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Important note: Unless otherwise indicated, medical policies will apply to all lines of business. 
Medical necessity as defined by this policy does not ensure the benefit is covered. This medical policy does not replace 
existing federal or state rules and regulations for the applicable service or supply. In the absence of a controlling federal or 
state coverage mandate, benefits are ultimately determined by the terms of the applicable benefit plan documents. See the 
member plan specific benefit plan document for a complete description of plan benefits, exclusions, limitations, and conditions 
of coverage. In the event of a discrepancy, the plan document always supersedes the information in this policy. 

 
SERVICE: Cold Therapy Devices 
 
PRIOR AUTHORIZATION: Not applicable. 
 
POLICY: Please review the plan’s EOC (Evidence of Coverage) or Summary Plan Description (SPD) 
for coverage details.  
 
Note: Unless otherwise indicated (see below), this policy will apply to all lines of business. 
 
For Medicare plans, please refer to appropriate Medicare NCD (National Coverage Determination) or 
LCD (Local Coverage Determination) L33735 - Cold Therapy. Medicare NCD or LCD specific InterQual 
criteria may be used when available. If there are no applicable NCD or LCD criteria, use the criteria set 
forth below. 
 
For Medicaid plans, please confirm coverage as outlined in the Texas Medicaid Provider Procedures 
Manual | TMHP (TMPPM). If there are no applicable criteria to guide medical necessity decision making 
in the TMPPM, use the criteria set forth below. 
 
BSWHP considers the use of cryogenic machines attached to insulated blankets, or water circulating 
cold pads (i.e., Polar Care Cold Therapy), or Cold packs (ice, gel, chemical, etc.), or vaso-pneumatic 
cryotherapy devices (e.g., Game ReadyTM which delivers active compression and cold therapy and runs 
on AC power or optional battery pack) to be alternative methods of delivery of cold therapy which provide 
additional convenience for cold therapy, but have not been shown to improve outcomes beyond 
traditional cold compresses, and are therefore NOT medically necessary. 
 
 
BACKGROUND: 
 
Cold therapy is used for the following: 
 Post-operatively (e.g., after total knee replacement or hip arthroplasty or anterior cruciate ligament 

repair), or 
 Immediately following injury, or 
 Before or after physical therapy sessions, or 
 For typical athletic cold therapy sessions in order to lower skin temperature and reduce swelling thus 

decrease bleeding and possibly reduce pain medication requirements. 
 

https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?LCDId=33735
https://www.tmhp.com/resources/provider-manuals/tmppm
https://www.tmhp.com/resources/provider-manuals/tmppm
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Methods of administering cold therapy include: 
 Cryogenic Machines attached to insulated blankets, or 
 Water circulating cold pads (i.e., Polar Care Cold Therapy), or 
 Cold packs (ice, gel, chemical, etc.), or 
 Vasopneumatic cryotherapy devices (e.g., Cryo/Cuff, Polar Care 300 / 500, Game Ready TM), which 

cold therapy, deliver active compression, and run-on AC power or optional battery pack. 
 
Cold therapy, particularly post-operative cold therapy, is a standard treatment modality which can be 
provided by a variety of methods. Clinical trials have not demonstrated superior health benefits of any 
methods compared to simple compresses. 
 
Water circulating cold pads (i.e., Polar Care Pads) or a cryogenic machine attached to an insulated 
disposable blanket or similar products are primarily used for patient convenience, since the same 
outcome can be achieved with over-the-counter cold packs. 
 
Cold packs are not considered DME and can be purchased over the counter without a prescription. 
 
 
MANDATES: None 
 
 
CODES: 
Important note: 
CODES: Due to the wide range of applicable diagnosis codes and potential changes to codes, an inclusive list may not be 
presented, but the following codes may apply. Inclusion of a code in this section does not guarantee that it will be reimbursed, 
and patient must meet the criteria set forth in the policy language. 
 

CPT Codes  
CPT Not Covered  
ICD-10 codes  
ICD-10 Not covered  
HCPCS Codes Not covered E0218 

 
 
POLICY HISTORY: 
 

Status Date Action 
New 12/6/2010 New policy 
Reviewed 12/6/2011 Reviewed. 
Reviewed 10/5/2012 Reviewed with minor revisions. 
Reviewed 10/3/2013 No changes 
Reviewed 07/24/2014 No changes 
Reviewed 08/11/2015 No changes 
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Reviewed 08/18/2016 No changes 
Reviewed 08/08/2017 Updated HCPCS codes and references 
Reviewed 05/29/2018 No changes 
Reviewed 08/22/2019 No changes 
Reviewed 09/24/2020 Re-formatted for SWHP/FirstCare 
Reviewed 09/23/2021 No changes 
Reviewed 09/22/2022 No changes 

Reviewed 11/29/2023 
Formatting changes and added hyperlinks to NCD and TMPPM, 
beginning and ending note sections updated to align with CMS 
requirements and business entity changes 

Reviewed 03/11/2024 
Corrected the “For Medicaid Plans” section to utilize this Medical 
Policy if TMPPM does not have medical necessity guidance. 
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Note: 
Health Maintenance Organization (HMO) products are offered through Scott and White Health Plan dba Baylor Scott & White 
Health Plan, and Scott & White Care Plans dba Baylor Scott & White Care Plan. Insured PPO and EPO products are offered 
through Baylor Scott & White Insurance Company.  Scott and White Health Plan dba Baylor Scott & White Health Plan serves 
as a third-party administrator for self-funded employer-sponsored plans. Baylor Scott & White Care Plan and Baylor Scott & 

White Insurance Company are wholly owned subsidiaries of Scott and White Health Plan. These companies are referred to 
collectively in this document as Baylor Scott & White Health Plan. 
 
RightCare STAR Medicaid plans are offered through Scott and White Health Plan in the Central Managed Care Service Area 
(MRSA) and STAR and CHIP plans are offered through SHA LLC dba FirstCare Health Plans (FirstCare) in the Lubbock and 
West MRSAs. 


