PROVIDER POLICIES &
PROCEDURES

SPINAL ORTHOSES

The primary purpose of this document is to assist providers enrolled in the Connecticut Medical
Assistance Program (CMAP Providers) with the information needed to support a medical necessity
determination for spinal orthoses. By clarifying the information needed for prior authorization of services,
HUSKY Health hopes to facilitate timely review of requests so that individuals obtain the medically
necessary care they need as quickly as possible.

Spinal orthoses are bracing devices designed to provide support, alignment, and to prevent or correct
spinal column deformities. They are used for a variety of purposes including but not limited to spinal
column deformities and trauma. Their primary uses are to restrict movement, immobilize, and provide
support to the affected spinal region. Spinal orthoses include cervical-thoracic-lumbar-sacral (CTSLO),
thoracic-lumbar-sacral (TLSO), lumbar-sacral (LSO), and lumbar supportive devices.

A prefabricated orthosis is an item that is manufactured in quantity without a specific individual in mind. A
prefabricated orthosis may be considered an off-the-shelf or a custom fitted device that may be trimmed,
bent, molded (with or without heat), or otherwise modified for use by a specific individual. An orthosis that
is assembled from prefabricated components is considered prefabricated. It is inherent in the definition of
prefabricated that a particular item is complete.

A custom fabricated item is one that is made for a specific individual. No other individual would be able to
use this item. A custom fabricated item is a device which is fabricated based on clinically derived and
rectified castings, tracings, measurements, and/or other images (such as X-rays) of the body part.

HUSKY Health primarily uses Change Healthcare’s InterQual® Criteria when reviewing prior
authorization requests for coverage of most spinal orthoses. HUSKY Health will use this policy to
review requests for spinal orthoses for which InterQual® Criteria are not available.

CLINICAL GUIDELINE

Coverage guidelines for spinal orthoses will be made in accordance with the DSS definition of Medical
Necessity. The following criteria are guidelines only. Coverage determinations are based on an
assessment of the individual and his or her unique clinical needs. If the guidelines conflict with the
definition of Medical Necessity, the definition of Medical Necessity shall prevail. The guidelines are as
follows:

Anterior-Posterior-Lateral Control CTLSO — Minerva Type (HCPCS Codes L0700, L0710)
An Anterior-posterior-lateral control CTLSO may be considered medically necessary when the following
criteria are met:
A. The individual has a medical condition requiring support and maximum external restriction of
anterior, posterior, and lateral motion to the cervical, thoracic, lumbar, and sacral spine to
decrease pain, improve functional capacity, and or to prevent further injury; and
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B. The individual and caregiver have been trained in the following:
Movement precautions while wearing the device;

Safe application and removal of device;

Log rolling techniques;

How to safely transfer in and out of bed;

Pressure injury prevention; and

Techniques for completion of ADLs.
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Addition to Spinal Orthosis, NOS (HCPCS Code L0999)
An addition to a spinal orthosis may be considered medically necessary when the following criteria are
met:

A. The addition is a component of a medically necessary spinal orthosis;

B. There is documentation supporting the medical need of the component; and

C. There is no other listed HCPCS code to describe the component.

Coverage guidelines for unlisted codes are available here.

CTLSO - Milwaukee Type (HCPCS Code L1000)
A CTLSO, Milwaukee style brace, may be considered medically necessary when the following criteria are
met:

A. The individual is skeletally immature and has been diagnosed with idiopathic scoliosis;

B. The apex of the curve is above T7;

C. The curve is between 25- and 45- degrees; and

D. The individual and caregiver have been trained in proper brace and skin care.

CTLSO - Infant Immobilizer (HCPCS Code L1001)
Requests for a CTLSO infant immobilizer will be reviewed on a case-by-case basis using the DSS
definition of Medical Necessity.

Note: HCPCS code L1499, spinal orthosis, not otherwise specified may be appropriate when a more
specific HCPCS code does not adequately describe the item to be dispensed. Documentation describing
why the unlisted code is needed is required. Coverage guidelines for unlisted codes are available here.
Coverage guidelines for suit therapy are available here.

NOTE: EPSDT Special Provision

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) is a federal Medicaid requirement that
requires the Connecticut Medical Assistance Program (CMAP) to cover services, products, or procedures
for Medicaid enrollees under 21 years of age where the service or good is medically necessary health
care to correct or ameliorate a defect, physical or mental iliness, or a condition identified through a
screening examination. The applicable definition of medical necessity is set forth in Conn. Gen. Stat.
Section 17b-259b (2011) [ref. CMAP Provider Bulletin PB 2011-36].

