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OVERVIEW
Biofeedback is a technique intended to teach patients self-regulation of certain physiologic processes not

normally considered to be under voluntary control.

PRIOR AUTHORIZATION
Preauthorization is required for BlueCHiP for Medicare members.

POLICY STATEMENT
BlueCHiP for Medicare:

Biofeedback is a covered service when the medical critetia below are met, for all other indications,

Biofeedback is considered not medically necessary.

Commercial:
Biofeedback is a contract exclusion/non-covered service for all other health plans.

MEDICAL CRITERIA

BlueCHiP for Medicare members:

Biofeedback is covered as medically necessary for ANY of the following conditions for BlueCHiP for
Medicare members only:

1. Muscle re-education of specific muscle groups;

2. Treatment of muscle abnormalities such as painful spasticity, and incapacitating muscle spasm or
weakness, when conventional treatments (heat, cold massage, exercise, support) have been
unsuccessful;

3. Treatment of stress and/or urge incontinence in cognitively intact patients who failed a
documented trial of pelvic muscle exercise (PME) training. (A failed trial of PME training is
defined as no clinically significant improvement in urinary continence after completing 4 or more
weeks of an ordered plan of PME designed to increase periurethral muscle strength).

The patient must be motivated to actively participate in the treatment plan, including being responsive to the
care plan requirements (e.g., practice and follow through at home); be capable of participating in the
treatment plan (physically as well as intellectually); and the patient's condition must be one that can be
appropriately treated with biofeedback (e.g., pathology does not exist preventing success of the treatment).

Biofeedback is considered not medically necessary in the treatment of ordinary muscle tension states, or
for psychosomatic conditions, for home use, and for all other conditions not listed above.

BACKGROUND

Biofeedback involves the feedback of a variety of types of information not normally available to the patient,
followed by a concerted effort on the part of the patient to use this feedback to help alter the physiological
process in some specific way. Biofeedback has been proposed as a treatment for a variety of diseases and
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disorders including anxiety, headache (migraine and tension), hypertension, incontinence (fecal and urinary),
and movement disorders, pain, Raynaud’s disease, asthma and insomnia.

Biofeedback therapy provides visual, auditory or other evidence of the status of certain body functions, (like
heart rate, blood pressure, skin temperature, salivation, peripheral vasomotor activity, and gross muscle tone)
so that voluntary control can be exerted over these functions, alleviating the abnormal bodily condition. It
uses electrical devices to translate bodily signals which indicate such functions as heart rate, blood pressure,
skin temperature, salivation, peripheral vasomotor activity, and gross muscle tone into a tone or light, which
then "feeds back" or displays the extent of activity in the function being measured.

The type of feedback used in an intervention depends on the nature of the disease or disorder under
treatment. For example, for tension headaches, electromyographic (EMG) measurement of muscular
contraction is used. For migraine headaches, EMG measuring contraction of the frontalis muscle and skin
temperature feedback data are used. In hypertension, blood pressure is monitored and the data reported back
to the patients. For fecal and urinary incontinence, EMG data are used. In addition, data from anorectal
pressure studies are used for fecal incontinence. For movement disorders, pain, and insomnia, EMG
measurements are used, and thermal feedback of skin temperature would be used for Raynaud's disease.

COVERAGE
Benefits may vary between groups/contracts. Please refer to the appropriate Evidence of Coverage,
Subscriber Agreement, or Benefit Booklet for applicable medical benefits/coverage.

CODING
The following codes require preauthorization for BlueCHIiP for Medicare and are a contract exclusion for

Commercial Products:
90911, 90901

The following codes are non covered for all products:

90875, 90876, E0746

RELATED POLICIES

Not applicable.
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This medical policy is made available to you for informational purposes only. It is not a guarantee of payment or a substitute for your medical
judgment in the treatment of your patients. Benefits and eligibility are determined by the membet's subscriber agreement or member certificate
and/or the employer agreement, and those documents will supersede the provisions of this medical policy. For information on member-specific
benefits, call the provider call center. If you provide services to a member which are determined to not be medically necessary (or in some cases
medically necessary services which are non-covered benefits), you may not charge the member for the services unless you have informed the
member and they have agreed in writing in advance to continue with the treatment at their own expense. Please refer to your participation
agreement(s) for the applicable provisions. This policy is current at the time of publication; however, medical practices, technology, and knowledge
are constantly changing. BCBSRI reserves the right to review and revise this policy for any reason and at any time, with or without notice. Blue
Cross & Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield Association.
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