LCD - Parenteral Nutrition (L38953)

Links in PDF documents are not guaranteed to work. To follow a web link, please use the MCD Website.

Contractor Information

CONTRACTOR NAME

CONTRACT TYPE

CONTRACT
NUMBER

JURISDICTION

STATES

CGS Administrators, LLC

DME MAC

17013 - DME MAC

Illinois
Indiana
Kentucky
Michigan
Minnesota
Ohio
Wisconsin

CGS Administrators, LLC

DME MAC

18003 - DME MAC

J-C

Alabama
Arkansas
Colorado
Florida
Georgia
Louisiana
Mississippi
New Mexico
North Carolina
Oklahoma
Puerto Rico
South Carolina
Tennessee
Texas

Virgin Islands
Virginia

West Virginia

Noridian Healthcare Solutions,
LLC

DME MAC

16013 - DME MAC

Connecticut
Delaware

District of Columbia
Maine

Maryland
Massachusetts

New Hampshire
New Jersey

New York - Entire State
Pennsylvania
Rhode Island
Vermont

Noridian Healthcare Solutions,

DME MAC

19003 - DME MAC

J-D

Alaska

Created on 09/07/2021. Page 1 of 12




CONTRACTOR NAME CONTRACT TYPE

CONTRACT JURISDICTION | STATES
NUMBER

LLC

American Samoa
Arizona

California - Entire State
Guam

Hawaii

Idaho

Iowa

Kansas

Missouri - Entire State
Montana

Nebraska

Nevada

North Dakota
Northern Mariana
Islands

Oregon

South Dakota

Utah

Washington

Wyoming

LCD Information

Document Information

LCD ID
L38953

LCD Title
Parenteral Nutrition

Proposed LCD in Comment Period
N/A

Source Proposed LCD
DL38953

Original Effective Date

For services performed on or after 09/05/2021

Revision Effective Date
N/A

Created on 09/07/2021. Page 2 of 12

AMA CPT / ADA CDT / AHA NUBC Copyright
Statement

CPT codes, descriptions and other data only are copyright 2020 American
Medical Association. All Rights Reserved. Applicable FARS/HHSARS apply.

Fee schedules, relative value units, conversion factors and/or related
components are not assigned by the AMA, are not part of CPT, and the
AMA is not recommending their use. The AMA does not directly or indirectly
practice medicine or dispense medical services. The AMA assumes no
liability for data contained or not contained herein.

Current Dental Terminology © 2020 American Dental Association. All rights
reserved.

Copyright © 2013 - 2021, the American Hospital Association, Chicago,
Illinois. Reproduced by CMS with permission. No portion of the American
Hospital Association (AHA) copyrighted materials contained within this
publication may be copied without the express written consent of the AHA.
AHA copyrighted materials including the UB-04 codes and descriptions may
not be removed, copied, or utilized within any software, product, service,
solution or derivative work without the written consent of the AHA. If an
entity wishes to utilize any AHA materials, please contact the AHA at 312-
893-6816. Making copies or utilizing the content of the UB-04 Manual,
including the codes and/or descriptions, for internal purposes, resale



./lcd.aspx?lcdid=38952&ver=9

Revision Endmg Date and/or to be used in any product or publication; creating any modified or

N/A derivative work of the UB-04 Manual and/or codes and descriptions; and/or
making any commercial use of UB-04 Manual or any portion thereof,
including the codes and/or descriptions, is only authorized with an express

Retirement Date license from the American Hospital Association. To license the electronic
data file of UB-04 Data Specifications, contact Tim Carlson at (312) 893-

N/A 6816. You may also contact us at ubO4@aha.org.

Notice Period Start Date
07/22/2021

Notice Period End Date
09/04/2021

CMS National Coverage Policy
CMS Pub. 100-03 (National Coverage Determinations Manual), Chapter 1, Section 180.2

Coverage Guidance

Coverage Indications, Limitations, and/or Medical Necessity

For any item to be covered by Medicare, it must 1) be eligible for a defined Medicare benefit category, 2) be
reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a
malformed body member, and 3) meet all other applicable Medicare statutory and regulatory requirements.

The purpose of a Local Coverage Determination (LCD) is to provide information regarding “reasonable and
necessary” criteria based on Social Security Act § 1862(a)(1)(A) provisions.

In addition to the “reasonable and necessary” criteria contained in this LCD there are other payment rules, which are
discussed in the following documents, that must also be met prior to Medicare reimbursement:

e The LCD-related Standard Documentation Requirements Article, located at the bottom of this policy under the
Related Local Coverage Documents section.

e The LCD-related Policy Article, located at the bottom of this policy under the Related Local Coverage
Documents section.

e Refer to the Supplier Manual for additional information on documentation requirements.

o Refer to the DME MAC web sites for additional bulletin articles and other publications related to this LCD.

For the items addressed in this LCD, the “reasonable and necessary” criteria, based on Social Security Act §
1862(a)(1)(A) provisions, are defined by the following coverage indications, limitations and/or medical necessity.

Parenteral nutrition is the provision of nutritional requirements intravenously and is covered for beneficiaries who
qualify under the Prosthetic Device Benefit defined in the Medicare Benefit Policy Manual (CMS Pub. 100-02), Chapter
15, Section 120, based on coverage definitions in the Medicare National Coverage Determinations Manual (CMS Pub.
100-03), Chapter 1, Part 3, Section 180.2.