PROCEDURE

Requests for coverage of spinal orthoses will be reviewed in accordance with procedures in place for
reviewing requests for durable medical equipment. Coverage determinations will be based upon a review
of requested and/or submitted case-specific information.

The following information is needed to review requests for a spinal orthoses:
1. Fully completed authorization request via on-line web portal;
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2. A signed prescription, written within the past 12 months, from the treating physician, advanced
practice registered nurse (APRN), or physician assistant (PA) enrolled in the Connecticut Medical
Assistance Program (CMAP);

3. Documentation from the treating provider, written within the past 12 months, as outlined in the
Clinical Guideline section of this policy, supporting the medical need for a spinal orthosis and type
of orthosis (prefabricated versus custom fabricated); and

4. Pricing information (manually priced items only) as outlined in the DSS Pricing Policy for MEDS
Items, including make and model of components/accessories.

EFFECTIVE DATE
This policy for the prior authorization for spinal orthoses for individuals covered under the HUSKY Health
Program is effective February 1, 2025.

LIMITATIONS
N/A

CODES:
Reviewed Using Policy

Code | Description

LO700 | Cervical-thoracic-lumbar-sacral-orthoses (CTLSO), anterior-posterior-lateral control, molded to
patient model (Minerva type)

L0710 | Cervical-thoracic-lumbar-sacral-orthoses (CTLSO), anterior-posterior-lateral-control, molded to
patient model, with interface material (Minerva type)

L0999 | Addition to spinal orthosis, not otherwise specified

L1000 | Cervical-thoracic-lumbar-sacral orthosis (CTLSO) (Milwaukee), inclusive of furnishing initial
orthosis, including model

L1001 | Cervical-thoracic-lumbar-sacral orthosis (CTLSO), immobilizer, infant size, prefabricated,
includes fitting and adjustment

Reviewed Using InterQual Criteria

Code | Description

L0456 | Thoracic-lumbar-sacral orthosis (TLSO), flexible, provides trunk support, thoracic region, rigid
posterior panel and soft anterior apron, extends from the sacrococcygeal junction and
terminates just inferior to the scapular spine, restricts gross trunk motion in the sagittal plane,
produces intracavitary pressure to reduce load on the intervertebral disks, includes straps and
closures, prefabricated item that has been trimmed, bent, molded, assembled, or otherwise
customized to fit a specific patient by an individual with expertise

L0460 | Thoracic-lumbar-sacral orthosis (TLSO), triplanar control, modular segmented spinal system,
two rigid plastic shells, posterior extends from the sacrococcygeal junction and terminates just
inferior to the scapular spine, anterior extends from the symphysis pubis to the sternal notch,
soft liner, restricts gross trunk motion in the sagittal, coronal, and transverse planes, lateral
strength is provided by overlapping plastic and stabilizing closures, includes straps and closures,
prefabricated item that has been trimmed, bent, molded, assembled, or otherwise customized to
fit a specific patient by an individual with expertise
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L0468 | Thoracic-lumbar-sacral orthosis (TLSO), sagittal-coronal control, rigid posterior frame and
flexible soft anterior apron with straps, closures and padding, extends from sacrococcygeal
junction over scapulae, lateral strength provided by pelvic, thoracic, and lateral frame pieces,
restricts gross trunk motion in sagittal, and coronal planes, produces intracavitary pressure to
reduce load on intervertebral disks, prefabricated item that has been trimmed, bent, molded,
assembled, or otherwise customized to fit a specific patient by an individual with expertise

L0480 | Thoracic-lumbar-sacral orthosis (TLSO), triplanar control, one-piece rigid plastic shell without
interface liner, with multiple straps and closures, posterior extends from sacrococcygeal junction
and terminates just inferior to scapular spine, anterior extends from symphysis pubis to sternal
notch, anterior or posterior opening, restricts gross trunk motion in sagittal, coronal, and
transverse planes, includes a carved plaster or CAD-CAM model, custom fabricated

