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The following Protocol contains medical necessity criteria that apply for this service. It is 
applicable to Medicare Advantage products unless separate Medicare Advantage criteria are 
indicated. If the criteria are not met, reimbursement will be denied and the patient cannot be 
billed. Preauthorization is not required but is recommended if, despite this Protocol position, 
you feel this service is medically necessary; supporting documentation must be submitted to 
Utilization Management. Please note that payment for covered services is subject to eligibility 
and the limitations noted in the patient’s contract at the time the services are rendered. 

 

Description 

Quantitative sensory testing (QST) systems are used for the noninvasive assessment and quantification of 
sensory nerve function in patients with symptoms of or the potential for neurologic damage or disease. Pain 
conditions evaluated may include diabetic neuropathy and uremic and toxic neuropathies, complex regional 
pain syndrome, carpal tunnel syndrome, and other nerve entrapment/compression disorders or damage. 

Background  

Quantitative sensory testing (QST) has been investigated for a broad range of clinical applications, including 
evaluation of peripheral neuropathies, detection of carpal tunnel syndrome, spinal radiculopathy, evaluation of 
the effectiveness of peripheral nerve blocks, quantification of hypoesthetic and hyperesthetic conditions, and 
differentiation of psychogenic from neurologic disorders.  

QST systems measure and quantify the amount of physical stimuli required for sensory perception to occur in 
the patient. As sensory deficits increase, the perception threshold of QST will increase, which may be 
informative in documenting progression of neurologic damage or disease. QST has not been established for use 
as a sole tool for diagnosis and management but has been used in conjunction with standard evaluation and 
management procedures (e.g., physical and neurologic examination, monofilament testing, pinprick, grip and 
pinch strength, Tinel’s sign and Phalen’s and Roos’ test) to enhance the diagnosis and treatment-planning 
process and confirm physical findings with quantifiable data. Stimuli used in QST includes touch, pressure, pain, 
thermal (warm and cold), or vibratory stimuli.  

The gold standard for evaluation of myelinated large fibers is the electromyographic nerve conduction study 
(EMG-NCS). However, the function of smaller myelinated and unmyelinated sensory nerves, which may show 
pathologic changes before the involvement of the motor nerves, cannot be detected by nerve conduction 
studies. Small fiber neuropathy has traditionally been a diagnosis of exclusion in patients who have symptoms of 
distal neuropathy and a negative nerve conduction study. 

Depending on the type of stimuli used, QST can assess both small and large fiber dysfunction. Touch and 
vibration measure the function of large myelinated A-alpha and A-beta sensory fibers. Thermal stimulation 
devices are used to evaluate pathology of small myelinated and unmyelinated nerve fibers; they can be used to 
assess heat and cold sensation, as well as thermal pain thresholds. Pressure-specified sensory devices (PSSD) 
assess large myelinated sensory nerve function by quantifying the thresholds of pressure detected with light, 
static, and moving touch. Finally, current perception threshold testing involves the quantification of the sensory 
threshold to transcutaneous electrical stimulation. In current perception threshold testing, typically three 
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different frequencies are tested:  5 Hz, designed to assess C fibers; 250 Hz, designed to assess A-delta fibers; and 
2,000 Hz, designed to assess A-beta fibers. Results are compared with those of a reference population.  

Because QST combines the objective physical sensory stimuli with the subject patient response, it is 
psychophysical in nature and requires patients who are alert, able to follow directions, and cooperative. In 
addition, to get reliable results, examinations need to be standardized with standardized instructions to the 
patients, and stimuli must be applied in a consistent manner by trained staff. Psychophysical tests have greater 
inherent variability, making their results more difficult to standardize and reproduce.  

Regulatory Status  

Devices cleared for marketing by the FDA through the 510(k) process include:  
1987: Thermal Threshold Tester (TTT) (Teca, Inc., Pleasantville, NY)  
1992: CASE IV Computer Aided Sensory Evaluator (WR Medical Electronics, Stillwater, MN) (vibration and       

thermal threshold testing)  
1993: Thermal Sensory Analyzer (TSA) (Medoc Corp., Israel)  
1994: Nk Pressure-Specified Sensory Device™ (NK Biotechnical Corporation)  
1994: Neurometer® Current Perception Threshold (Neurotron, Inc.)  
1994: Pressure-Specified Sensory Device™ (Sensory Management Services LLC, Baltimore, MD)  
1997: Medi-Dx 7000® Current Perception Threshold (Neuro Diagnostic Associates)  
2003: Vibration Perception Threshold (VPT) meter (Xilas Medical) 

 

Policy (Formerly Corporate Medical Guideline) 

Quantitative sensory testing, including but not limited to current perception threshold testing, pressure-
specified sensory device testing, vibration perception threshold testing, and thermal threshold testing, is 
considered investigational. 

 

 

Services that are the subject of a clinical trial do not meet our Technology Assessment Protocol criteria and are 
considered investigational. For explanation of experimental and investigational, please refer to the Technology 
Assessment Protocol. 

It is expected that only appropriate and medically necessary services will be rendered. We reserve the right to 
conduct prepayment and postpayment reviews to assess the medical appropriateness of the above-referenced 
procedures. Some of this Protocol may not pertain to the patients you provide care to, as it may relate to 
products that are not available in your geographic area. 
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