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[ ] Device/Equipment [ ] Drug [ ] Medical [ ] Surgery [X] Test [] Other

| Effective Date: | 9/3/2010 | Policy Last Updated: | 11/1/2011 |

[ ] Prospective review is recommended/required. Please check the member
agreement for preauthorization guidelines.

X Prospective review is not required.

Description:

Thermography is a non-invasive imaging technique that is intended to measure
temperature distribution of various organs and tissues. The infrared radiation from the
tissues reveals temperature variations by producing brightly colored patterns on a liquid
crystal display. Thermography can include various types of telethermographic infrared
detector images and heat-sensitive cholesteric liquid crystal systems.

Interpretation of the color patterns is thought to assist in the diagnosis of many
disorders such as breast cancer, Raynaud’s phenomenon, digital artery vasospasm in
hand-arm vibration syndrome, impaired spermatogenesis in infertile men, degree of
burns, deep vein thrombosis, gastric cancer, tear-film layer stability in dry-eye
syndrome, Frey’s syndrome, headaches, low-back pain, reflex sympathetic dystrophy,
and vertebral subluxation. Thermography is also thought to assist in treatment planning
and procedure guidance, such as identifying restricted areas of perfusion in coronary
artery bypass grafting, assessing response to methylprednisone in rheumatoid arthritis,
and locating high undescended testicles.

The American Medical Association,* the American College of Radiology,? the American
Academy of Neurology,® the American College of Obstetricians and Gynecologists,* and
the National Headache Foundation,” have issued policy statements or other documents
that specifically do not recommend or endorse thermography as a diagnostic
technology.

No published studies demonstrate how the results of thermography can be used to
enhance patient management and improve patient health outcomes. The scientific
literature is inadequate to validate the clinical role of thermography. Therefore,
thermography is considered investigational.

Medical Criteria:
Not applicable



Policy:

All forms of thermography are considered not medically necessary as there are no
published studies to demonstrate how the results of thermography can be used to
enhance patient management and improve patient health outcomes. The scientific
literature is inadequate to validate the clinical role of thermography.

Coverage:

Benefits may vary between groups/contracts. Please refer to the appropriate evidence
of coverage, subscriber agreement or Rlte Care contract for the applicable "Services
Not Medically Necessary."

Coding:
Thermography services should be reported using the following unlisted code:
93799

Also Known As:
Not applicable.

Related Topics:
Not applicable.

Published:

Provider Update, July 2008
Provider Update, Sep 2009
Provider Update, Mar 2011
Provider Update, Dec 2011
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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 member'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.



