
 
 

 

Oscar Clinical Guidelines - Medical 
2025 Q3 CAS Summary of Changes 

 
 
Revisions/Off-Cycle Reviews 
 

Clinical Guideline Section Revision Substantive 
Change? 

Effective Date 

N/A N/A N/A N/A N/A 

 
New Guidelines 
 

Clinical Guideline Details Effective Date 

N/A N/A N/A 

 
Annual Reviews 
 

Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

Treatment and 
Removal of 
Benign Skin 
Lesions 
(CG015) 

Summary 1.​ Minor language changes. No 12/01/25 

Definitions 1.​ Minor formatting changes. 
2.​ Minor language changes. 

Medical 
Necessity 
Criteria for 
Clinical Review 

Indication-Specific Criteria 
Surgical Treatment 

1.​ Removed requirement that documentation include size 
changes to meet medical necessity for surgical treatment. 

Yes 12/01/25 

Indication-Specific Criteria No 12/01/25 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

1.​ Minor language changes. 
2.​ Minor formatting changes. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes. 

Colorectal 
Cancer 
Screening 
(CG024) 

Summary 1.​ Minor language changes. No 02/01/26 

Definitions 1.​ Minor language changes. 
2.​ Minor formatting changes. 

Medical 
Necessity 
Criteria for 
Clinical Review 

General Medical Necessity Criteria 
High Risk Screening 

1.​ Added genetic testing considerations and guidance on 
transitioning from screening sigmoidoscopy to 
surveillance colonoscopy for persons with a family history 
of FAP. 

Yes 02/01/26 

General Medical Necessity Criteria 
1.​ Revised ‘General Criteria: Average Risk’ subheading to 

‘Average Risk Screening’. 
2.​ Revised ‘General Criteria: High Risk’ subheading to ‘High 

Risk Screening’. 
 
Indication-Specific Criteria 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Revised ‘Services & Criteria’ subheading to ‘Endoscopic 

Screening Procedures’. 

No 02/01/26 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

4.​ Added the following subheading:  
●​ Stool-Based and Imaging-Based Screening Tests 

5.​ Removed directional references as appropriate. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor language changes. 
2.​ Minor formatting changes. 

Optical 
Coherence 
Tomography 
(OCT) (CG025) 

Definitions 1.​ Minor language changes. 
2.​ Minor formatting changes. 

No 12/01/25 

Medical 
Necessity 
Criteria for 
Clinical Review 

General Medical Necessity Criteria 
1.​ Added the following diagnoses to the medical necessity 

criteria for posterior OCT: 
●​ Macular drusen associated with suspected 

age-related macular degeneration (AMD) 
●​ Macular pucker (epiretinal membrane) 
●​ Macular scar 
●​ Neurodegenerative disorders affecting the optic 

nerve (e.g., multiple sclerosis, optic neuritis) 
●​ Optic nerve atrophy 
●​ Intermediate uveitis 
●​ Posterior uveitis 

Yes 12/01/25 

General Medical Necessity Criteria 
1.​ Minor language changes. 
2.​ Reordered clinical indications under criterion #4 

alphabetically. 
3.​ Added a broad “uveitis” category and moved “panuveitis” 

under this criterion. 

No 12/01/25 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

4.​ Removed duplicative criterion #4a, “age-related macular 
degeneration” (already included in criterion #3). 

5.​ Removed duplicative criterion #4h, “macular edema “ 
(already included in criterion #2). 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Removed directional references as appropriate. 
4.​ Added clarification language to criterion #5. 
5.​ Added clarification language to criterion #5f.i. 

Bioengineered 
Skin and Soft 
Tissue 
Substitutes 
(CG030) 

Definitions 1.​ Minor language changes. 
2.​ Added Epicord definition under ‘cellular dressings’. 

No 02/01/26 

Medical 
Necessity 
Criteria for 
Clinical Review 

Indication-Specific Criteria 
Dermagraft (Q4106) 

1.​ Added advanced imaging criterion to the medical 
necessity criteria for Dermagraft. 

Yes 02/01/26 

Indication-Specific Criteria 
EpiCord (Q4187) 

1.​ Removed EpiCord from experimental, investigational, or 
unproven (EIU) and added as medically necessary. 

General Medical Necessity Criteria 
1.​ Minor language changes. 

 
Indication-Specific Criteria 

1.​ Minor formatting changes. 
2.​ Minor language changes. 

No 02/01/26 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

3.​ Updated criteria structure to use ‘BOTH’, ‘ALL’, or ‘one of 
the following’, as appropriate. 