L0482 | Thoracic-lumbar-sacral orthosis (TLSO), triplanar control, one-piece rigid plastic shell without
interface liner, with multiple straps and closures, posterior extends from sacrococcygeal junction
and terminates just inferior to scapular spine, anterior extends from symphysis pubis to sternal
notch, anterior or posterior opening, restricts gross trunk motion in sagittal, coronal, and
transverse planes, includes a carved plaster or CAD-CAM model, custom fabricated

L0484 | Thoracic-lumbar-sacral orthosis (TLSO), triplanar control, two-piece rigid plastic shell without
interface liner, with multiple straps and closures, posterior extends from sacrococcygeal junction
and terminates just inferior to scapular spine, anterior extends from symphysis pubis to sternal
notch, lateral strength is enhanced by overlapping plastic, restricts gross trunk motion in the
sagittal, coronal, and transverse planes, includes a carved plaster or CAD-CAM model, custom
fabricated

L0486 | Thoracic-lumbar-sacral orthosis (TLSO), triplanar control, two-piece rigid plastic shell with
interface liner, multiple straps and closures, posterior extends from sacrococcygeal junction and
terminates just inferior to scapular spine, anterior extends from symphysis pubis to sternal notch,
lateral strength is enhanced by overlapping plastic, restricts gross trunk motion in the sagittal,
coronal, and transverse planes, includes a carved plaster or CAD-CAM model, custom
fabricated

L0488 | Thoracic-lumbar-sacral orthosis (TLSO), triplanar control, one-piece rigid plastic shell with
interface liner, multiple straps and closures, posterior extends from sacrococcygeal junction and
terminates just inferior to scapular spine, anterior extends from symphysis pubis to sternal notch,
anterior or posterior opening, restricts gross trunk motion in sagittal, coronal, and transverse
planes, prefabricated, includes fitting and adjustment

L0491 | Thoracic-lumbar-sacral orthosis (TLSO), sagittal-coronal control, modular segmented spinal
system, two rigid plastic shells, posterior extends from the sacrococcygeal junction and
terminates just inferior to the scapular spine, anterior extends from the symphysis pubis to the
xiphoid, soft liner, restricts gross trunk motion in the sagittal and coronal planes, lateral strength
is provided by overlapping plastic and stabilizing closures, includes straps and closures,
prefabricated, includes fitting and adjustment

L0492 | Thoracic-lumbar-sacral orthosis (TLSO), sagittal-coronal control, modular segmented spinal
system, three rigid plastic shells, posterior extends from the sacrococcygeal junction and
terminates just inferior to the scapular spine, anterior extends from the symphysis pubis to the
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xiphoid, soft liner, restricts gross trunk motion in the sagittal and coronal planes, lateral strength
is provided by overlapping plastic and stabilizing closures, includes straps and closures,
prefabricated, includes fitting and adjustment

L0631

Lumbar-sacral orthosis (LSO), sagittal control, with rigid anterior and posterior panels, posterior
extends from sacrococcygeal junction to T-9 vertebra, produces intracavitary pressure to reduce
load on the intervertebral discs, includes straps, closures, may include padding, shoulder straps,
pendulous abdomen design, prefabricated item that has been trimmed, bent, molded,
assembled, or otherwise customized to fit a specific patient by an individual with expertise

L0635

Lumbar-sacral orthosis (LSO), sagittal-coronal control, lumbar flexion, rigid posterior
frame/panel(s), lateral articulating design to flex the lumbar spine, posterior extends from
sacrococcygeal junction to T-9 vertebra, lateral strength provided by rigid lateral frame/panel(s),
produces intracavitary pressure to reduce load on intervertebral discs, includes straps, closures,
may include padding, anterior panel, pendulous abdomen design, prefabricated, includes fitting
and adjustment

LO636

Lumbar-sacral orthosis (LSO), sagittal-coronal control, lumbar flexion, rigid posterior
frame/panels, lateral articulating design to flex the lumbar spine, posterior extends from
sacrococcygeal junction to T-9 vertebra, lateral strength provided by rigid lateral frame/panels,
produces intracavitary pressure to reduce load on intervertebral discs, includes straps, closures,
may include padding, anterior panel, pendulous abdomen design, custom fabricated

L0637

Lumbar-sacral orthosis (LSO), sagittal-coronal control, with rigid anterior and posterior
frame/panels, posterior extends from sacrococcygeal junction to T-9 vertebra, lateral strength
provided by rigid lateral frame/panels, produces intracavitary pressure to reduce load on
intervertebral discs, includes straps, closures, may include padding, shoulder straps, pendulous
abdomen design, prefabricated item that has been trimmed, bent, molded, assembled, or
otherwise customized to fit a specific patient by an individual with expertise

L0638

Lumbar-sacral orthosis (LSO), sagittal-coronal control, with rigid anterior and posterior
frame/panels, posterior extends from sacrococcygeal junction to T-9 vertebra, lateral strength
provided by rigid lateral frame/panels, produces intracavitary pressure to reduce load on
intervertebral discs, includes straps, closures, may include padding, shoulder straps, pendulous
abdomen design, custom fabricated.

