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Description of Procedure or Service 

 Sleep apnea is a disorder where breathing nearly or completely stops for periods of time during sleep. Sleep 
apnea may be further classified into three categories, obstructive sleep apnea (OSA), central sleep apnea 
(CSA) and complex sleep apnea (CompSA). Obstructive sleep apnea is the most common category of sleep 
apnea. In obstructive sleep apnea, the brain sends the message to breathe, but there is a blockage to air flowing 
into the chest. It is a condition in which repetitive episodes of upper airway obstruction occur during sleep. 
The obstruction may be localized to one or two areas, or may encompass the entire upper airway passages to 
include the nasal cavity (nose), oropharynx (palate, tonsils, tonsillar pillars) and hypopharynx (tongue base). 
The hallmark clinical symptom of OSA is excessive daytime sleepiness. 
Upper airway resistance syndrome (UARS) is a variant of OSA and is characterized by a partial collapse of 
the airway resulting in increased resistance to airflow without apnea or hypopnea. This causes many short 
episodes of breathing difficulties to occur each night, leading to brief arousals and sleep fragmentation. The 
individual does not actually stop breathing during sleep. The disruption in sleep can cause excessive daytime 
sleepiness.  

In central sleep apnea, the message that is normally sent from the brain to the chest muscles to initiate 
breathing does not reliably occur during sleep. Individuals with CSA show no signs of attempts to breathe 
despite an open airway. CSA is common in individuals with heart failure, after stroke or brain injury. There 
are several types of central sleep apnea, including high altitude-induced periodic breathing, idiopathic CSA, 
narcotic-induced central apnea, obesity hypoventilation syndrome, and Cheyne-Stokes breathing. 

Complex sleep apnea is a combination of both obstructive and central sleep apneas. Individuals with CompSA 
at first appear to have OSA but unlike typical OSA patients, central apneas persist or emerge during treatment 
attempts with a continuous positive airway pressure (CPAP) or bilevel device. 
Consequences of sleep apnea may include excessive daytime sleepiness, hypertension, cardiac arrhythmias, 
pulmonary hypertension, and stroke. Excessive daytime sleepiness is a result of fragmented sleep due to 
repeated arousals during sleep which can lead to impairment of almost any daytime activity. 
OSA is often suspected on the basis of the clinical history, patient symptoms and physical exam. Excessive 
daytime sleepiness is predominantly a subjective symptom. The Epworth Sleepiness scale is a popular, quick, 
and easy self-administered questionnaire that asks individuals their likelihood of falling asleep in 8 situations 
ranked from 0 (would never doze) to 3 (high chance of dozing). The numbers are then added together to give a 
global score between 0 and 24. A value of 10 or below is considered normal. The 8 situations are as follows: 

1. Sitting and reading 

2. Watching TV 

3. Sitting inactive in a public place, i.e., theater 

4. As a passenger in a car for 1 hour without a break 

5. Lying down to rest in the afternoon when circumstances permit 



Page 2 of 20 
An Independent Licensee of the Blue Cross and Blue Shield Association 

 

Sleep Apnea: Diagnosis and Medical Management  
6. Sitting and talking with someone 

7. Sitting quietly after lunch without alcohol 

8. In a car, while stopped for a few minutes in traffic 

The criterion standard diagnostic test for sleep apnea is considered a polysomnogram performed in a sleep 
laboratory. Polysomnography consists of monitoring and recording physiologic data during sleep. A standard 
polysomnogram, supervised by a sleep lab technician, typically includes: 

• EEG [electroencephalography]  (to stage sleep, detect arousal) 
• Submental electromyogram 
• Electro-oculogram (to detect arousal, rapid eye movement [REM] sleep) 

Additional parameters of sleep that may be measured include: 

• Respiratory airflow and effort (to detect apnea) 
• Oxygen desaturation 
• Electrocardiography 
• Sleep position 
• Leg movement 
• Chest and abdominal excursions 
• Continuous blood pressure monitoring 
• Snoring 

The first 3 elements listed here (EEG, submental electromyogram, and electro-oculogram) are required for 
sleep staging. By definition, a polysomnogram always includes sleep staging, while a cardiorespiratory "sleep 
study" does not. The actual components of the study will be dictated by the clinical situation. Supervision of 
the test may be considered important to ensure that the monitors are attached appropriately to the individual 
and do not become dislodged during the night. In addition, an attendant can identify severe OSA so that the 
effective level of continuous positive airway pressure (CPAP) therapy can be determined. These studies are 
known as "split-night" studies, in which the diagnosis of OSA is established during the first half of the night 
and CPAP titration is conducted during the second half of the night. If successful, this strategy can eliminate 
the need for an additional polysomnogram for CPAP titration.  

Typically, the evaluation of obstructive sleep apnea includes sleep staging to assess arousals from sleep, and 
determination of the frequency of apneas and hypopneas from channels measuring oxygen desaturation, 
respiratory airflow, and respiratory effort. An obstructive apnea is defined as at least a 10-second cessation of 
respiration associated with ongoing ventilatory effort. Obstructive hypopnea is a reduction, but not a cessation 
of air exchange, with an associated fall in oxygen saturation (at least 3%–4%) or arousal. The apnea/ 
hypopnea index (AHI) may also be referred to as the respiratory disturbance index (RDI). The AHI is defined 
as the total number of events per hour of sleep. When sleep onset and offset are unknown, the RDI may be 
calculated based on the total recording time. A diagnosis of OSA syndrome is accepted when an adult  has an 
AHI >5 and symptoms of excessive daytime sleepiness or unexplained hypertension. An AHI greater than or 
equal to 15 is typically considered moderate OSA, while an AHI greater than 30 is considered severe OSA. 
Although there is poor correlation between AHI and OSA symptoms, an increase in mortality is associated 
with an AHI of greater than 15. Mortality has not been shown to be increased in individuals with an AHI 
between 5 (considered normal) and 15. Diagnosis of UARS rests on polysomnographic documentation of >10 
EEG arousals per hour of sleep correlated with episodes of reduced intrathoracic pressure. Sources of 
measurement error with polysomnography include data loss, artifact, event recognition errors, measurement 
errors, use of different types of leads, and night-to-night variability. 
It is estimated that about 7% of adults have moderate or severe OSA and 20% have at least mild OSA, and 
that the referral population of OSA patients represents a small proportion of individuals who have clinically 
significant and treatable disease. In light of the limited capacity of sleep laboratories, a variety of devices have 
been developed specifically to evaluate OSA at home. These range from portable full polysomnography 
systems to single channel oximeters. Available devices evaluate different parameters, which may include 
oximetry, respiratory and cardiac monitoring, and sleep/wake activity, but the majority of portable monitors 
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do not record EEG. It has been proposed that unattended studies with portable monitoring devices may 
improve the diagnosis and treatment of individuals with OSA, although the limited number of channels in 
comparison with full polysomnographic recording may decrease the capability for differential diagnosis or 
detection of comorbid conditions.  
Medical management of OSA includes lifestyle modification (weight loss, avoidance of alcohol, sedatives and 
caffeine consumption, especially before bedtime, allowing adequate sleep time, maintenance of appropriate 
body position during sleep [side versus back]), oral appliances and positive airway pressure devices (CPAP 
[continuous positive airway pressure], BiPAP [bilevel positive airway pressure], and APAP [automatic 
positive airway pressure]). (see policy titled Noninvasive Respiratory Assist Devices.) On average, a 10% 
weight loss produces an improvement of 50% in the apnea-hypopnea index. Oral appliances act by holding the 
mandible and tongue forward during sleep. The use of atrial overdrive pacing is also being evaluated in the 
treatment of OSA. This approach is being tried because of the bradycardia that generally occurs during 
episodes of apnea. 

Nasal expiratory positive airway pressure (EPAP) can also be used to describe a device used to treat sleep 
apnea called Provent® (Ventus Medical). According to the manufacturer, Provent® uses a one-way valve that 
is placed over the nostrils at nighttime. The valve opens with inhalation, but partially closes during exhalation, 
creating positive pressure in the airway.  

The Winx™ Sleep Therapy System (ApniCure™, Redwood City, CA) is a single pressure, oral airway device 
that operates without a mask or forced nasal air.  Oral pressure therapy (OPT) provides light, negative pressure 
to the oral cavity by using a flexible mouthpiece connected to a bedside console that delivers negative 
pressure.  This device is proposed to increase the size of the retropalatal airway by pulling the soft palate 
forward and stabilizing the base of the tongue. 

