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________________________________________________________________________ 
 
 

HOME USE OF SUIT THERAPY DEVICES 
 
 
The primary purpose of this document is to assist providers enrolled in the Connecticut Medical 
Assistance Program (CMAP) with the information needed to support a medical necessity determination 
for home use of a suit therapy device. 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. Suit therapy has been proposed as an 
alternative treatment for impairments associated with sensory integration disorders, cerebral palsy, and 
other neuromuscular conditions.  
 
 
CLINICAL GUIDELINE 
Coverage guidelines for home use of a suit therapy device are 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 their 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: 
 
The use of a suit therapy device (including but not limited to the Adeli Suit and TheraTogs) in a home 
setting is considered investigational and therefore not medically necessary for the treatment of any 
condition, including, but not limited to, cerebral palsy and other neuromuscular conditions, as there is 
insufficient evidence in peer-reviewed, published medical literature supporting safety and clinical efficacy 
in the home setting. 

 
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 illness, 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 
Prior authorization for the home use of a suit therapy device is required. Requests for coverage are 
reviewed in accordance with procedures in place for reviewing requests for durable medical equipment. 
Coverage determinations are based upon a review of requested and/or submitted case-specific 
information. 
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EFFECTIVE DATE 
This policy for the prior authorization for home use of a suit therapy device for individuals covered under 
the HUSKY Health Program is effective May 1, 2022. 
 
 
LIMITATIONS 
Not Applicable 
 
 
CODE: 

Code Description 

N/A There is no specific code for suit therapy devices 

 
 
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 illness, 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. 
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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.  

 
 
REFERENCES 

• Almeida KM, Fonseca ST, Figueiredo PRP, Aquino AA, Mancini MC. Effects of interventions with 
therapeutic suits (clothing) on impairments and functional limitations of children with cerebral 
palsy: a systematic review. Braz J Phys Ther. 2017;21(5):307-320. doi:10.1016/j.bjpt.2017.06.009 

• Bar-Haim S, Harries N, Belokopytov M, et al. Comparison of efficacy of Adeli suit and 
neurodevelopmental treatments in children with cerebral palsy. Dev Med Child Neurol. 
2006;48(5):325-330. doi:10.1017/S0012162206000727 

• Flanagan A, Krzak J, Peer M, Johnson P, Urban M. Evaluation of short-term intensive orthotic 
garment use in children who have cerebral palsy. Pediatr Phys Ther. 2009;21(2):201-204. 
doi:10.1097/PEP.0b013e3181a347ab 

• Gait Rehabilitation Post Stroke:the Long Term Effect of Two Walking Aids -Canes and 
TheraTogs. Clinical Trial. Technical University of Bern. Available at: 
https://clinicaltrials.gov/ct2/show/NCT01366729. (Study terminated due to inability to recruit 
enough subject to reach statistical power) 

• Ko MS, Lee JA, Kang SY, Jeon HS. Effect of Adeli suit treatment on gait in a child with cerebral 
palsy: a single-subject report. Physiother Theory Pract. 2015;31(4):275-282. 
doi:10.3109/09593985.2014.996307 

• Lee BH. Clinical usefulness of Adeli suit therapy for improving gait function in children with spastic 
cerebral palsy: a case study. J Phys Ther Sci. 2016;28(6):1949-1952. doi:10.1589/jpts.28.1949 

• Liptak GS. Complementary and alternative therapies for cerebral palsy. Ment Retard Dev Disabil 
Res Rev. 2005;11(2):156-163. doi:10.1002/mrdd.20066 

• Maguire C, Sieben JM, Erzer F, et al. How to improve walking, balance and social participation 
following stroke: a comparison of the long term effects of two walking aids--canes and an orthosis 
TheraTogs--on the recovery of gait following acute stroke. A study protocol for a multi-centre, 
single blind, randomised control trial. BMC Neurol. 2012;12:18. Published 2012 Mar 30. 
doi:10.1186/1471-2377-12-18 

• Martins E, Cordovil R, Oliveira R, et al. Efficacy of suit therapy on functioning in children and 
adolescents with cerebral palsy: a systematic review and meta-analysis. Dev Med Child Neurol. 
2016;58(4):348-360. doi:10.1111/dmcn.12988 

• Serrao M, Casali C, Ranavolo A, et al. Use of dynamic movement orthoses to improve gait 
stability and trunk control in ataxic patients. Eur J Phys Rehabil Med. 2017;53(5):735-743. 
doi:10.23736/S1973-9087.17.04480-X 

• TheraTogs Inc. (Website). Telluride Co: TheraTogs  2022. Accessed January 4, 2022. Available 
at: https://theratogs.com/  
 

 
PUBLICATION HISTORY 
 

Status Date Action Taken 

Original Publication March 2022 Approved at the CHNCT Medical Reviewer  
meeting on January 12, 2022. Approved by the 
CHNCT Clinical Quality Subcommittee on 

http://www.ct.gov/husky
http://www.huskyhealthct.org/providers/benefits_authorizations.html
http://www.ctdssmap.com/
https://clinicaltrials.gov/ct2/show/NCT01366729
https://theratogs.com/


 

Please note that authorization is based on medical necessity at the time the authorization is issued and is not a guarantee of payment.  Payment 
is based on the individual having active coverage, benefits and policies in effect at the time of service. 
  
To determine if a service or procedure requires prior authorization, CMAP Providers may refer to the Benefit and Authorization Grids summaries 
on www.ct.gov/husky  by clicking on “For Providers” followed by “Benefit Grids”. For a definitive list of benefits and service limitations, CMAP 
Providers may access the CMAP provider fee schedules and regulations at www.ctdssmap.com.  
  

  
 

4 

March, 21, 2022. Approved by DSS on March 
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