4.​ Added missing operators (‘or’, ‘and’) as appropriate. 
5.​ Removed directional references as appropriate.  

 
Indication-Specific Criteria 
Grafix Core and Grafix PRIME (Q4132-Q4133) or Graftjacket 
Regenerative Tissue Matrix (Q4107) 

1.​ Revised criterion #1 structure to use ‘or’ operator. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

Added to experimental, investigational, or unproven (EIU): 
1.​ Q4271 - Complete FT, per sq cm 
2.​ Q4258 - Enverse, per sq cm 

Yes 02/01/26 

Removed from EIU and added as medically necessary: 
1.​ Q4187 - Epicord, per sq cm 

Removed from EIU due to product discontinuation: 
1.​ Alphaplex™ with MariGen Omega3™ 
2.​ Avaulta Plus™ 
3.​ Dermavest 2™ 
4.​ Duraform™ 
5.​ GORE® BIO-A® Fistula Plug 
6.​ HA Absorbent Wound Dressing 
7.​ Inforce® 
8.​ LiquidGen™ 
9.​ Nanofactor™ Flow 
10.​Nanofactor™ Membrane 
11.​Ovation® 
12.​GORE® Preclude® Vessel Guard 
13.​SportMatrix 

No 02/01/26 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

14.​SportMesh™ 
15.​SS Matrix™ 

Removed from EIU due to product duplication: 
1.​ BioFiber™  
2.​ CorPatch® Epicardial Repair 
3.​ CRXa™ 

Removed from guideline and transferred to CG012 
(Experimental or Investigational Services, Products, Drugs, 
and Biologicals): 

1.​ Endobon® Xenograft Granules 
2.​ GraftRope™ 
3.​ PTFE felt 
4.​ GORE® Seamguard® Bioabsorbable Staple Line 

Reinforcement 
5.​ Surgisis® (including Surgisis® AFP™ Anal Fistula Plug, 

Surgisis® Gold™ Hernia Repair Grafts, and Surgisis® 
Biodesign™) 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Updated product names to include full descriptors. 
4.​ Reordered product listings alphabetically as needed. 
5.​ Updated trademarks (™ or ®) as appropriate. 
6.​ Removed manufacturer names from product listings as 

needed. 

Erectile 
Dysfunction 
(CG037) 

Summary 1.​ Minor language changes. No 02/01/26 

Definitions 1.​ Minor formatting changes. 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

Medical 
Necessity 
Criteria for 
Initial Clinical 
Review 

General Medical Necessity Criteria 
1.​ Minor language changes. 
2.​ Merged criterion #2 with criterion #1. 
3.​ Merged criterion #3 with criterion #4. 

 
Indication-Specific Criteria 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Removed directional references as appropriate. 
4.​ Removed all instances of the duplicative criterion, “the 

member has documented physiologic erectile dysfunction 
with other reversible causes as documented above ruled 
out and/or adequately treated” (already included in the 
General Medical Necessity Criteria). 

General Medical Necessity Criteria 
1.​ Updated structure to clarify that all criteria must be met 

prior to initiating medical treatment for suspected ED, 
rather than one of the listed options. 

 
Indication-Specific Criteria 

1.​ Added criterion requiring that the General Medical 
Necessity Criteria be met where applicable. 

Yes 02/01/26 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Removed directional references as appropriate. 

No 02/01/26 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

Home Births 
and Birth 
Centers 
(CG038) 

Definitions 1.​ Minor formatting changes. No 02/01/26 

Medical 
Necessity 
Criteria for 
Initial Clinical 
Review 

Indication-Specific Criteria 
1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Revised ‘Requirements Prior to Delivery’ subheading to 

‘Home Births: Requirements Prior to Delivery’. 
4.​ Revised ‘Requirements at Time of Delivery’ subheading to 

‘Home Births: Requirements at Time of Delivery’. 
5.​ Added criteria preface for ‘Home Births: Requirements at 

Time of Delivery’. 
6.​ Added the following subheadings: 

●​ Freestanding Birth Centers: Requirements Prior to 
Delivery 

●​ Freestanding Birth Centers: Requirements at Time 
of Delivery 

7.​ Created two criteria lists for freestanding birth centers for 
requirements prior to and at the time of delivery.  

8.​ Revised criteria preface for ‘Home Births: Requirements 
Prior to Delivery’. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Updated fibroids evidence summary. 