Oral appliances can be broadly categorized as mandibular advancing/positioning devices or tongue retaining 
devices. Oral appliances can either be “off the shelf” or custom made for the individual by a dental laboratory 
or similar provider. A number of oral appliances have received marketing clearance through the 510(k) 
pathway for the treatment of snoring and mild to moderate sleep apnea, including the Narval CC™, Lamberg 
SleepWell-Smarttrusion, 1st Snoring Appliance, Full Breath Sleep Appliance, PM Positioner, Snorenti, 
Snorex, Osap, Desra, Elastomeric Sleep Appliance, Snoremaster Snore Remedy, Snore-no-More, Napa, 
Snoar™ Open Airway Appliance, and The Equalizer Airway Device. 

The Daytime Nighttime Appliance (DNA Appliance, Biomodeling Solutions) and the mandibular 
Repositioning Nighttime Appliance (mRNA Appliance, Biomodeling Solutions) are customized palate and 
mandible expanding devices. In addition to the upper-jaw device that is common to both the DNA Appliance 
and the rRNA Appliance (worn both during the day and night), the mRNA Appliance moves the mandible 
forward and is worn during sleep. The DNA Appliance and mRNA Appliance systems use 3-dimensional 
axial springs which are proposed to expand the upper and lower jaw and airway gradually to treat and 
eliminate mild-to-moderate OSA eventually. 
 
In 2017, SleepImage System (MyCardio) was cleared for marketing by the FDA through the 510(k) process to 
aid in the evaluation of sleep disorders (K163696). The SleepImage System is considered software as a 
medical device that provides automated analysis of sleep data from a single photoplethysmogram sensor. 
 

Related Policy 

Surgery for Obstructive Sleep Apnea and Upper Airway Resistance Syndrome 

 

***Note: This Medical Policy is complex and technical. For questions concerning the technical language 
and/or specific clinical indications for its use, please consult your physician. 
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Policy 
 BCBSNC will provide coverage for Diagnosis and Medical Management of Sleep Apnea when it is 

determined to be medically necessary because the medical criteria and guidelines shown below are 
met. 

 
Benefits Application 

 This medical policy relates only to the services or supplies described herein. Please refer to the Member's 
Benefit Booklet for availability of benefits. Member's benefits may vary according to benefit design; 
therefore member benefit language should be reviewed before applying the terms of this medical policy. 
 
CPAP is covered under DME benefits. Please refer to Certificate for availability of benefits and any prior 
review requirements regarding the rental/purchase of equipment. See Covered Services, Durable Medical 
Equipment. Also, refer to policy, "Durable Medical Equipment (DME)" for information re: rental/purchase. 
DME Supplier must meet eligibility and/or credentialing requirements as defined by the Plan to be eligible 
for reimbursement. 

Refer to policy, "Noninvasive Respiratory Assist Devices" for treatment with devices other than CPAP.  

 
When Diagnosis and Medical Management of Sleep Apnea is covered 
 I) Diagnosis of Sleep Apnea: 

A) Documentation confirming that sleep apnea testing was performed in a sleep laboratory either 
affiliated with a hospital or under the direction and control of physicians, with trained medical 
professionals present whenever testing is performed. For the purposes of this policy, attended (or 
supervised) testing requires the constant presence of a trained individual who can monitor for 
technical adequacy, patient compliance, and relevant patient behavior. 

B) Supervised polysomnography performed in a sleep laboratory may be considered medically 
necessary as a diagnostic test in individuals with a moderate or high pretest probability of OSA in 
the following situations: 
1) Pediatric patients (i.e., < 18 years of age); OR 
2) When individuals do not meet criteria for an unattended home sleep apnea test as described 

below; OR 
3) A previous home sleep apnea test failed to establish the diagnosis of  OSA in an individual 

with a high pretest probability of OSA; OR 
4) A previous home sleep apnea test was technically inadequate; OR 
5) Failure of resolution of symptoms or recurrence of symptoms during treatment; OR 
6) When testing is done to rule out other sleep disorders such as central sleep apnea, injurious or 

potentially injurious parasomnias, or narcolepsy (see policy titled Polysomnography for Non-
Respiratory Sleep Disorders); OR 

7) Presence of a comorbidity that might alter ventilation or decrease the accuracy of a home 
sleep apnea test, including, but not limited to heart failure, neuromuscular disease, chronic 
pulmonary disease, or obesity hypoventilation syndrome.  

C) A repeated, supervised polysomnogram performed in a sleep laboratory may be considered 
medically necessary in individuals who meet the criteria above for an in-laboratory 
polysomnogram under the following circumstances: 
1) To initiate and titrate CPAP in adults who have: 

(a) An AHI or RDI of at least 15 events per hour, OR 
(b) An AHI or RDI of at least 5 events per hour in an individual with one or more signs or 

symptoms associated with OSA (e.g., excessive daytime sleepiness, hypertension, 
cardiovascular heart disease, or stroke. 

2) To initiate and titrate CPAP in children: 
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(a) In pediatric patients, an AHI or RDI of ≥ 5; OR 
(b) An AHI or RDI ≥ 1.5 in an individual with excessive daytime sleepiness, behavioral 

problems or hyperactivity. 
3) To assess the efficacy of surgery (including adenotonsillectomy) or oral appliances/devices. 

D) A supervised polysomnogram must include, at a minimum, measurement of all of the following: 
1) Electroencephalography (EEG), 
2) Electro-oculography (EOG), 
3) Submental (or chin) electromyography (EMG), 
4) Extremity muscle activity, 
5) Respiratory effort, 
6) Airflow, 
7) Arterial oxygen saturation, 
8) Electrocardiography (ECG) or heart rate. 

E) A single unattended (unsupervised) home sleep apnea test with a minimum of three recording 
channels with the following sensors:  nasal pressure, chest and abdominal respiratory inductance 
plethysmography, and oximetry; or alternatively peripheral arterial tone (PAT), oximetry and 
actigraphy (e.g. WatchPat®,  Itamar Medical) may be considered medically necessary in adult 
individuals who are at moderate or high risk for obstructive sleep apnea (OSA) as described in the 
Policy Guidelines and have no evidence by history or physical examination of a health condition 
that might alter ventilation or require alternative treatment, including the following: 
1) central sleep apnea 
2) congestive heart failure 
3) chronic pulmonary disease 
4) obesity hypoventilation syndrome 
5) neuromuscular disorders with sleep-related symptoms 
6) narcolepsy 
7) injurious or potentially injurious parasomnias 

F) A single unattended (unsupervised) home sleep apnea test with a minimum of  recording 
channels (as described above) may be considered medically necessary as a screening tool in 
individuals who are scheduled for bariatric surgery and have no evidence by history or physical 
examination of a health condition that might alter ventilation or require alternative treatment. 

G. Repeat unattended (unsupervised) home sleep apnea testing with a minimum of three recording 
channels with the following sensors:  nasal pressure, chest and abdominal respiratory inductance 
plethysmography, and oximetry; or alternatively peripheral arterial tone (PAT), oximetry and 
actigraphy  may be considered medically necessary in adult individuals under the following 
circumstances: 
1) To assess efficacy of surgery or oral appliances/devices; OR 
2) To re-evaluate the diagnosis of OSA and need for continued CPAP, e.g., if there is a 

significant change in weight or change in symptoms suggesting that CPAP should be 
retitrated or possibly discontinued. 
 

Criteria required of the physician who interprets and bills the unattended sleep apnea testing (HST-Type II, 
III, or IV) must include at least one of the following verified by documentation submitted: 

1) Current certification in Sleep Medicine by the American Board of Sleep Medicine (ABSM), 
OR 

2) Current subspecialty certification in Sleep Medicine by a member board of the American 
Board of Medical Specialties (ABMS), OR 

3) Completed residency or fellowship training by an ABMS member board and has completed 
all the requirements for subspecialty certification in sleep medicine except the examination 
itself and only until the time of reporting of the first examination for which the physician is 
eligible, OR 

4) Active staff membership of a sleep center or laboratory accredited by the American Academy 
of Sleep Medicine (AASM) or The Joint Commission (Formerly the Joint Commission on 
Accreditation of Healthcare). 
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Note:  A split-night study, in which moderate-to-severe OSA is documented during the first portion of the 
study using PSG, followed by CPAP during the second portion of the study, can eliminate the need for a 
second study to titrate CPAP (see Policy Guidelines section for criteria to perform a split-night study). 

