
Corporate Medical Policy 

Positive Airway Pressure Devices and 

Oral Appliances for Obstructive Sleep Apnea 

Description of Procedure or Service 

Continuous positive airway pressure (CPAP) delivers a fixed level of pressure to the airway throughout 

inspiration and expiration; this serves to stent a collapsible airway while also positively impacting 

atelectasis, improving oxygenation, decreasing the work of breathing, and reducing left ventricular 

afterload. A variety of interfaces may be used to connect the patient to the device at home (eg, 

combined mouth-nasal cradle mask, nasal mask, nasal pillows). Identifying the best interface for the 

patient during the CPAP titration phase may improve adherence. CPAP is administered as a first-line 

therapy to treat obstructive sleep apnea (MCG Health, 2019). 

Bilevel positive airway pressure (BPAP) delivers separate, adjustable, lower expiratory and higher 

inspiratory positive airway pressures for assisted ventilation.  In contrast to home ventilators, which 

offer a broader choice of ventilation modes, BPAP devices are considered respiratory assist devices for 

patients who can tolerate interruption of ventilatory support without rapidly experiencing harm or 

death. The goals of noninvasive positive pressure ventilation are to improve oxygenation, reduce 

hypercapnia and atelectasis, support ventilation, and improve right ventricular afterload (MCG Health, 

2019). 

Benefit 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. 

Policy Statement 

GEHA will provide coverage for positive airway devices when it is determined to be medically necessary 

because the medical criteria and guidelines as documented below have been demonstrated. 

When Continuous Positive Airway Pressure (CPAP) Device is covered: 

A. Adult and adolescent (13 years and older)

1. CPAP with or without a humidifier for an initial 90 day period is considered medically

necessary for the treatment of OSA when EITHER of the following criteria is met:

a. apnea/hypopnea index (AHI) or respiratory disturbance index (RDI) or

respiratory event index (REI) ≥ 15 as documented by polysomnography (PSG) or

home sleep apnea test (HSAT)

b. AHI/RDI/REI ≥ 5 and < 15 as documented by PSG or HSAT, when accompanied by

symptoms of OSA (e.g., excessive daytime sleepiness, impaired cognition, mood

disorders or insomnia) or when the individual has hypertension (systolic >140 or

diastolic >90), ischemic heart disease or history of stroke

B. Children younger than 13 years old
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1. CPAP with or without a humidifier for an initial 90 day period is considered medically 

necessary for the treatment of OSA when the following criteria is met: 

a. OSA diagnosis established by diagnostic sleep test and 

b. child weighs 30 kilograms (66 pounds) or more 

When Bi-level Positive Airway Pressure (BPAP) Device is covered: 

A. Bi-level positive airway pressure (BPAP) without a back-up respiratory rate, with or without a 

humidifier is considered medically necessary for the treatment of OSA for an individual with 

coexisting central hypoventilation or for an individual who requires, but proves intolerant to, 

high pressures of CPAP or APAP. 

 

PAP Device Adherence 

Continued coverage beyond the first three Months (90 days) of therapy 

A medically necessary PAP device beyond the first three months of therapy when, no sooner than the 

31st day, there is objective evidence documenting the member is adhering to PAP therapy. 

Objective evidence of adherence to PAP therapy, is defined as use of PAP ≥ 4 hours per 24 hour period 

for 70% of use during a consecutive 30 day period. 

If the above criterion is not met, continued coverage of a PAP device and related accessories will be 

considered not medically necessary. 

When Positive airway pressure (PAP) is not covered: 

PAP treatment (i.e., CPAP, APAP, BPAP) for any other indication (e.g., acute lung injury, asthma, 

pneumonia, as an alternative to endotracheal intubation following esophagectomy, bronchiolitis in 

infants and children; not an all-inclusive list) is considered experimental, investigational or unproven 

because of insufficient evidence in the peer-reviewed literature. 

The treatment of snoring alone by any method is considered not medically necessary. 

PAP cleaning machines are considered a convenience item and not medically necessary. 