Prenatal 
Testing (CG043) 

Summary 1.​ Minor language changes. No 02/01/26 

Definitions 1.​ Minor formatting changes. 
2.​ Minor language changes.  
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

3.​ Added prenatal cell-free DNA (cfDNA) testing to existing 
definition of noninvasive prenatal testing (NIPT) / 
noninvasive prenatal screening (NIPS). 

Medical 
Necessity 
Criteria for 
Initial Clinical 
Review 

Indication-Specific Criteria 
1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Revised ‘Non-Invasive Prenatal Cell-Free DNA testing’ 

subheading to ‘Noninvasive Prenatal Testing (NIPT) / 
Prenatal Cell-Free DNA Testing’. 

4.​ Added the following subheading:  
●​ Additional Genetic Testing 

Indication-Specific Criteria 
Factor V Leiden Testing 

1.​ Updated criteria structure to use ‘BOTH of the following’  
Down Syndrome Testing 

1.​ Updated criteria structure to use ‘ONE’, ‘BOTH’, or ‘ALL of 
the following’, as appropriate. 

2.​ Added missing ‘or’ operators as appropriate. 
Expanded Carrier Screening Panels 

1.​ Updated criteria structure to use ‘ALL of the following’. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Updated the non-invasive Down syndrome screening 

evidence summaries. 
4.​ Revised all instances of “experimental, investigational, 

unproven, and/or not medically necessary” to 
“experimental, investigational, or unproven.” 

5.​ Added the following subheading: 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

●​ Noninvasive Prenatal Testing (NIPT) / Prenatal 
Cell-Free DNA Testing 

Pneumatic 
Compression 
Devices 
(CG049) 

Summary 1.​ Minor language changes. No 02/01/26 

Definitions 1.​ Added advanced pneumatic compression devices (APCDs) 
to existing definition of advanced multi-compartmental 
programmable PCDs. 

Medical 
Necessity 
Criteria for 
Initial Clinical 
Review 

General Medical Necessity Criteria 
1.​ Minor language changes. 
2.​ Added language to clarify that the General Medical 

Necessity Criteria apply to both non-programmable and 
programmable PCDs. 

 
Initial Indication-Specific Criteria 

1.​ Added the following subheadings:  
●​ Non-Programmable Pneumatic Compression 

Devices 
●​ Programmable Pneumatic Compression Devices 

2.​ Minor language changes. 
3.​ Added missing operators (‘or’, ‘and’) as appropriate. 
4.​ Updated criteria structure to use ‘BOTH of the following’ 

as appropriate. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Separated previously merged experimental/investigational 

(EIU) and not medically necessary lists. 
4.​ Added explanatory clause before listing EIU indications. 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

5.​ Updated evidence summary for advanced (programmable) 
pneumatic compression devices and separated into two 
anatomical regions. 

Spinal 
Orthoses (Back 
Braces) 
(CG051) 

Definitions 1.​ Minor formatting changes. 
2.​ Minor language changes. 

No 02/01/26 

Medical 
Necessity 
Criteria for 
Clinical Review 

Indication-Specific Criteria 
1.​ Minor language changes. 
2.​ Removed directional references as appropriate. 
3.​ Added missing operators (‘or’, ‘and’) as appropriate. 
4.​ Separated the criteria for repair or replacement of spinal 

orthoses into two separate lists. 
5.​ Added the following subheadings: 

●​ Repair or Adjustment of Spinal Orthoses 
●​ Replacement of Spinal Orthoses 

Indication-Specific Criteria 
Pre-Fabricated Spinal Orthoses 

1.​ Updated criteria structure to use ‘ONE of the following’. 
2.​ Minor language changes. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Added ‘Evidence’ subheading. 
4.​ Removed directional references as appropriate. 
5.​ Updated SpineCor and ScoliBrace evidence summaries. 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

Pain 
Management: 
Sacroiliac 
Intra-Articular 
Joint Injections 
(CG056) 

Summary 1.​ Minor language changes. No 02/01/26 

Medical 
Necessity 
Criteria for 
Initial Clinical 
Review 

Initial Indication-Specific Criteria 
1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Removed directional references as appropriate. 

Medical 
Necessity 
Criteria for 
Subsequent 
Clinical Review 

Subsequent Indication-Specific Criteria 
1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Removed directional references as appropriate. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Separated previously merged contraindication, 

experimental/investigational (EIU), and not medically 
necessary lists. 

4.​ Removed the duplicative language, “Non-covered 
indications and procedures include, but are not limited to, 
the following”. 

Long-Term 
Acute Care 
Hospital 
(LTACH) 
(CG062) 

Summary 1.​ Minor language changes. No 02/01/26 

Definitions 1.​ Minor formatting changes. 