 
II) Medical Management of Sleep Apnea: 

A) Medical therapy, when appropriate to the clinical situation, includes: weight loss, avoidance of 
alcohol, sedatives and caffeine consumption, especially before bedtime, allowing adequate sleep 
time, maintenance of appropriate body position during sleep (side versus back), oral appliances, 
positive airway pressure devices and a medically supervised smoking cessation program. 

B) Removable intraoral appliances (mandibular advancing/positioning devices, tongue-retaining 
devices) may be indicated for use in individuals with clinically significant OSA under the 
following conditions:  
• Mild to moderate OSA, defined in adults by: 

o AHI, RDI, or REI of at least 15 events per hour; OR 
o AHI, RDI, or REI of at least 5 events per hour with any of the following associated 

symptoms which are documented by medical records: 
(i) Excessive daytime sleepiness (as evidenced by a pre-treatment Epworth score of 

greater than 10); or 
(ii) Impaired cognition; or 
(iii) Mood disorders; or 
(iv) Insomnia; or 
(v) Hypertension; or 
(vi) Ischemic heart disease; or 
(vii) History of stroke; AND 

• One or more of the following 
o Individual is not a candidate for CPAP therapy 
o CPAP therapy has not been effective despite a 45-day trial and participation in a 

CPAP compliance program 
o Individual has tried CPAP but has not been compliant despite a 45-day trial and 

participation in a CPAP compliance program 
o Individual prefers to use an oral appliance rather than CPAP as the initial therapy 

• Diagnosis of  OSA, whether by attended or unattended testing, meets the testing and provider 
qualification criteria under “When Diagnosis and Medical Management of Sleep Apnea is 
covered”,  AND 

• Documentation confirming the device is prescribed by a treating physician, AND 
• Documentation confirming the device is fabricated and custom-fitted by qualified dental 

personnel, AND 
• There is absence of temporomandibular dysfunction or periodontal disease. 

 
Please see “Policy Guidelines” section of this policy regarding diagnosis of mild to moderate, and severe 
obstructive sleep apnea in children. 
 

C) CPAP may be considered medically necessary in individuals with clinically significant OSA 
documented by supervised polysomnography or  unattended (unsupervised) home sleep testing 
with a minimum of three recording channels (as described above) and defined as those 
individuals who meet 1 or 2 below. Prior to initiation of CPAP, conservative medical therapy as 
indicated in A) above must be considered and applied as appropriate to the clinical situation. 
1) An AHI, RDI, or REI  > 15; OR 
2) An AHI, RDI, or REI  greater than or equal to 5 with any of the following associated 

symptoms which must be documented by medical records: 
(a) Excessive daytime sleepiness (as evidence by a pre-testing Epworth score of greater than 

10); or 
(b) Impaired cognition; or 
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(c) Mood disorders; or 
(d) Insomnia; or 
(e) Documented hypertension; or 
(f) Ischemic heart disease; or 
(g) History of stroke. 

*The patient selection criteria in C.1) and 2) were adopted from the Medicare policy for coverage of 
CPAP. The presence of conditions in C.2) a-g above must be documented in the medical record and must 
be of clinical significance.  

Clinically significant OSA in pediatric patients is: 

                1) An AHI or RDI greater than or equal to 5 OR 

                2) An AHI or RDI greater than or equal to 1.5 in an individual with excessive daytime 
sleepiness,   behavioral problems or hyperactivity. 

D) Auto-adjusting positive airway pressure (APAP) may be considered medically necessary during a 
2-week trial to initiate and titrate CPAP in adult individuals with clinically significant obstructive 
sleep apnea, or in those who have a significant change in weight or change in symptoms 
suggesting that CPAP should be retitrated or possibly discontinued. 

E) CPAP may be considered medically necessary in individuals with central sleep apnea documented 
by supervised polysomnography. 

F) CPAP may be considered medically necessary in individuals with complex sleep apnea 
documented by supervised polysomnography.  
Note: A split-night study, in which sleep apnea is documented during the first portion of the 
polysomnogram followed by CPAP titration during the second portion, may eliminate the need 
for a second study to titrate CPAP. The Plan expects a split-night study to be performed when the 
AHI is greater than 20 after the first 2-3 hours. On occasion, an additional full-night CPAP 
titration may be necessary if the split-night study did not allow for the abolishment of the vast 
majority of respiratory events or prescribed CPAP treatment does not control clinical symptoms. 

G) Adherence to and failure of CPAP Treatment: A good faith effort at CPAP compliance must be 
documented in the medical record and includes the following:  
1) CPAP must be prescribed based on a CPAP titration to obtain the most effective pressure 

compatible with patient comfort. 
2) The CPAP DME supplier and the sleep specialist must undertake appropriate measures to 

maximize the chance of success with CPAP. Measures to acclimate members to therapy may 
include, but are not limited to, one or more of the following: 
(a) Emotional support to overcome initial reluctance where appropriate, with specific 

attention to addressing mask intolerance due to anxiety. Mask intolerance must be 
addressed by the sleep specialist prior to being accepted as a reason for failure of CPAP.  

(b) Alternate mask fitting for effect and comfort.  
(c) Nasal pillows. 
(d) Ramping (which allows for a gradual increase in pressure).  
(e) Humidification. 

In individuals who are unable to complete a satisfactory CPAP titration because of mask intolerance due to 
anxiety, unfamiliarity, or other non-physical reasons, a separate, dedicated, in-lab titration may be 
successful if the initial titration was time-limited due to its being part of a split-night study. If one or more 
titration efforts are unsuccessful, a one-month trial of home acclimation with autotitrating CPAP including 
gradual, daytime, non-sleeping exposure to the use of the system with documented follow-up and results 
must be provided.  
Acclimation efforts, when necessary, should be attempted for a minimum of two months, and must be 
supported by proper documentation and compliance chip information before CPAP therapy will be 
considered a failure. Multiple visits to the sleep specialist during the acclimation period are expected, with 
documentation of all above efforts as applicable. Documentation must include ongoing management by the 
sleep specialist of two months or greater.  
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Prior to coverage of alternative noninvasive respiratory assist devices or surgery, adequate adherence to 
CPAP, defined as an average of 4.5 hours of CPAP use per night on a routine basis, must be demonstrated 
unless the above efforts at acclimation have been documented as adequately tried and failed.  

Refer to policy, "Noninvasive Respiratory Assist Devices", for treatment with devices other than 
CPAP.  

 
When Diagnosis and Medical Management of Sleep Apnea is not covered 
 I) Diagnosis of Sleep Apnea: 

A) Diagnostic sleep testing for the following conditions is not medically necessary. They can be 
diagnosed through more appropriate means. 
1) Bruxism 
2) Drug dependency 
3) Enuresis 
4) Insomnia 
5) Night terrors or dream anxiety attacks 
6) Nocturnal myoclonus 
7) Restless leg syndrome 
8) Shift work and schedule disturbances 
9) Somnambulism 
10) Migraine Headaches 
11) Snoring without other signs/symptoms of OSA 

B) Unattended (unsupervised) sleep studies are considered investigational in individuals who are 
considered at low risk for OSA. 

C) Unattended sleep studies for the diagnosis of complex sleep apnea are considered investigational. 
D) Unattended home sleep studies are considered investigational in children (younger than 18 years 

of age) 
E) Electrosleep therapy, which uses the passage of weak electric currents to the brain to induce 

sleep, is considered investigational. 
F) Topographic electroencephalogram (EEG) mapping is considered investigational in the diagnosis 

and/ or medical management of obstructive sleep apnea syndrome. 
G) Multiple sleep latency testing (MSLT) is considered not medically necessary in the diagnosis of 

obstructive sleep apnea syndrome. 
H) Video recording during polysomnography for the diagnosis of OSA in children or adults is 

considered part of the standard polysomnography test and is not separately reimbursable. 
I) Multiple consecutive nights of supervised or unattended (unsupervised) sleep studies that do not 

meet the above criteria for repeat studies are not medically necessary. 
 