When Oral Appliances for obstructive sleep apnea (OSA) is covered: 

A. Mandibular advancement oral appliances to reduce upper airway collapsibility or tongue 

retaining devices are considered medically necessary for  members who have sleep test results 

that meets one of the following criteria: 

1. The AHI or RDI is greater than or equal to 15 events per hour with a minimum of 30 

events; or 

2. The AHI or RDI is greater than or equal to 5 and less than 15 events per hour with a 

minimum of 10 events and documentation of: 

a. Documented history of stroke; or 

b. Documented hypertension (systolic blood pressure greater than 140 mm Hg 

and/or diastolic blood pressure greater than 90 mm Hg); or 

c. Documented ischemic heart disease; or 

d. Documented symptoms of impaired cognition, mood disorders, or insomnia; or 
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e. Excessive daytime sleepiness (documented by either Epworth greater than 10 or 

MSLT less than 6); or 

f. Greater than 20 episodes of oxygen desaturation (i.e., oxygen saturation of less 

than 85%) during a full night sleep study, or any 1 episode of oxygen 

desaturation (i.e., oxygen saturation of less than 70%) or 

3. If the AHI is greater than 30 or the RDI is greater than 30 and meets either of the 

following:  

a. The member is not able to tolerate a positive airway pressure (PAP) device; or 

b. The use of a PAP device is contraindicated 

Replacement of oral appliances is considered medically necessary at the end of their 5-year RUL.  

Replacement of these items is considered medically necessary prior to the end of the 5-year RUL due to 

a change in the member’s condition. Replacement needed due to misuse or abuse are not covered. 

When Oral Appliances for obstructive sleep apnea (OSA) is not covered: 

Oral appliances to reduce upper airway collapsibility are considered experimental and investigational for 

indications other than OSA. 

Oral appliances are considered experimental and investigational for treatment of upper airway 

resistance syndrome (UARS). 

Oral appliances for snoring (e.g., Snore Guard) are considered not medically necessary treatment of 

disease, as snoring is not considered a disease. 

Compliance monitors for oral appliances have no proven value. 

The Zzoma positional device is considered not medically necessary because it has not been proven to be 

superior to other interventions to keep a person in a non-supine position. 

Nasal dilators are considered experimental and investigational for the treatment of OSA because their 

effectiveness has not been established. 

The Winx therapy system/oral pressure therapy is considered experimental and investigational for the 

treatment of OSA because of insufficient evidence in the peer-reviewed published medical literature of 

its effectiveness and safety. 

Policy Guidelines 

American Academy of Sleep Medicine AASM (2019) recommends Continuous positive airway pressure 

(CPAP) for patients with moderate to severe OSA (Standard) and mild OSA (Optional). 

Bilevel positive airway pressure can be considered in CPAP-intolerant patients (Consensus). 

Autotitrating positive airway pressure can be considered in CPAP-intolerant patients (Consensus). 

The AASM (2019) published a clinical practice guideline on the treatment of OSA with positive airway 

pressure (PAP) that was based on a systematic review of the evidence. "A STRONG recommendation is 

one that clinicians should follow under most circumstances. A CONDITIONAL recommendation reflects a 

lower degree of certainty regarding the outcome and appropriateness of the patient-care strategy for all 

patients." 
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The AASM provided strong recommendations for the following use of PAP therapy in adults: Use of PAP 

to treat OSA in adults with excessive sleepiness; That PAP therapy be initiated at home using APAP or in-

laboratory PAP titration in adults with no significant morbidities; Use of CPAP or APAP for ongoing 

treatment of OSA; and that clinicians provide educational interventions with the initiation of PAP. 

The AASM provided conditional recommendations (suggest) for the following use of PAP therapy in 

adults: Use of PAP to treat OSA in adults with impaired sleep-related quality of life. Use of PAP to treat 

OSA in adults with comorbid hypertension; Use CPAP or APAP over BPAP in the routine treatment of 

OSA; That behavioral and/or troubleshooting interventions be given during the initial period of PAP 

therapy; and that clinicians use telemonitoring during the initial period of PAP therapy. 

The Centers for Medicare & Medicaid Services (CMS; 2001) published a decision memorandum on CPAP 

that addressed how to define moderate-to-severe OSA as a guide to a coverage policy for CPAP. This 

review of the literature suggested there is a risk of hypertension with an AHI greater than 15 events per 

hour, and thus treatment would be warranted for these patients without any additional signs and 

symptoms. For patients with an AHI between 5 and 15 events per hour and associated symptoms, CMS 

concluded that the data from 3 randomized controlled trials demonstrated improved daytime 

somnolence and functioning in those treated with CPAP. 

The CMS (2008) expanded coverage of CPAP to include those beneficiaries with a diagnosis of OSA made 

with a combination of clinical evaluation and unattended home sleep monitoring using a device with at 

least 3 channels. There is variability in the published medical literature about the definition of the events 

that constitute a respiratory disturbance, and, for the purposes of this national coverage decision, a 

respiratory disturbance was defined in the context of the sleep test technology of interest and, for 

portable monitoring devices that do not measure AHI or Respiratory Disturbance Index (RDI) directly, 

does not require direct measurement of airflow. 