Medical 
Necessity 
Criteria for 

General Medical Necessity Criteria 
1.​ Revised criterion #3 from a minimum number and specific 

combination of provider types to a multidisciplinary team 
with daily physician oversight. 

Yes 02/01/26 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

Initial Clinical 
Review 

2.​ Expanded level of care criteria to clarify when LTACH is 
more appropriate than lower levels of care. 

 
Initial Indication-Specific Criteria 
Ventilator Management 

1.​ Removed comorbidity requirement from LTACH ventilator 
management criteria. 

General Medical Necessity Criteria 
1.​ Minor language changes. 

 
Initial Indication-Specific Criteria 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Removed the duplicative statement, “The member must 

meet criteria for TWO of the following conditions to 
establish medical necessity for LTACH admission”. 

4.​ Removed the statement, “For extension 
requests/discharge criteria, please see page 6”. 

5.​ Removed the duplicative section indicating members must 
meet criteria for one or two conditions. 

 
Initial Indication-Specific Criteria 
Ventilator Management 

1.​ Restructured from questionnaire format into standard 
criteria list format. 

2.​ Minor language changes. 
3.​ Minor formatting changes. 

No 02/01/26 

Medical 
Necessity 

Subsequent Medical Necessity Criteria 
1.​ Removed “Extension Requests” subheading. 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

Criteria for 
Subsequent 
Clinical Review 

2.​ Minor language changes. 
3.​ Reformatted existing criteria from paragraph form into 

standard list format. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

Discharge Criteria 
1.​ Moved “Discharge Criteria” under “Experimental or 

Investigational / Not Medically Necessary”. 
2.​ Added clarification language to indicate that discharge 

criteria fall under “not medically necessary”. 
3.​ Minor language changes. 
4.​ Minor formatting changes. 
5.​ Removed directional references as appropriate. 

Negative 
Pressure 
Wound 
Therapy and 
Negative 
Pressure 
Infusion/ 
Instillation 
Therapy for the 
Treatment of 
Complicated 
Wounds for 
Outpatient and 
Home Care 
Settings 
(CG068) 

Summary 1.​ Minor formatting changes. 
2.​ Minor language changes.  

No 02/01/26 

Definitions 1.​ Minor formatting changes. 
2.​ Minor language changes.  

Medical 
Necessity 
Criteria for 
Clinical Review 

General Medical Necessity Criteria 
1.​ Minor language changes. 
2.​ Removed duplicative language, “and the presence of 

eschar,” from criterion #3c (already included in #3f). 
3.​ Removed directional references as appropriate. 
4.​ Revised criteria preface. 

 
Indication-Specific Criteria 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Removed the duplicative statement, “The Plan considers 

NPWT medically necessary for outpatient or home health 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

care when the General Criteria are met AND one of the 
following condition-specific criteria are met”. 

4.​ Added the following subheadings: 
●​ Supplies 
●​ Infusion Therapy 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes.  

Total Knee 
Arthroplasty 
(Replacement) 
(CG069) 

Summary 1.​ Minor language changes. No 02/01/26 

Definitions 1.​ Minor language changes. 

Medical 
Necessity 
Criteria for 
Clinical Review 

General Medical Necessity Criteria 
1.​ Minor language changes. 
2.​ Minor formatting changes. 

 
Indication-Specific Criteria 
Simultaneous Bilateral Total Knee Arthroplasty 

1.​ Revised ‘Simultaneous Bilateral Surgery’ subheading to 
‘Simultaneous Bilateral Total Knee Arthroplasty’ 

2.​ Minor language changes. 
3.​ Removed directional references as appropriate. 

Level of Care 1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Revised ‘Inpatient Hospital’ subheading to ‘Inpatient 

Hospital Simultaneous Bilateral Total Knee Arthroplasty’. 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

4.​ Added the subheading ‘Inpatient Hospital Unilateral or 
Bilateral Total Knee Arthroplasty’. 

5.​ Revised ‘Extension Requests’ subheading to ‘Inpatient 
Hospital Subsequent Clinical Review’. 

Level of Care Initial Clinical Review 
Ambulatory Surgical Center or Outpatient Hospital 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Added missing ‘or’ operators. 
4.​ Revised criteria preface. 

Inpatient Hospital Unilateral or Bilateral Total Knee Arthroplasty 
1.​ Minor formatting changes. 
2.​ Revised criteria preface. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Revised ‘customized total or partial knee implant’ to 

‘customized joint implants, whether total or in part’. 
4.​ Added clarification language to criterion #1 under 

contraindications.  