II) Medical Management of Sleep Apnea: 
A) Over the counter bite guards are not covered. 
B) CPAP is not covered when the above medical criteria and guidelines are not met. 
C) Treatment of snoring without significant OSA is considered not medically necessary. 
D) Atrial pacing is considered investigational in the treatment of OSA. 
E) A nasal expiratory positive airway pressure (EPAP) device is considered investigational in the 

treatment of OSA. 
F) Single pressure, oral airway devices without forced nasal air are not considered CPAP and are 

considered investigational in the treatment of OSA.  
G) Palate and mandible expansion devices are considered investigational for the treatment of OSA. 
H) The use of an abbreviated daytime sleep session for acclimation to CPAP (PAP-NAP) is 

considered investigational. 
I) The use of a sleep positioning trainer with vibration is considered investigational for the 

treatment of positional OSA. 
J) The use of daytime electrical stimulation of the tongue is considered investigational for the 

treatment of OSA. 
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Policy Guidelines 

 The medical professional who is requesting, performing, and evaluating a polysomnogram or home sleep 
study should have training in sleep medicine, and should have performed a face to face evaluation of the 
patient. In addition, the treatment of patients diagnosed with OSA should be initiated and monitored by a 
professional with training in sleep medicine. 
Although not an exclusive list, patients with at least one of the following symptoms are considered to be at 
moderate risk for OSA:  

• habitual snoring; 
• observed apneas; 
• excessive daytime sleepiness; 
• a body mass index greater than 35 kg/m2. 

If no bed partner is available to report snoring or observed apneas, other signs and symptoms suggestive of 
OSA, (e.g., age of the patient, male gender, thick neck, craniofacial or upper airway soft tissue abnormalities, 
unexplained hypertension) may be considered. Objective clinical prediction rules are being developed, 
however, at the present time risk assessment is based on clinical judgment. 
In 2017, the American Academy of Sleep Medicine (AASM) published clinical practice guidelines on 
diagnostic testing for adult OSA.  The recommendations can be accessed at 
https://jcsm.aasm.org/doi/10.5664/jcsm.6506.  
The AASM considers a technically adequate home sleep apnea test (HSAT) device to incorporate "a 
minimum of the following sensors: nasal pressure, chest and abdominal respiratory inductance 
plethysmography, and oximetry; or else PAT [peripheral arterial tone] with oximetry and actigraphy." The 
guidelines refer to the AASM Manual for the Scoring of Sleep and Associated Events for additional 
information regarding HSAT sensor requirements. 
The AASM recommended that patients who are obese, retrognathic, hypertensive, or who complain of 
snoring or daytime sleepiness should be assessed for presence or absence as well as the severity of OSA 
using the following methods (standard): 

• Sleep history assessment includes witnessed apneas, gasping/choking at night, excessive sleepiness, 
total sleep amount, nocturia, morning headaches, and decreased concentration and memory. 

• Physical assessment includes evaluation of respiratory, cardiovascular, and neurologic systems and 
signs of upper respiratory narrowing. 

• Objective testing, under an AASM-accredited program, and attended by trained technical personnel. 
The diagnosis of OSA is confirmed if the number of obstructive events (apneas, hypopneas plus 
respiratory event related to arousals) is greater than 15 events/hour or greater than 5 events/hour in a 
patient reporting any of the following: unintentional sleep episodes during wakefulness; daytime 
sleepiness, unrefreshing sleep; fatigue; insomnia; waking up breath holding, gasping, or choking; or 
a bed partner describing loud snoring, breathing interruptions, or both. 

o In laboratory polysomnography (standard) records electroencephalogram, 
electrooculogram, chin electromyogram, airflow, oxygen saturation, respiratory effort, and 
heart rate. 

o Home testing with portable monitors should at minimum, record airflow, respiratory effort, 
and blood oxygenation. 

CPAP claims will be handled as follows: 

1. CPAP equipment will be rented with rental fees applied to purchase price for a minimum trial 
period of three months to document patient compliance, patient tolerance, and clinical benefits prior 
to purchase. 

2. Payment for CPAP includes payments for the provision of all necessary accessories, i.e., mask, 
tubing, or cannula. Separate charges for replacement of masks, tubing, cannula or for respiratory 
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equipment maintenance services are not covered since they are included in the rental payment for 
CPAP.  

The AASM and the American Academy of Dental Sleep Medicine (2015) published guidelines on the 
treatment of OSA and snoring with oral appliance therapy. The two societies provided a recommendation of 
"standard" that sleep physicians consider prescription of oral appliance, rather than no treatment, for adults 
with OSA who are intolerant of CPAP therapy or prefer alternative therapy. The quality of evidence was 
rated as moderate. "Guideline" recommendations were provided for the use of custom, titratable appliance 
over noncustom oral devices, that qualified dentists provide oversight, that sleep physicians conduct follow-
up sleep testing to improve or confirm treatment efficacy, and that patients return for periodic office visits 
with a qualified dentist and a sleep physician. 

CPAP has been shown to have greater effectiveness than oral appliances in general. Oral appliances have 
been shown to be less efficacious in patients with severe OSA than they are in patients with mild-moderate 
OSA. Therefore, it is particularly important that patients with severe OSA should have an initial trial of 
CPAP and that all reasonable attempts are made to continue treatment with CPAP, prior to the decision to 
switch to an oral appliance. 

Use of the novel EPAP device has been reported in several prospective case series and one industry-
sponsored randomized controlled trial. The main finding of this study was a decrease in AHI with minor 
impact on oxygenation and the Epworth Sleepiness Scale. No evidence was identified on the oral pressure 
therapy device.  Evidence at this time is insufficient to permit conclusions regarding the effect of these  
technologies on health outcomes.  One comparative trial with historical controls was identified on use of a 
PAP-NAP study for patients with complex insomnia who are resistant to CPAP titration or use.  Additional 
study is needed to evaluate the efficacy of this intervention with greater certainty. 

 
Obstructive Sleep Apnea in Children 
 OSA is also common in children, but differs somewhat from the presentation in adults (i.e., excessive day-

time sleepiness, the cardinal symptom in adults is rare in young children). The prevalence of pediatric sleep 
apnea is estimated to be between 1-3% of children with a peak age of two to five years. Night time symptoms 
of OSA in children include habitual snoring (often with intermittent pauses, snorts, gasps or choking sounds), 
abnormal motor activity, heavy sweating, bed wetting at an inappropriate age, sleeping in abnormal positions 
such as with neck hyperextended, arousal from sleep, nightmares. Daytime symptoms caused by the 
disruption of normal sleep may include morning headache, behavior disturbances, poor school performance 
and excessive daytime sleepiness (typical in older children or adolescents, but not younger children). 
Indications for pediatric polysomnography where obstructive sleep apnea syndrome is suspected: 

• To differentiate benign or primary snoring from pathological snoring; or 
• To evaluate disturbed sleep patterns, excessive daytime sleepiness, cor pulmonale, failure to thrive 

or polycythemia unexplained by other factors or conditions, especially if the child also snores; or 
• Observation of increased respiratory efforts, labored breathing, or sternal or intercostal retractions 

during sleep; or 
• Witnessed apnea greater than 2 respiratory cycle times (inspiration and expiration); or 
• Hypertrophy of tonsils and adenoids associated with noisy daytime respirations where surgical 

removal poses a significant risk and would be avoided in the absence of sleep disordered breathing. 
An apnea/hypopnea index (AHI) >1.5 is considered abnormal (mild to moderate obstructive sleep apnea; an 
AHI or RDI ≥ 10 is considered severe). The first-line treatment in children is usually adenotonsillectomy.  
CPAP and oral appliances may be considered medically necessary for the treatment of clinically significant 
OSA in children.  

 
Billing/Coding/Physician Documentation Information 
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 This policy may apply to the following codes. Inclusion of a code in this section does not guarantee that it 

will be reimbursed. For further information on reimbursement guidelines, please see Administrative Policies 
on the Blue Cross Blue Shield of North Carolina web site at www.bcbsnc.com. They are listed in the 
Category Search on the Medical Policy search page. 
 
Applicable codes: 42975, 94660, 95782, 95783, 95800, 95801, 95803, 95805, 95806, 95807, 95808, 95810, 
95811, A7027, A7028, A7029, A7030, A7031, A7032, A7033, A7034, A7035, A7036, A7037, A7038, A7039, 
A7044, A7045, A7046, A7047, A7049, E0485, E0486, E0561, E0562, E0601, G0398, G0399, G0400, K1027, 
K1037,  S8040  
BCBSNC may request medical records for determination of medical necessity. When medical records are 
requested, letters of support and/or explanation are often useful, but are not sufficient documentation unless 
all specific information needed to make a medical necessity determination is included.  