Effective in March 2008, CMS determined that CPAP therapy, when used in adults with OSA, would be 

considered reasonable and necessary in the following situations: 

1. "The use of CPAP is covered under Medicare when used in adult patients with OSA. Coverage of CPAP 

is initially limited to a 12-week period to identify beneficiaries diagnosed with OSA as subsequently 

described who benefit from CPAP. CPAP is subsequently covered only for those beneficiaries diagnosed 

with OSA who benefit from CPAP during this 12-week period. 

2. The provider of CPAP must conduct education of the beneficiary prior to the use of the CPAP device to 

ensure that the beneficiary has been educated in the proper use of the device. A caregiver, for example, 

a family member, may be compensatory, if consistently available in the beneficiary's home and willing 

and able to safely operate the CPAP device. 

3. A positive diagnosis of OSA for the coverage of CPAP must include clinical evaluation and a positive: 

1. attended PSG performed in a sleep laboratory; or 

2. unattended HST [home sleep test] with a Type II home sleep monitoring device; or 

3. unattended HST with a Type III home sleep monitoring device; or 
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4. unattended HST with a Type IV home sleep monitoring device that measures at least 3 

channels. 

4. The sleep test must have been previously ordered by the beneficiary's treating physician and 

furnished under appropriate physician supervision. 

5. An initial 12-week period of CPAP is covered in adult patients with OSA if either of the following 

criteria using the AHI or RDI are met: 

1. AHI or RDI greater than or equal to 15 events per hour, or 

2. AHI or RDI greater than or equal to 5 events and less than or equal to 14 events per hour with 

documented symptoms of excessive daytime sleepiness, impaired cognition, mood disorders or 

insomnia, or documented hypertension, ischemic heart disease, or history of stroke. 

6. The AHI or RDI is calculated on the average number of events of per hour. If the AHI or RDI is 

calculated based on less  than 2 hours of continuous recorded sleep, the total number of recorded 

events to calculate the AHI or RDI during sleep testing must be at minimum the number of events that 

would have been required in a 2-hour period. 

7. Apnea is defined as a cessation of airflow for at least 10 seconds. Hypopnea is defined as an abnormal 

respiratory event lasting at least 10 seconds with at least a 30% reduction in thoracoabdominal 

movement or airflow as compared to baseline and with at least a 4% oxygen desaturation. 

The AASM (Ramar, 2015) has the following recommendations for oral appliances in use for obstructive 

sleep apnea: 1. It is recommend that sleep physicians prescribe oral appliances, rather than no therapy, 

for adult patients who request treatment of primary snoring (without obstructive sleep apnea). 

(STANDARD) 2. When oral appliance therapy is prescribed by a sleep physician for an adult patient with 

obstructive sleep apnea, we suggest that a qualified dentist use a custom, titratable appliance over non-

custom oral devices. (GUIDELINE) 3. It is recommended that sleep physicians consider prescription of 

oral appliances, rather than no treatment, for adult patients with obstructive sleep apnea who are 

intolerant of CPAP therapy or prefer alternate therapy. (STANDARD) 4. It is suggested that qualified 

dentists provide oversight—rather than no follow-up—of oral appliance therapy in adult patients with 

obstructive sleep apnea, to survey for dental-related side effects or occlusal changes and reduce their 

incidence. (GUIDELINE) 5. It is suggested that sleep physicians conduct follow-up sleep testing to 

improve or confirm treatment efficacy, rather than conduct follow-up without sleep testing, for patients 

fitted with oral appliances. (GUIDELINE) 6. It is suggested that sleep physicians and qualified dentists 

instruct adult patients treated with oral appliances for obstructive sleep apnea to return for periodic 

office visits—as opposed to no follow-up—with a qualified dentist and a sleep physician. (GUIDELINE). 

Physician documentation 

Physician’s order/prescription 

Polysomnography including AHI or RDI indicating sleep apnea 

History of tried and failed therapies (if applicable) including adherence to product (PAP or oral 

appliance) 
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Background 

In 2011, the agency for healthcare research and quality (AHRQ) conducted research to systematically 

review the evidence on OSA diagnosis and treatment in adults. The Key Questions focus on OSA 

screening and diagnosis, treatments, associations between apnea-hypopnea index (AHI) and clinical 

outcomes, and predictors of treatment compliance. 