Total Hip 
Arthroplasty 
(Replacement) 
() 

Summary 1.​ Minor language changes. No 02/01/26 

Definitions 1.​ Minor formatting changes. 
2.​ Minor language changes.  

Medical 
Necessity 
Criteria for 
Clinical Review 

General Medical Necessity Criteria 
1.​ Minor formatting changes. 
2.​ Minor language changes.  
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

Indication-Specific Criteria 
Simultaneous Bilateral Total Hip Arthroplasty 

1.​ Revised ‘Simultaneous Hip Surgery’ subheading to 
‘Simultaneous Bilateral Total Hip Arthroplasty’. 

2.​ Minor language changes. 
3.​ Removed directional references as appropriate. 

Level of Care 1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Revised ‘Inpatient Hospital’ subheading to ‘Inpatient 

Hospital Simultaneous Bilateral Total Hip Arthroplasty’. 
4.​ Added the subheading ‘Inpatient Hospital Unilateral or 

Bilateral Total Hip Arthroplasty’. 
5.​ Revised ‘Extension Requests’ subheading to ‘Inpatient 

Hospital Subsequent Clinical Review’. 

Level of Care Initial Clinical Review 
Ambulatory Surgical Center or Outpatient Hospital 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
3.​ Added missing ‘or’ operators. 
4.​ Revised criteria preface. 

Inpatient Hospital Unilateral or Bilateral Total Hip Arthroplasty 
1.​ Minor formatting changes. 
2.​ Revised criteria preface. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Revised ‘customized total or partial hip implant’ to 

‘customized joint implants, whether total or in part’. 
3.​ Added clarification language to criterion #4 under 

contraindications.  
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

Total Shoulder 
Arthroplasty 
(Replacement) 
and Reverse 
Total Shoulder 
Arthroplasty 
(CG076) 

Summary 1.​ Minor formatting changes. 
2.​ Minor language changes.  

No 02/01/26 

Definitions 1.​ Minor formatting changes. 

Medical 
Necessity 
Criteria for 
Clinical Review 

Indication-Specific Criteria 
Reverse Total Shoulder Arthroplasty 

1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Removed smoking/nicotine use criterion (#2e) and added 

as an informational note under General Medical Necessity 
Criteria. 

Simultaneous Bilateral Total Shoulder Arthroplasty 
1.​ Revised ‘Simultaneous Shoulder Surgery’ subheading to 

‘Simultaneous Bilateral Total Shoulder Arthroplasty’. 
2.​ Minor language changes. 
3.​ Removed directional references as appropriate. 

Level of Care 1.​ Minor formatting changes. 
2.​ Minor language changes. 
3.​ Revised ‘Inpatient Hospital’ subheading to ‘Inpatient 

Hospital Simultaneous Bilateral Total Shoulder 
Arthroplasty’. 

4.​ Added the subheading ‘Inpatient Hospital Unilateral or 
Bilateral Total Shoulder Arthroplasty’. 

5.​ Revised ‘Extension Requests’ subheading to ‘Inpatient 
Hospital Subsequent Clinical Review’. 

Level of Care Initial Clinical Review 
Ambulatory Surgical Center or Outpatient Hospital 

1.​ Minor language changes. 
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Clinical 
Guideline 

Section Revision Substantive 
Change? 

Effective 
Date 

2.​ Minor formatting changes. 
3.​ Added missing ‘or’ operators. 
4.​ Revised criteria preface. 

Inpatient Hospital Unilateral or Bilateral Total Shoulder 
Arthroplasty 

1.​ Minor formatting changes. 
2.​ Revised criteria preface. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor formatting changes. 
2.​ Revised ‘customized total or partial shoulder implant’ to 

‘customized joint implants, whether total or in part’. 
3.​ Added clarification language to criterion #4 under 

contraindications. 

Coronavirus 
Disease 
(COVID-19) 
Antibody 
Testing  
(CG077) 

Summary 1.​ Minor language changes. No 02/01/26 

Definitions 1.​ Minor language changes. 
2.​ Minor formatting changes. 

Medical 
Necessity 
Criteria for 
Clinical Review 

General Medical Necessity Criteria 
1.​ Updated criteria structure to use ‘BOTH of the following’. 
2.​ Minor language changes.  

1.​ Minor formatting changes. 

Experimental or 
Investigational / 
Not Medically 
Necessary 

1.​ Minor language changes. 
2.​ Minor formatting changes. 
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