 
Scientific Background and Reference Sources 
 For Policy entitled: Medical Management of Obstructive Sleep Apnea 

BCBSA Medical Policy Reference Manual - 11/96 

Medical Policy Advisory Group - 12/99 

For Policy entitled: Sleep Disorders Clinics 

TEC Bulletin - 5/24/96 

Medical Policy Advisory Group - 3/99 

For Policy entitled: Nasal Continuous Positive Airway Pressure 

Medicare Region C DMERC Supplier Manual (9/93) 

Medicare Coverage Manual 60-17 

Senior Director, Medical Affairs - 12/94 

Vice President, Medical Affairs (DPAP) - 8/95 

Consultant Review (DPAP) - 8/95 

BCBSA Medical Policy Reference Manual 11/96 

Medical Policy Advisor Group - 12/99 

For new Policy entitled: Sleep Apnea and Breathing Related Sleep Disorders 

Evidence Report/Technology Assessment No. 1, Systematic Review of the Literature Regarding the 
diagnosis of Sleep Apnea (AHCPR Publication No. 99-E002). 

Ferber R, Millman R, Coppola M, et al. ASDA Standards of Practice. Portable Recording in the Assessment 
of Obstructive Sleep Apnea. Sleep. 1994:17:378-392.  

Thorpy M, Chesson A, Ferber R, et al. Practice Parameters for the Use of Portable Recording in the 
Assessment of Obstructive Sleep Apnea. Sleep. 1994:17(4):372-377. 

Laser-Assisted Uvulopalatoplasty for the Treatment of Simple (Nonapneic) Snoring and Obstructive Sleep 
Apnea. ECRI. March 1995. 

Indications for Polysomnograpny Task Force. American Sleep Disorders Association Standards of Practice 
Committee. Practice Parameters for the Indications for Polysomnography and Related Procedures. Sleep. 
1997:20(6):406-422.  

Chesson Jr A, Ferber R, Fry J, Grigg-Damberger, et al. The Indications for Polysomnography and Related 
Procedures. Sleep. 1997:20(6):423-487. 

Consultant Review - 2/1998 
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Bone: Pulmonary & Critical Care Medicine, 1998 ed., Mosby-Year Book, Inc. www.home.mdconsult.com/ 
das/book/body/0/744/924.html  

Ross SD, Allen IE, Harrison KJ, et al. Review: Screening tests are not as accurate as overnight 
polysomnography for the diagnosis of adult sleep apnea. ACP Journal Club. 2000:March/April:.69. 

Sanders M, Costantino J, Strollo P, et al. The Impact of Split-Night Polysomnography for Diagnosis and 
Positive Pressure Therapy Titration on Treatment Acceptance and Adherence in Sleep Apnea/Hypopnea. 
Sleep. 2000:23(1):17-24. 

Specialty Matched Consultant Review - 7/2000 

Medical Policy Advisory Group - 9/2000 

Specialty Matched Consultant Review - 6/2002 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 2/25/04. 

BCBSA Medical Policy Reference Manual [Electronic Version]. 7.01.51, 4/16/04. 

Loube DI, Gay PC, Strohl KP, Pack AI, White DP, Collop NA. Indications for positive airway pressure 
treatment of adult obstructive sleep apnea patients: a consensus statement. Chest. 1999 Mar;115(3):863-6. 

Specialty Matched Consultant Advisory Panel review - 6/21/04 

BCBSA Medical Policy Reference Manual [Electronic Version]. 7.01.101, 4/1/05 

BCBSA Medical Policy Reference Manual [Electronic Version]. 7.01.51, 4/1/05 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 4/1/05 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 12/14/05 

BCBSA Medical Policy Reference Manual [Electronic Version]. 7.01.101, 12/14/05 

Specialty Matched Consultant Advisory Panel review - 6/1/06 

For new Policy entitled: Sleep Apnea: Diagnosis and Medical Management 

Kushida CA, Morgenthaler TI, Littner MR et al. American Academy of Sleep Medicine. Practice Parameters 
for the Treatment of Snoring and Obstructive Sleep Apnea with Oral Appliances An update for 2005. Sleep 
2006; 29(2): 240-243. Retrieved on March 28, 2008 from http://www.aasmnet.org/Resources/Practi-
ceParameters/PP_Update_OralApplicance.pdf 
Ferguson KA, Cartwright R, Roger R et al. American Academy of Sleep Medicine. Oral appliances for 
snoring and obstructive sleep apnea: A review. Sleep 2006; 29(2): 244-262. Retrieved on March 28, 2008 
from http://www.aasmnet.org/Resources/PracticeParameters/Review_OralApplianceOSA.pdf 
Morgenthaler TI, Aurora RN, Brown T et al; Standards of Practice Committee of the AASM; American 
Academy of Sleep Medicine. Practice parameters for the use of autotitrating continuous positive airway 
pressure devices for titrating pressures and treating adult patients with obstructive sleep apnea syndrome: an 
update for 2007. An American Academy of Sleep Medicine report. Sleep 2008; 31(1):141-7.  
BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 7/20/06. 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 1/10/08. 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.73, 7/20/06. 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.73, 9/18/07. 

Specialty Matched Consultant Advisory Panel review - 3/2/09.  

Malhotra A, Bertisch S, Wellman A. Complex sleep apnea: it isn’t really a disease. J Clin Sleep Med. 2008 
Oct 15;4(5):406-8.  

Gay, Peter C. Complex sleep apnea: it really is a disease. J Clin Sleep Med. 2008 Oct 15;4(5):403-5. 
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Kuzniar TJ, Morgenthaler TI. Treatment of complex sleep apnea syndrome. Curr Treat Options Neurol. 2008 
Sep;10(5):336-41. 
Collop NA, Anderson WM, Boehlecke B et al; Portable Monitoring Task Force of the American Academy of 
Sleep Medicine. Clinical guidelines for the use of unattended portable monitors in the diagnosis of 
obstructive sleep apnea in adult patients. J Clin Sleep Med 2007; 3(7):737-47. Retrieved on December 1, 
2009 from http://www.aasmnet.org/jcsm/AcceptedPapers/PMProof.pdf. 
Kushida CA, Littner MR, Morgenthaler T et al. Practice parameters for the indications for polysomnography 
and related procedures: an update for 2005. Sleep 2005; 28(4):499-521.  
Specialty Matched Consultant review (2) - 10/2009. 
Senior Medical Director review - 12/2009. 
BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 4/12/12. 

Specialty Matched Consultant Advisory Panel - 8/2012. 

WINX http://apnicure.com/.  Accessed 3/8/2013. 

Senior Medical Director review – 3/2013. 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 6/13/13 

Specialty Matched Consultant Advisory Panel - 8/2013 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 6/12/14 

Specialty Matched Consultant Advisory Panel - 8/2014 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 11/13/14 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.73, 2/12/15 

Senior Medical Director review – 3/2015 

Specialty Matched Consultant Advisory Panel - 8/2015 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 11/12/15 

Specialty Matched Consultant Advisory Panel - 8/2016 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 6/8/2017 

Specialty Matched Consultant Advisory Panel - 8/2017 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 6/14/2018 

Specialty Matched Consultant Advisory Panel - 8/2018 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 6/13/2019 

Specialty Matched Consultant Advisory Panel - 8/2019 

Medical Director review – 3/2020 

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 6/18/2020 

Specialty Matched Consultant Advisory Panel - 8/2020 

Kapur VK, Auckley DH, Chowdhuri S, Kuhlmann DC, Mehra R, Ramar K, Harrod CG. Clinical practice 
guideline for diagnostic testing for adult obstructive sleep apnea: an American Academy of Sleep Medicine 
clinical practice guideline. J Clin Sleep Med. 2017;13(3):479–504. 
 
Ramar K, Dort LC, Katz SG, Lettieri CJ, Harrod CG, Thomas SM, Chervin RD. Clinical practice guideline 
for the treatment of obstructive sleep apnea and snoring with oral appliance therapy: an update for 2015. J 
Clin Sleep Med 2015;11(7):773–827. 
 