In total, 234 studies met eligibility criteria (46 on diagnostic tests, 17 predictor studies, 190 on 

treatments). It was found moderate evidence that portable monitors are accurate in diagnosing OSA (as 

defined by polysomnography), but retain a variable bias in estimating AHI; low strength of evidence that 

the Berlin Questionnaire is able to prescreen patients with OSA with moderate accuracy; and insufficient 

evidence to evaluate other questionnaires or clinical prediction rules. No study adequately addressed 

phased testing for OSA. There was insufficient evidence on routine preoperative testing for OSA. High 

strength of evidence indicates an AHI >30 events/hr is an independent predictor of death; lesser 

evidence for other outcomes. It was found moderate evidence that continuous positive airway pressure 

(CPAP) is an effective treatment for OSA; moderate evidence that autotitrating and fixed CPAP have 

similar effects; insufficient evidence regarding comparisons of other CPAP devices; moderate evidence 

that oral devices are effective treatment for OSA; moderate evidence that CPAP is superior to oral 

devices; and insufficient trial evidence regarding the relative value of most other OSA interventions, 

including surgery. High and moderate evidence, respectively, found that AHI and Epworth Sleepiness 

Scale are independent predictors of CPAP compliance, and low evidence that some treatments improve 

CPAP compliance. 

In patients with COPD, home BPAP (compared to no device) was associated with lower mortality, 

decreased need for intubations and hospital admissions, but no change in quality of life. In patients with 

COPD, HMV (compared individually with BPAP, CPAP, or no device) was associated with fewer hospital 

admissions. In patients with thoracic restrictive diseases, HMV (compared to no device) was associated 

with lower mortality. In patients with neuromuscular diseases, home BPAP (compared to no device) was 

associated with lower mortality and better quality of life. In patients with obesity hypoventilation 

syndrome, home HMV/BPAP (compared to no device) was associated with lower mortality. Current 

evidence is not available to assess the comparative effectiveness of many device capabilities on patient 

outcomes. Criteria to initiate home NIPPV and home respiratory services vary and are not validated in 

comparative studies. 

CPAP Compliance 

Tsuyumu et. al. (2020) evaluated the 10 year adherence and identified the predictors of dropout from 

continuous positive airway pressure (CPAP) treatment for patients with moderate-to-severe obstructive 

sleep apnea (OSA).  Among a total of 181 patients, 56 (30.9%) dropped out of the treatment. Among the 

125 patients who did not dropout, 54 continued CPAP treatment for > 10 years, 16 completed the 

treatment with OSA improvement, and 7 could not complete the treatment owing to unavoidable 

reasons such as death, dementia, hospitalization for serious illness, or migration to other countries. 

Further, 47 patients moved to another facility, whereas 1 patient purchased a CPAP device and stopped 

visiting our facility. Among the 56 patients who dropped out, approximately 50% of the patients 

dropped out within a year, and all dropped out within 76 months. Comparing demographics, OSA 

parameters, and CPAP parameters between the patients who did and did not drop out of the treatment, 
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Cox regression analysis indicated that body mass index (BMI) and the first-month utilization rate were 

clinical variables that were independently associated with discontinuation of CPAP treatment. 

The results of this study show that BMI and the first-month utilization rate of CPAP treatment are the 

predictors of the long-term adherence to this treatment. 

Oral Appliances 

Oral appliance therapy is an increasingly common option for treating obstructive sleep apnea (OSA) in 

patients who are intolerant to continuous positive airway pressure (CPAP). Clinically applicable tools to 

identify patients who could respond to oral appliance therapy are limited. 

Data from three studies were compiled, which included two sleep study nights, on and off oral appliance 

treatment. Along with clinical variables, airflow features were computed that included the average drop 

in airflow during respiratory events (event depth) and flow shape features, which, from previous work, 

indicates the mechanism of pharyngeal collapse. A model was developed to predict oral appliance 

treatment response (>50% reduction in apnea–hypopnea index [AHI] from baseline plus a treatment AHI 

<10 events/h). Model performance was quantified using (1) accuracy and (2) the difference in oral 

appliance treatment efficacy (percent reduction in AHI) and treatment AHI between predicted 

responders and non-responders. In addition to age and body mass index (BMI), event depth and 

expiratory “pinching” (validated to reflect palatal prolapse) were the airflow features selected by the 

model. Non-responders had deeper events, “pinched” expiratory flow shape (i.e. associated with palatal 

collapse), were older, and had a higher BMI. Prediction accuracy was 74% and treatment AHI was lower 

in predicted responders compared to non-responders by a clinically meaningful margin (Vena et. al., 

2020). 

