a. Remove reference to biofeedback 
7)    Modify GN 50 as shown below
a. CPT codes for biofeedback are not currently on line 466
b. This is not a studied indication for biofeedback
8) Place CPT 90912 and 90913 on line 662/GN173 as shown below

[bookmark: SOI0001]STATEMENT OF INTENT 1: PALLIATIVE CARE
It is the intent of the Commission that palliative care services are covered for patients with a life-threatening or serious progressive illness to alleviate symptoms and improve quality of life. 

Palliative care services should include culturally appropriate discussions and medical decision making aligned with patient’s personal goals of therapy, assessment of symptom burden, assistance with advance care planning, care coordination, emotional, psychosocial and spiritual support for patients and their families. Palliative care services may be provided concurrently with life prolonging/curative treatments.

Some examples of services associated with an encounter for palliative care (ICD-10 Z51.5) that should be available to patients without regard to Prioritized List line placement: 
A) Inpatient palliative care consultations 
1) Hospital Care E&M (CPT 99218-99233)
B) Outpatient palliative care consultations provided in either the office or home setting 
1) E&M Services (CPT 99201-99215)
2) Transitional Care Management Services (CPT 99495-6)
3) Advance Care Planning (CPT 99497-8)
4) Chronic Care Management (CPT 99487-99490)
C) Psychological support and grief counseling (CPT 99201-99215)
D) Medical equipment and supplies for the management of symptomatic complications or support activities of daily living
E) Medications or acupuncture to reduce pain and symptom burden
F) Surgical procedures or therapeutic interventions (for example, palliative radiation therapy) to relieve pain or symptom burden
G) Biofeedback (CPT 90875, 90876, 90901) for treatment of cancer pain

Other services associated with palliative care includes:
A) Social Work
B) Clinical Chaplain/ Spiritual Care
C) Care Coordination

It is NOT the intent of the Commission that coverage for palliative care encompasses those treatments that seek to prolong life despite substantial burdens of treatment and limited chance of benefit. See Guideline Note 12 PATIENT-CENTERED CARE OF ADVANCED CANCER.

GUIDELINE NOTE 47, URINARY INCONTINENCE
Line 455
Surgery for genuine stress urinary incontinence may be indicated when all of the following are documented (A-G):
A) Patient history of (1, 2, and 3):
1) Involuntary loss of urine with exertion
2) Identification and treatment of transient causes of urinary incontinence, if present (e.g., delirium, infection, pharmaceutical causes, psychological causes, excessive urine production, restricted mobility, and stool impaction)
3) Involuntary loss of urine on examination during stress (provocative test with direct visualization of urine loss) and low or absent post void residual
B) Patient’s voiding habits
C) Physical or laboratory examination evidence of either (1 or 2):
1) Urethral hypermobility
2) Intrinsic sphincter deficiency
D) Diagnostic workup to rule out urgency incontinence
E) Negative preoperative pregnancy test result unless patient is postmenopausal or has been previously sterilized
F) Nonmalignant cervical cytology, if cervix is present
G) Patient required to have 3 months of alternative therapy (e.g., pessaries or physical therapy, including bladder training, and/or pelvic floor exercises and/or biofeedback, as available). If limited coverage of physical therapy is available, patients should be taught pelvic floor exercises by their treating provider, physical therapist or trained staff, and have documented consistent practice of these techniques over the 3 month period.

GUIDELINE NOTE 50, PELVIC ORGAN PROLAPSE SURGERY
Line 466
Hysterectomy, cystocele repair, and/or other surgery for pelvic organ prolapse may be indicated when all of the following are documented (A-E):
A) Patient history of symptoms of pelvic prolapse such as:
1) Complaints of the pelvic organs prolapsing at least to the introitus, and one or more of the following:
b) Low back discomfort or pelvic pressure, or 
c) Difficulty in defecating, or
d) Difficulty in voiding
B) For hysterectomy
1) Nonmalignant cervical cytology, if cervix is present, and
2) Assessment for absence of endometrial malignancy in the presence of abnormal bleeding
C) Physical examination is consistent with patient’s symptoms of pelvic support defects indicating either symptomatic prolapse of the cervix, enterocele, cystocele, rectocele or prolapse of the vaginal vault
D) Negative preoperative pregnancy test unless patient is postmenopausal or has been previously sterilized
E) Patient required to have 3 months of alternative therapy (e.g., pessaries or physical therapy, including bladder training, and/or pelvic floor exercises and/or biofeedback, as available). If limited coverage of physical therapy is available, patients should be taught pelvic floor exercises by their treating provider, physical therapist or trained staff, and have documented consistent practice of these techniques over the 3 month period.

GUIDELINE NOTE 192, SACRAL NERVE STIMULATION FOR URINARY CONDITIONS
Lines 327,​455
Sacral nerve stimulation is included on these lines only for urinary incontinence, non-obstructive urinary retention, and overactive bladder AND only when all of the following criteria are met:
B) The patient has had symptoms for at least 12 months and the condition has resulted in significant disability (the frequency and/or severity of symptoms are limiting the member's ability to participate in daily activities); AND
C) Documented failure or intolerance to pharmacotherapies and behavioral treatments (e.g., pelvic floor exercise, biofeedback, timed voids, and fluid management) and, for non-obstructive urinary retention, intermittent catheterization; AND
D) The patient must be an appropriate surgical candidate such that implantation with anesthesia can occur; AND
E) The patient does not have stress incontinence, urinary obstruction, or specific neurologic diseases (e.g., diabetes with peripheral nerve involvement, spinal cord injury, or multiple sclerosis); AND
F) Patient must have had a successful test stimulation, defined as a 50% or greater improvement in symptoms.

GUIDELINE NOTE 173, INTERVENTIONS THAT ARE UNPROVEN, HAVE NO CLINICALLY IMPORTANT BENEFIT OR HAVE HARMS THAT OUTWEIGH BENEFITS FOR CERTAIN CONDITIONS
Line 662
The following Interventions are prioritized on Line 662 CONDITIONS FOR WHICH CERTAIN INTERVENTIONS ARE UNPROVEN, HAVE NO CLINICALLY IMPORTANT BENEFIT OR HAVE HARMS THAT OUTWEIGH BENEFITS:
	Procedure Code
	Intervention Description
	Rationale
	Last Review

	90875-90876



90901
	Individual psychophysiological therapy incorporating biofeedback training by any modality 

Biofeedback training by any modality
	Insufficient evidence of effectiveness
	January 2021

	90912-90913
	Biofeedback training, perineal muscles, anorectal or urethral sphincter, including EMG and/or manometry, when performed
	Insufficient evidence of effectiveness
	January 2021
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