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SUMMARY OF CHANGES

CHAPTER 4

1. Section 13.1. This change excludes LINX™ Reflux Management System for the treatment of 
gastroesphageal reflux disease. EFFEFCTIVE DATE: 08/16/2016.

2. Section 14.1. This change adds coverage of prostatic urethral lift for the treatment of urinary outflow 
obstruction secondary to benign prostatic hyperplasia. EFFECTIVE DATE: 09/16/2015.

3. Section 19.1. This change adds coverage for the Off-label use of Sandostatin LAR/octreotide for the 
treatment of autosomal dominant polycystic kidney disease. EFFECTIVE DATE: 08/31/2015.

4. Section 21.1. This change adds coverage for iStent® Trabecular Micro-Bypass Stent System for the 
treatment of primary open angle glaucoma and cataracts. EFFECTIVE DATE: 10/07/2015.

CHAPTER 5

5. Section 1.1.

a. This change excludes maternity ultrasound from three-dimensional (3D) rendering (CPT 
procedure codes 76376 and 76377) being medically necessary under certain circumstances. 
EFFECTIVE DATE: 09/13/2016.

b. This change excludes digital breast tomosynthesis (DBT) for the diagnosis of breast cancer. 
EFFECTIVE DATE: 09/13/2016.
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