Regulatory Status 

The FDA regulates positive airway devices as well as oral airway devices for obstructive sleep apnea. 

Maximal amount of PAP accessories 

Supply Description  Quantity  

Tubing with integrated heating 

element for use with positive airway 

pressure device (A4604)  

1 per 3 months  

Combination oral/nasal mask, used 

with continuous positive airway 

pressure, each (A7027)  

1 per 3 months  

Oral cushion for combination 

oral/nasal mask, replacement only 

(A7028)  

2 per 1 month  

Nasal pillows for combination 

oral/nasal mask (A7029)  

2 per 1 month  
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Full face mask used with positive 

airway pressure device (A7030)  

1 per 3 months  

Full face mask interface, 

replacement for full face mask 

(A7031)  

1 per 1 month  

Cushion for use on nasal mask 

interface (A7032)  

2 per 1 month  

Pillow for use on nasal cannula type 

interface (A7033)  

2 per 1 month  

Nasal interface (mask or cannula 

type, used with positive airway 

pressure (A7034)  

1 per 3 months  

Headgear used with positive airway 

pressure device (A7035)  

1 per 6 months  

Chinstrap used with positive airway 

pressure device (A7036)  

1 per 6 months  

Tubing used with positive airway 

pressure device (A7037)  

1 per 3 months  

Filter, disposable, used with positive 

airway pressure device (A7038)  

2 per 1 month  

Filter, non-disposable, used with 

positive airway pressure device 

(A7039)  

1 per 6 months  

Water chamber for humidifier, used 

with positive airway pressure 

device, replacement, each (A7046)  

1 per 6 months 

 

Considered medically necessary when criteria in the applicable policy statements listed above are met 

for the treatment of obstructive sleep apnea. Considered not medically necessary for the treatment of 

snoring in the absence of obstructive sleep apnea 

The following list of codes are intended for reference purposes only, is not an all-inclusive code listing, 

and does not imply that the service is covered or non-covered.  Applicable codes include but are not 

limited to: 

Positive Airway Pressure Devices 
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CPT/ HCPCS 

Codes 

Description 

94660 Continuous positive airway pressure ventilation (CPAP), initiation and management 

A4604 Tubing with integrated heating element for use with positive airway pressure device 

A7027 Combination oral/nasal mask, used with continuous positive airway pressure device, each 

A7028 Oral cushion for combination oral/nasal mask, replacement only, each 

A7029 Nasal pillows for combination oral/nasal mask, replacement only, pair 

A7030 Full face mask used with positive airway pressure device, each 

A7031 Face mask interface, replacement for full face mask, each 

A7032 Cushion for use on nasal mask interface, replacement only, each 

A7033 Pillow for use on nasal cannula type interface, replacement only, pair 

A7034† Nasal interface (mask or cannula type) used with positive airway pressure device, with or 

without head strap 

A7035 Headgear used with positive airway pressure device 

A7036 Chinstrap used with positive airway pressure device 

A7037 Tubing used with positive airway pressure device 

A7038 Filter, disposable, used with positive airway pressure device 

A7039 Filter, non-disposable, used with positive airway pressure device 

A7044 Oral interface used with positive airway pressure device, each 

A7045 Exhalation port with or without swivel used with accessories for positive airway devices, 

replacement only 

A7046 Water chamber for humidifier, used with positive airway pressure device, replacement, 

each 

E0470 Respiratory assist device, bi-level pressure capability, without back-up rate feature, used 

with noninvasive interface, e.g., nasal or facial mask (intermittent assist device with 

continuous positive airway pressure device) 

E0471 Respiratory assist device, bi-level pressure capability, with back-uprate feature, used with 

noninvasive interface, e.g., nasal or facial mask (intermittent assist device with continuous 

positive airway pressure device) 

E0472 Respiratory assist device, bi-level pressure capability, with backup rate feature, used with 

invasive interface, e.g., tracheostomy tube (intermittent assist device with continuous 

positive airway pressure device) 
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E0561 Humidifier, non-heated, used with positive airway pressure device 

E0562 Humidifier, heated, used with positive airway pressure device 

E0601 Continuous airway pressure (CPAP) device 

Oral Appliance Therapy 

Considered medically necessary when criteria in the applicable policy statements listed above are 

met: 

HCPCS Code Description 

E0485 Oral device/appliance used to reduce upper airway collapsibility, adjustable or non-
adjustable, prefabricated, includes fitting and adjustment 

E0486 Oral device/appliance used to reduce upper airway collapsibility, adjustable or non-
adjustable, custom fabricated, includes fitting and adjustment 
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