L0639

Lumbar-sacral orthosis (LSO), sagittal-coronal control, rigid shell(s)/panel(s), posterior extends
from sacrococcygeal junction to T-9 vertebra, anterior extends from symphysis pubis to xyphoid,
produces intracavitary pressure to reduce load on the intervertebral discs, overall strength is
provided by overlapping rigid material and stabilizing closures, includes straps, closures, may
include soft interface, pendulous abdomen design, prefabricated item that has been trimmed,
bent, molded, assembled, or otherwise customized to fit a specific patient by an individual with
expertise

L0640

Lumbar-sacral orthosis (LSO), sagittal-coronal control, rigid shell(s)/panel(s), posterior extends
from sacrococcygeal junction to T-9 vertebra, anterior extends from symphysis pubis to xiphoid,
produces intracavitary pressure to reduce load on the intervertebral discs, overall strength is
provided by overlapping rigid material and stabilizing closures, includes straps, closures, may
include soft interface, pendulous abdomen design, custom fabricated
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L1200 | Thoracic-lumbar-sacral-orthosis (TLSO), inclusive of furnishing initial orthosis only

L1499 | Spinal orthosis, not otherwise specified

DEFINITIONS

1. HUSKY A: Connecticut children and their parents or a relative caregiver; and pregnant women may
qualify for HUSKY A (also known as Medicaid). Income limits apply.

2. HUSKY B: Uninsured children under the age of 19 in higher income households may be eligible for
HUSKY B (also known as the Children’s Health Insurance Program) depending on their family income
level. Family cost-sharing may apply.

3. HUSKY C: Connecticut residents who are age 65 or older or residents who are ages 18-64 and who are
blind, or have another disability, may qualify for Medicaid coverage under HUSKY C (this includes
Medicaid for Employees with Disabilities (MED-Connect), if working). Income and asset limits apply.

4. HUSKY D: Connecticut residents who are ages 19-64 without dependent children and who: (1) do not
qualify for HUSKY A; (2) do not receive Medicare; and (3) are not pregnant, may qualify for HUSKY D
(also known as Medicaid for the Lowest-Income populations).

5. HUSKY Health Program: The HUSKY A, HUSKY B, HUSKY C, HUSKY D and HUSKY Limited
Benefit programs, collectively.

6. HUSKY Limited Benefit Program or HUSKY, LBP: Connecticut’'s implementation of limited health
insurance coverage under Medicaid for individuals with tuberculosis or for family planning purposes
and such coverage is substantially less than the full Medicaid coverage.

7. Medically Necessary or Medical Necessity: (as defined in Connecticut General Statutes § 17b-
259b) Those health services required to prevent, identify, diagnose, treat, rehabilitate or ameliorate
an individual's medical condition, including mental illness, or its effects, in order to attain or maintain
the individual's achievable health and independent functioning provided such services are: (1)
Consistent with generally accepted standards of medical practice that are defined as standards that
are based on (A) credible scientific evidence published in peer-reviewed medical literature that is
generally recognized by the relevant medical community, (B) recommendations of a physician-
specialty society, (C) the views of physicians practicing in relevant clinical areas, and (D) any other
relevant factors; (2) clinically appropriate in terms of type, frequency, timing, site, extent and duration
and considered effective for the individual's iliness, injury or disease; (3) not primarily for the
convenience of the individual, the individual's health care provider or other health care providers; (4)
not more costly than an alternative service or sequence of services at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of the individual's illness,
injury or disease; and (5) based on an assessment of the individual and his or her medical condition.
prescription.

8. Prior authorization: A process for approving covered services prior to the delivery of the service or
initiation of the plan of care based on a determination by CHNCT as to whether the requested service
is medically necessary.
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