MEDICAL POLICY
No. 91156-R3
RECURRENT SPONTANEOUS ABORTION
Effective Date: June 4, 2015

Review Dates: 1/93, 12/99, 12/01, 12/02, 11/03,
11/04, 10/05, 10/06, 10/07, 10/08, 10/09, 10/10, 10/11,
10/12, 10/13, 11/14, 5/15, 5/16, 5/17, 5/18
Status: Current

Date of Origin: July 31, 1992

I.

POLICY/CRITERIA
A. The following are considered ineffective in the treatment of recurrent spontaneous
abortion and are not covered benefits:
1.
2.

Injection of paternal leukocytes (paternal white cell immunization or paternal
cell alloimmunization)
Intravenous immunoglobulin (IVIG) therapy

B. The following tests/studies are considered experimental and investigational and are
not covered benefits:
1. Reproductive immunophenotype (CD3+, CD4+, CD5+, CD8+, CD16+,
CD19+, CD56+)
2. Cytokine polymorphisms analysis (Th1/Th2 intra-cellular cytokine ratio)
3. Natural Killer (NK) cell testing

II.

MEDICAL NECESSITY REVIEW
Required

Not Required

Not Applicable

III. APPLICATION TO PRODUCTS
Coverage is subject to member’s specific benefits. Group specific policy will
supersede this policy when applicable.
 HMO/EPO: This policy applies to insured HMO/EPO plans.
 POS: This policy applies to insured POS plans.
 PPO: This policy applies to insured PPO plans. Consult individual plan documents as state
mandated benefits may apply. If there is a conflict between this policy and a plan document,
the provisions of the plan document will govern.
 ASO: For self-funded plans, consult individual plan documents. If there is a conflict
between this policy and a self-funded plan document, the provisions of the plan document will
govern.
 INDIVIDUAL: For individual policies, consult the individual insurance policy. If there is a
conflict between this medical policy and the individual insurance policy document, the
provisions of the individual insurance policy will govern.
 MEDICARE: Coverage is determined by the Centers for Medicare and Medicaid Services
(CMS); if a coverage determination has not been adopted by CMS, this policy applies.
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 MEDICAID/HEALTHY MICHIGAN PLAN: For Medicaid/Healthy Michigan Plan
members, this policy will apply. Coverage is based on medical necessity criteria being met
and the appropriate code(s) from the coding section of this policy being included on the
Michigan Medicaid Fee Schedule located at: http://www.michigan.gov/mdch/0,1607,7-1322945_42542_42543_42546_42551-159815--,00.html. If there is a discrepancy between this
policy and the Michigan Medicaid Provider Manual located
at: http://www.michigan.gov/mdch/0,1607,7-132-2945_5100-87572--,00.html, the Michigan
Medicaid Provider Manual will govern. If there is a discrepancy or lack of guidance in the
Michigan Medicaid Provider Manual, the Priority Health contract with Michigan Medicaid
will govern. For Medical Supplies/DME/Prosthetics and Orthotics, please refer to the
Michigan Medicaid Fee Schedule to verify coverage.

Special Notes: This policy is renamed from the previous “Immunotherapy for
Habitual Abortions”

IV. DESCRIPTION
Recurrent spontaneous abortion (RSA) is defined as 3 or more consecutive pregnancies
with the same partner which end in miscarriage before 20 weeks gestation. One theory
about RSA is that the mother forms an allergic response to the placenta or other fetal
tissue, and that the mother could be desensitized by giving her small doses of tissue
from the father or from other’s reproductive tissue. Primarily, two forms of
immunotherapy have been attempted for RSA: injection of paternal leukocytes and
intravenous immunoglobulin. The American College of Obstetricians and Gynecologists
(2001) considers these two therapies as ineffective.

V.

CODING INFORMATION
ICD-10 Codes that may support medical necessity:
N96
Recurrent pregnancy loss
O09.211 - O09.219 Supervision of pregnancy with history of pre-term labor
O09.291 - O09.299 Supervision of pregnancy with other poor reproductive or obstetric
history
O26.20 – O26.23
Pregnancy care for patient with recurrent pregnancy loss
Z31.441
Encounter for testing of male partner of patient with recurrent
pregnancy loss
CPT/HCPCS Codes (list not inclusive):
88184
Flow cytometry, cell surface, cytoplasmic, or nuclear marker, technical
component only; first marker
88185
Flow cytometry, cell surface, cytoplasmic, or nuclear marker, technical
component only; each additional marker (List separately in addition to code for
first marker)
88187
Flow cytometry, interpretation; 2 to 8 markers
88188
Flow cytometry, interpretation; 9 to 15 markers
88189
Flow cytometry, interpretation; 16 or more markers
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(See also Pharmacy authorization criteria for Intravenous Immunoglobulin)
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AMA CPT Copyright Statement:
All Current Procedure Terminology (CPT) codes, descriptions, and other data are copyrighted by the
American Medical Association.
This document is for informational purposes only. It is not an authorization, certification, explanation of
benefits, or contract. Receipt of benefits is subject to satisfaction of all terms and conditions of coverage.
Eligibility and benefit coverage are determined in accordance with the terms of the member’s plan in effect
as of the date services are rendered. Priority Health’s medical policies are developed with the assistance
of medical professionals and are based upon a review of published and unpublished information including,
but not limited to, current medical literature, guidelines published by public health and health research
agencies, and community medical practices in the treatment and diagnosis of disease. Because medical
practice, information, and technology are constantly changing, Priority Health reserves the right to review
and update its medical policies at its discretion.
Priority Health’s medical policies are intended to serve as a resource to the plan. They are not intended to
limit the plan’s ability to interpret plan language as deemed appropriate. Physicians and other providers
are solely responsible for all aspects of medical care and treatment, including the type, quality, and levels
of care and treatment they choose to provide.
The name “Priority Health” and the term “plan” mean Priority Health, Priority Health Managed Benefits,
Inc., Priority Health Insurance Company and Priority Health Government Programs, Inc.
Page 3 of 3