BCBSA Medical Policy Reference Manual [Electronic Version]. 2.01.18, 6/10/2021 

http://apnicure.com/
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Specialty Matched Consultant Advisory Panel - 9/2021 
 
Specialty Matched Consultant Advisory Panel - 8/2022 
 
Specialty Matched Consultant Advisory Panel - 8/2023 

Medical Director review 8/2023 

Specialty Matched Consultant Advisory Panel – 3/2024 

Medical Director review 3/2024 
 
Policy Implementation/Update Information 
 For Policy Entitled: Medical Management Of Obstructive Sleep Apnea 

4/97 New Policy Developed. Medical And Surgical Policies Separated. 

9/99 Reformatted, Medical Term Definitions Added. 

12/99 Medical Policy Advisory Group 

For Policy Entitled: Sleep Disorders Clinics 

7/82 Original Policy 

6/84 Reaffirmed 

7/96 Revised: Portable Sleep Studies For Diagnosis Of Obstructive Sleep Apnea Is Investigational. 

3/99 Medical Policy Advisory Group - Reaffirmed 

7/99 Reformatted, Medical Term Definitions Added. 

For Policy Entitled: Nasal Continuous Positive Airway Pressure 

12/94 Original Policy Issued 

8/95 Revised: Added DPAP To Policy 

1/97 Reaffirmed: Combined Local And National Policies  

8/97 Reviewed: Added Under Policy Guidelines Requirement To Rent For A Period Of Six Months 
Prior To Purchase 

2/98 Reviewed: Added Information In The Benefit Application Section. 

9/99 Reformatted, Description Of Procedure Or Service Changed, Medical Term Definitions Added. 

12/99 Medical Policy Advisory Group 

New Policy Formed Entitled: Sleep Apnea And Breathing Related Sleep Disorders 

10/00 New Policy Issued. Specialty Matched Consultant Review. Medical Policy Advisory Group 
Review. Coding Revised In Billing/Coding Sections. System Coding Changes. 

10/01 Coding Format Changes. 

11/01 Removed References To Automobile Accidents Related To Narcolepsy. 

01/02 CPT Code 41120 Added To The Billing And Coding Section Of The Policy. This Code Is Not 
Covered When Used To Bill A Somnoplasty. 

06/02 Reformatted When Treatment Of Sleep Apnea And Breathing Related Sleep Disorders Are 
Covered Section For Understanding. Changed When Treatment Of Sleep Apnea And Breathing 
Related Sleep Disorders Section To Indicate That Somnoplasty Is A Trade Mark Which Refers 



Page 15 of 20 
An Independent Licensee of the Blue Cross and Blue Shield Association 

 

Sleep Apnea: Diagnosis and Medical Management  
To Radiofrequency Tissue Volume Reduction (Somnoplastytm). The Following Codes Were 
Removed From The Policy: DM495, E0452, K0269. The Following Codes Were Added To The 
Policy: 30520, 42825, 42826, 99508, K0268, K0531, K0532, K0533, K0534. 

07/02 Specialty Matched Consultant Review 6/2002. Removed References Regarding Patients With An 
RDI >30 Not Being Candidates For UPPP. 

10/02 Changed Date Of Next Review. 

10/14/04 Specialty Matched Consultant Advisory Panel Review - 6/21/04. Multiple Updates And 
Clarifications. Under Section I - "When Not Covered"- B. Unattended (Unsupervised) Sleep 
Studies Are Considered Investigational. Under Section II - "When Covered" - A. Medical 
Management, Good Faith Effort At CPAP Compliance Added; B. Surgical Management, 
Clinically Significant UARS Included; "When Not Covered" - C. Additional Non-Covered 
Surgical Procedures Listed, Including RFVTR (Somnoplasty) Of Nasal Turbinates, The Repose 
System, Injection Snoreplasty, CAPSO. Section I - "Billing/Coding"- Removed Deleted CPT 
Code 99508. Section II - "Billing/Coding" - Added The Following HCPCS Codes: A7032, 
A7033, A7034, A7035, A7036, A7037, A7038, A7039, E0470, E0471, E0472, E0561, E0562, 
S2080; Removed CPT Codes 42825, 42826; Removed The Following Deleted HCPCS Codes: 
K0183-K0189, K0268, K0531, K0532, K0533, K0534. Sources Added. Notification Given 
10/14/04. Effective Date 12/23/04. 

12/23/04 Added 2005 CPT Code 0088T To Billing/Coding Section For Treatment Of Sleep Apnea And 
Breathing Related Sleep Disorders In Adults And To Final Billing/Coding Section That Includes 
All Codes In Policy. 

1/20/05 Specified "In Adults" To Name Of Policy With 10/14/04 Notice And Effective Date Of 12/23/04. 
This Was Inadvertently Omitted From 10/14/04 Information. 

05/19/05 Added CPT Code 21685 To Billing/Coding Section For Treatment Of Sleep Apnea And 
Breathing Related Sleep Disorders In Adults And To Final Billing/Coding Section That Includes 
All Codes In Policy. 

6/16/05 Section II: "When Treatment Of Sleep Apnea And Breathing Related Sleep Disorders Is Not 
Covered"; C.4 Now Reads "Palatal Stiffening Procedures, Including But Not Limited To, 
Cautery-Assisted Palatal Stiffening Operation (CAPSO), And The Implantation Of Palatal 
Implants, Are Considered Not Medically Necessary In The Treatment Of Snoring Alone, And 
Are Considered Investigational As A Treatment For UARS Or OSA." Under Same Section 
Removed C.7 "Cautery-Assisted Palatal Stiffening Operation (CAPSO) Is Considered 
Investigational." Since It Is Now Included In C.4 Above; Previous Items C.4, 5 And 6 Were 
Renumbered To 5, 6, And 7 Due To The Changes. Reference Source And Key Words Added. 

9/1/05 Section II.B.2 - Added "E. Tonsillectomy". CPT Code 42826 Added To Billing/Coding Section. 

1/19/06 Added Codes E0485 & E0486 To Appropriate Billing/Coding Sections. 

6/4/07 Description Section: Last Two Paragraphs Revised. 

 Section I-Diagnostic Sleep Testing In Adults, When Not Covered: Deleted A.4. 
"Hypersomnia Without Other Signs/Symptoms Of OSA"; Added F. "Actigraphy Is A Method 
Used To Study Sleep-Wake Patterns And Circadian Rhythms By Assessing Body Movement. 
Actigraphy Devices Are Typically Placed On The Wrist, Ankle, Or Trunk To Record Movement. 
Data Are Collected And Downloaded To A Computer For Display And Analysis. Actigraphy Is 
Considered Investigational As A Technique To Record And Analyze Body Movement, Including 
But Not Limited To Its Use To Evaluate Sleep Disorders."  

 Section I-Diagnostic Sleep Testing In Adults, Policy Guidelines: Third Sentence Of First 
Bullet Revised And Made A Separate Bullet: "A Follow-Up Supervised Polysomnogram May Be 
Indicated For The Assessment Of Treatment Results In The Following Circumstances: After 
Surgical Treatment (I.E., Uvulopalatopharyngoplasty [UPPP]), After Substantial Weight Gain Or 
Weight Loss, Or Change In Symptoms Suggesting That CPAP Should Be Retitrated Or 
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Discontinued." Last Sentence Of First Bullet Made Third Bullet ("More Than Three 
Polysomnograms..."). "Medically Necessary Services Rendered..." Is Now Fourth Bullet. 

 Section II-Treatment Of Sleep Apnea And Breathing Related Sleep Disorders In Adults, 
When Covered: A.1. Deleted >5 And Inserted "Greater Than 10 And Less Than 30 (Mild To 
Moderate Sleep Apnea)" A.3. Added Underlined Wording "These Measures To Acclimate 
Members To Therapy Include Emotional Support To Overcome Initial Reluctance Where 
Appropriate, With Specific Attention To Addressing Claustrophobia,." At End Of A.3. Added 
"Documentation Must Include Ongoing Management By Sleep Specialist Of 3 Months Or 
Greater. Claustrophobia Must Be Addressed By Sleep Specialist Prior To Being Accepted As A 
Reason For Failure Of CPAP. B. Surgical Management: Revised "Conservative Measures As 
Appropriate For An Individual Clinical Situation Must Have Been Tried And Failed Prior To 
Considering Surgical Management (See Policy Guidelines Below). Preoperative Evaluation Must 
Should Include A Comprehensive Sleep History With A Complete Head And Neck Examination, 
Including A Visual Examination Of The Hypopharynx And Larynx. A Complete Head And Neck 
Examination For OSA May Include, As Adjunctive Measures, A Flexible Fiberoptic 
Examination, Müller Maneuver And/Or Cephalometrics As Needed In Order To Determine The 
Site Of Obstruction As Nearly As Clinically Possible. B.1.B. Corrected Per Minute To Per Hour. 
B.2.A. Revised: "Uvulopalatopharyngoplasty (UPPP) May Be Considered Medically Necessary 
For The Treatment Of Clinically Significant OSA Or Clinically Significant UARS If Performed 
To Enhance CPAP Or Bipap Effectiveness In Patients Who Have Tried And Failed A Good Faith 
Effort At Treatment With CPAP, Bipap Or DPAP And Whose Physical Examination Evidences 
Obstruction At The Palatal Level." B.2.B. Revised: "Hyoid Suspension, Surgical Modification 
Of The Tongue (Including Genioglossus Advancement), And/Or Maxillofacial Surgery, 
Including Mandibular-Maxillary Advancement (MMA), May Be Considered Medically 
Necessary In Patients With Clinically Significant OSA And Objective Documentation Of 
Hypopharyngeal Obstruction By Physical Examination If Performed To Enhance CPAP Or 
Bipap Effectiveness, Who Have Tried And Failed A Good Faith Effort At Treatment With CPAP, 
Bipap Or DPAP. Orthognathic Surgery Will Not Be Approved As The First Surgical Therapy 
For OSA Unless Otolaryngology Evaluation Has Ruled Out Obstruction At A Higher Anatomic 
Level (I.E., Nose, Palate). B.2.C. Revised To "Septoplasty When Patient Has OSA With A 
Documented AHI Greater Than 5, And Septoplasty Is Being Performed......" Added B.2.F. 
Turbinate Surgery. 

 Section II-Treatment Of Sleep Apnea And Breathing Related Sleep Disorders In Adults, 
When Not Covered: C.2. Revised: "Laser-Assisted Uvulopalatoplasty (LAUP) Or And 
Radiofrequency Volumetric Tissue Reduction (Somnoplastytm) Are Is Considered Not Medically 
Necessary In The Treatment Of Snoring Alone And Are Is Considered Investigational And Not 
Effective As A Treatment Of UARS Or OSA. C.3. Revised To Include C.8: "Radiofrequency 
Volumetric Tissue Reduction (RFVTR, Somnoplasty) Of Nasal Turbinates Is Considered Not 
Medically Necessary For Snoring And Is Considered Investigational For Treatment Of OSA." 
C.4. Clarified Palatal Implants: "Palatal Stiffening Procedures, Including But Not Limited To, 
Cautery-Assisted Palatal Stiffening Operation (CAPSO), And The Implantation Of Palatal 
Implants (E.G., The "Pillar Procedure") Are Considered Not Medically Necessary In The 
Treatment Of Snoring Alone, And Are Considered Investigational As A Treatment For UARS Or 
OSA." C.5. Revised "Radiofrequency Volumetric Tissue Reduction Of The Soft Palate, Uvula 
And/Or Tongue Base (SomnoplastyTM) Or The Nasal Passages And Soft Palate (Coblation) Is 
Considered Investigational For Treatment Of OSA." Deleted C.8. Since It Is Now Included In 
C3. "Note:" Re: Simple Snoring Moved To The End Of Section And Revised: "Because Snoring, 
In The Absence Of Documented Obstructive Sleep Apnea, Is Not An Illness Or A Disease, 
Treatment Of Snoring, Including Any Surgical Intervention Is Considered Not Medically 
Necessary And Therefore Is Not Covered. Snoring Does Not Fall Within The Definition Of 
Medical Necessity. (Refer To Separate Policy Number MED1301, Medical Necessity.)" 

 Section II-Treatment Of Sleep Apnea And Breathing Related Sleep Disorders In Adults, 
Policy Guidelines: Rather Than Bullets, Each Entry Is Now Numbered. Second Main Bullet, 
Now #2="Conservative Measures Should Must Have Been Tried And Failed Prior To 
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Considering Surgical Management. Conservative Medical Therapy, When Appropriate To The 
Clinical Situation, May Include Weight Loss, Avoidance Of Alcohol, Sedatives And Caffeine 
Consumption, Especially Before Bedtime, Allowing Adequate Sleep Time, Body Position 
During Sleep (Side Versus Back), Oral Appliances, And Positive Airway Pressure Devices And 
Medically Supervised Smoking Cessation Program."   Added #3 "The Plan Recognizes And 
Affirms That Positive Airway Pressure (E.G., CPAP, Bipap) Is The Treatment Of Choice For 
Obstructive Sleep Apnea. For This Reason The General Rule Is That A Good Faith Effort At 
Positive Pressure Must Be Tried And Failed Prior To Coverage Of Surgical Treatment." Moved 
And Revised Last Sentence Of Second Main Bullet, Now #4. "Surgery Is To Be Reserved For 
Patients Who Have Not Responded To Appropriate Medical Alternatives." Added #5 "For Any 
Request For Approval Of A Surgical Procedure, Current Polysomnogram Data (Including The 
Initial Sleep Study, Any CPAP Titration Data, And Any Other Studies Such As MSLT That 
Have Been Performed) Must Be Submitted For Review With The Supporting Medical Record 
Documentation. Generally, The Sleep Study Upon Which Approval Is Requested Must Be Less 
Than 18 Months Old." Added #6 "Polysomnography Data Should Include The Entire Sleep 
Study Record, As Opposed To Merely A Summary. The Following Information Must Be 
Available In The Study Report: Total Sleep Time For The Study; Total RDI Or AHI For The 
Study; Average And Lowest Recorded Oxygen Saturation; For Any Desaturations Below 90%, 
The Length Of Time At The Abnormally Low Saturation Level Or Range; Obstructive Event 
Indices For Supine And Non-Supine Positions, Along With Total Sleep Time Spent Supine; 
Periodic Leg Movement (PLM) Index; For CPAP Titrations: Optimum Pressure, Event Index At 
That Pressure, And Total Sleep Time On CPAP. *The Plan May Require The Complete 
Polysomnogram Data At Its Discretion. Added #7 "A Polysomnogram That Does Not 
Distinguish Between Supine And Non-Supine Obstructive Events, To The Extent That Any 
Possible Positional Predisposition To Obstruction Can Be Determined, Is Not Complete And 
May Not Be Sufficient To Support A Surgical Request.". Added #8 "The Plan May Require A 
Repeat Polysomnogram To Support A Request For Additional Surgical Therapy After Prior 
Surgical Therapy Based On The Initial Polysomnogram.";  

 Medical Term Definitions: Added Definition Of Upper Airway Resistance Syndrome. 

 Billing/Coding Sections: Added CPT Codes 21199, 30130, 30140, 30801, 30802 And 0089T. 

 Scientific Background And Reference Sources: Reference Sources Added. (Pmo)  

7/2/07 HCPCS Codes K0553, K0554 And K0555, Effective July 1, 2007, Added To Appropriate 
Billing/Coding Section. (Pmo)     

1/14/08 Under "Billing/Coding" Section Removed Deleted HCPCS Codes K0553, K0554 And K0555 
And Added The Codes That Replaced Them - A7027, A7028 And A7029. (Pmo) 

01/05/09 Under Appropriate "Billing/Coding" Sections, Removed CPT Codes 0088T And 0089T And 
Added The Codes That Replaced Them - 41530 And 95803. Also Added CPT Codes 41500 And 
41512. Code Additions And Deletions To Be Effective January 1, 2009. (Pmo) 

For New Policy Entitled: Sleep Apnea: Diagnosis And Medical Management 

12/21/09 Notification Of New Policy Entitled Sleep Apnea: Diagnosis And Medical Management. THIS 
POLICY IS NOT EFFECTIVE UNTIL MARCH 30, 2010. Prior To March 30, 2010 Refer To 
Policy Number OTH8138, Sleep Apnea And Breathing Related Sleep Disorders In Adults. The 
Policy Entitled Sleep Apnea And Breathing Related Sleep Disorders In Adults Has Been 
Separated Into Three Policies And Will Be Archived On March 30, 2010. Notification Given 
December 21, 2009. Effective Date March 30, 2010. (Pmo) 

3/30/2010 Under "Billing/Coding" Section, Added Codes 0203T And 0204T. 

6/22/10       Policy Number(S) Removed (Amw) 

7/20/10 Specialty Matched Consultant Advisory Panel Review 5/24/10. No Change To Policy Statement 
Or Coverage Criteria. (Adn) 
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1/04/11 Added CPT Codes 95800 And 95801 To The "Billing/Coding" Section. Also Deleted Codes 

0203T And 0204T. (Adn)  

9/4/12         Added A Related Policy And A Related Guideline.  Added “A Nasal Expiratory Positive Airway 
Pressure (EPAP) Device Is Considered Investigational” To The When Not Covered Section.  
Specialty Matched Consultant Advisory Panel Review 8/15/12.  Notification Given 9/4/12 For 
Policy Effective Date Of 12/11/12. (Sk) 

1/1/13          CPT Codes 95782 And 95783 Added To Billing/Coding Section. (Sk) 

5/14/13       Medical Director Review.  Added Information On The Winx™ Sleep Therapy System To The 
Description Section.  Added “Single Pressure, Oral Airway Devices Without Forced Nasal Air 
Are Not Considered CPAP And Are Considered Investigational In The Treatment Of OSA” To 
The When Not Covered Section. Reference Added.  Notification Given 5/14/13 For  Policy 
Effective Date Of 8/13/13.  (Sk) 

12/31/13      New Code A7047 Added To Billing/Coding Section. (Sk) 

12/31/13      Clarification Added For A Single Night For A Home Sleep Study.  PAP-NAP Studies Are 
Considered Investigational.  Reference Added.  Specialty Matched Consultant Advisory Panel 
Review 8/21/13.  Senior Medical Director Review.  Notification Given 12/31/13 For Policy 
Effective Date 3/11/14.  (Sk) 

12/9/14       Reference Added.  Specialty Matched Consultant Advisory Panel Review 8/26/14.  Medical 
Director Review. Information On Oral Appliances Added To Description Section.  Criteria For 
Use Of Oral Appliances Added To When Covered Section.  Policy Guidelines Updated With 
Information Regarding Effectiveness Of CPAP Compared To Oral Appliances.  Notification 
Given 12/9/2014 For Policy Effective Date 2/10/2015. (Sk) 

2/24/15      References Added.  Added Parasomnias To When Covered Section.  Added Coverage For 
Bariatric Surgery And APAP To When Covered Section.  Clarified That Unattended Home Sleep 
Studies Are Considered Investigational In Children Younger Than 18 Years Of Age. (Sk) 

3/31/15      Senior Medical Director Review.  In Section Titled Medical Management Of Sleep Apnea, 
Clarified The Conditions That Must Be Met Related To Oral Appliance Usage. In Obstructive 
Sleep Apnea In Children Section, Minor Changes Made To Increase Clarity.  (Sk) 

10/1/15      HCPCS Code S8262 Deleted From Billing/Coding Section.  Under IIB, Changed “The Device Is 
Prescribed By A Treating Physician, And/Or Dentist” To “The Device Is Prescribed By A 
Treating Physician”.   Under Policy Guidelines, Clarified That The Medical Professional “Should 
Have Performed A Face To Face Evaluation Of The Patient”.  Specialty Matched Consultant 
Advisory Panel Review 8/26/15.  Policy Noticed 10/1/15 For Effective 12/30/15.  (Sk) 

4/29/16     Reference Added.  (Sk) 

9/30/16     Specialty Matched Consultant Advisory Panel Review 8/31/2016.  (Sk) 

8/10/18     Reference Added.  Investigational Statement Added On Palate Expansion Devices.  Specialty 
Matched Consultant Advisory Panel Review 8/30/2017.  Notification Given 8/10/2018 For Policy 
Effective Date 10/12/2018.  (Sk) 

1/1/19       Added The Word “Minimum” To Criteria 1 Of CPAP Claims Information In Policy Guidelines.  
(Sk) 

11/12/19    References Added. Policy Statements Clarified That Sleep Studies May Report The Respiratory 
Disturbance Index Or Respiratory Event Index. Criteria For Changes In Weight Or Changes In 
Symptoms Were Removed From The Policy Statement On In-Laboratory Polysomnography And 
Added To The Statement On Auto-Adjusting Positive Airway Pressure. Terminology Changed 
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From Home Sleep Study To Home Sleep Apnea Test. Devices That Include A Minimum Of The 
Following 3 Sensors: Nasal Pressure, Chest And Abdominal Respiratory Inductance 
Plethysmography, And Oximetry; Or Alternatively Peripheral Arterial Tone With Oximetry And 
Actigraphy May Be Considered Adequate For Home Sleep Apnea Testing For Obstructive Sleep 
Apnea. Policy Statements Revised To Include New Terminology Of Home Sleep Apnea Test And 
Clarify That Devices Include A Minimum Of 3 Sensors. Specialty Matched Consultant Advisory 
Panel Review 8/21/2019.  (Sk) 

3/31/20     Medical Director Review 3/2020.  The Following Changes Were Made To The Policy.  Under 
When Covered, Item I E, The Words “Moderate Or” Added To The Policy Statement (“Who Are 
At Moderate Or High Risk For Obstructive Sleep Apnea”).  Under When Not Covered, Item I B, 
Removed The Words “To Moderate” From The Statement (“Unattended (Unsupervised) Sleep 
Studies Are Considered Investigational In Patients Who Are Considered At Low To Moderate 
Risk For OSA”). Under Policy Guidelines, Changed “All 4” To “At Least One”, And Replaced 
The Word “High” With The Word “Moderate”.  (Sk) 

9/8/20      Reference Added. Specialty Matched Consultant Advisory Panel Review 8/19/2020.  (Sk) 

10/1/21    New HCPCS Code K1027 Added To Billing/Coding Section Effective 10/1/2021.  (Sk) 

12/14/21    References Added. Specialty Matched Consultant Advisory Panel Review 8/18/2021. 
Investigational Policy Statements Added On A Sleep Positioning Trainer For Positional OSA And 
A Daytime Tongue Stimulation Device. Policy Guidelines Updated. Code K1001 Added To 
Billing/Coding Section.  Notification Give 12/14/2021 For Effective Date 2/22/2022.  (Sk) 

12/30/21    Added Code 42975 To Billing/Coding Section.  Policy Remains On Notification Until 2/22/2022.  
(Sk) 

3/22/22     Minor Typographical Edits Made.  (Sk) 

3/31/22     Added New Codes K1028 And K1029 To Billing/Coding Section.  (Sk) 

1/24/23     Specialty Matched Consultant Advisory Panel Review 8/17/2022.  The Following Was Added     
To Item II B In The When Diagnosis And Medical Management Of Sleep Apnea Is Covered 
Section: “One Or More Of The Following 

o Individual Is Not A Candidate For CPAP Therapy 
o CPAP Therapy Has Not Been Effective Despite A 45-Day Trial And Participation In 

A CPAP Compliance Program 
o Individual Has Tried CPAP But Has Not Been Compliant Despite A 45-Day Trial And 

Participation In A CPAP Compliance Program 
o Individual Prefers To Use An Oral Appliance Rather Than CPAP As The Initial 

Therapy”.  (Sk) 
3/31/23    Added New Code A7049 To Billing/Coding Section Effective 4/1/2023.  (Sk) 
8/29/23   When Covered Section Updated For Clarity. References Added. Specialty Matched Consultant 

Advisory Panel Review 8/2023. Medical Director Review 8/2023. No Change To Policy Statement. 
(tt)  

12/29/23 Removed the following HCPCS codes from Billing/Coding section: K1001, K1028, and K1029. (tt) 

4/1/24     References added. Specialty Matched Consultant Advisory Panel Review 3/2024. Medical Director 
Review 3/2024. Added HCPCS code K1037 to Billing/Coding section, effective date 4/1/2024. No 
change to policy statement. (tt)  
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Sleep Apnea: Diagnosis and Medical Management  
Medical policy is not an authorization, certification, explanation of benefits or a contract. Benefits and eligibility are 
determined before medical guidelines and payment guidelines are applied. Benefits are determined by the group contract and 
subscriber certificate that is in effect at the time services are rendered. This document is solely provided for informational 
purposes only and is based on research of current medical literature and review of common medical practices in the treatment 
and diagnosis of disease. Medical practices and knowledge are constantly changing and BCBSNC reserves the right to review 
and revise its medical policies periodically. 

 