When nutritional support other than the oral route is necessary, enteral nutrition (EN) is usually initially preferable to
parenteral nutrition for the following reasons: (1) In a fluid restricted beneficiary, EN permits delivery of all
necessary nutrients in a more concentrated volume than parenteral nutrition; (2) EN allows for safer home delivery
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of nutrients; and (3) EN lowers the risk of Central Line-Associated Bloodstream Infections (CLABSI).

For parenteral nutrition to be considered reasonable and necessary, the treating practitioner must document that
enteral nutrition has been considered and ruled out, tried and been found ineffective, or that EN exacerbates
gastrointestinal tract dysfunction. The beneficiary must have (a) a condition involving the small intestine and/or its
exocrine glands which significantly impairs the absorption of nutrients or (b) disease of the stomach and/or intestine
which is a motility disorder and impairs the ability of nutrients to be transported through and absorbed by the
gastrointestinal (GI) system. The beneficiary must have a permanent impairment. Please refer to the LCD-related
Policy Article for further guidance regarding the test of permanence.

The treating practitioner is required to evaluate the beneficiary within 30 days prior to initiation of parenteral
nutrition. If the treating practitioner does not see the beneficiary within this timeframe, they must document the
reason why and describe what other monitoring methods were used to evaluate the beneficiary's parenteral nutrition
needs. There must be documentation in the medical record supporting the clinical diagnosis.

GENERAL

A Standard Written Order (SWO) must be communicated to the supplier before a claim is submitted. If the supplier
bills for an item addressed in this policy without first receiving a completed SWO, the claim shall be denied as not
reasonable and necessary.

For Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPQOS) base items that require a Written
Order Prior to Delivery (WOPD), the supplier must have received a signed SWO before the DMEPOS item is delivered
to a beneficiary. If a supplier delivers a DMEPOS item without first receiving a WOPD, the claim shall be denied as
not reasonable and necessary. Refer to the LCD-related Policy Article, located at the bottom of this policy under the
Related Local Coverage Documents section.

For DMEPOS base items that require a WOPD, and also require separately billed associated options, accessories,
and/or supplies, the supplier must have received a WOPD which lists the base item and which may list all the
associated options, accessories, and/or supplies that are separately billed prior to the delivery of the items. In this
scenario, if the supplier separately bills for associated options, accessories, and/or supplies without first receiving a
completed and signed WOPD of the base item prior to delivery, the claim(s) shall be denied as not reasonable and
necessary.

An item/service is correctly coded when it meets all the coding guidelines listed in CMS HCPCS guidelines, LCDs,
LCD-related Policy Articles, or DME MAC articles. Claims that do not meet coding guidelines shall be denied as not
reasonable and necessary/incorrectly coded.

Proof of delivery (POD) is a Supplier Standard and DMEPOS suppliers are required to maintain POD documentation in
their files. Proof of delivery documentation must be made available to the Medicare contractor upon request. All
services that do not have appropriate proof of delivery from the supplier shall be denied as not reasonable and
necessary.

If the coverage requirements for parenteral nutritional therapy are met under the prosthetic device benefit provision,
related supplies, equipment and nutrients are also covered.

No more than one month's supply of parenteral nutrients, equipment or supplies is allowed for one month's
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prospective billing. Claims submitted retroactively, however, may include multiple months.

Services associated with the administration of parenteral nutrition in a beneficiary’s home are addressed in the Non-
Medical Necessity Coverage and Payment Rules section located in the LCD-related Policy Article.

NUTRIENTS:

A total caloric daily intake of 20-35 cal/kg/day is considered reasonable and necessary to achieve or maintain
appropriate body weight. The treating practitioner must document the medical necessity for a caloric intake outside
this range in an individual beneficiary.

The treating practitioner must document the medical necessity for protein orders outside of the range of 0.8-2.0
gm/kg/day (B4168, B4172, B4176, B4178), dextrose concentration less than 10% (B4164, B4180), or lipid use per
month in excess of the product-specific, FDA-approved dosing recommendations (B4185, B4187).

Special nutrient formulas, HCPCS codes B5000, B5100, and B5200 are produced to meet the unique nutrient needs
for specific disease conditions. The beneficiary’s medical record must adequately document the specific condition and
the necessity for the special nutrient.

REFILL REQUIREMENTS

For DMEPOS items and supplies provided on a recurring basis, billing must be based on prospective, not
retrospective use. For DMEPOS products that are supplied as refills to the original order, suppliers must contact the
beneficiary prior to dispensing the refill and not automatically ship on a pre-determined basis, even if authorized by
the beneficiary. This shall be done to ensure that the refilled item remains reasonable and necessary, existing
supplies are approaching exhaustion, and to confirm any changes or modifications to the order. Contact with the
beneficiary or designee regarding refills must take place no sooner than 14 calendar days prior to the
delivery/shipping date. For delivery of refills, the supplier must deliver the DMEPOS product no sooner than 10
calendar days prior to the end of usage for the current product. This is regardless of which delivery method is
utilized.

For all DMEPOS items that are provided on a recurring basis, suppliers are required to have contact with the
beneficiary or caregiver/designee prior to dispensing a new supply of items. Suppliers must not deliver refills without
a refill request from a beneficiary. Items delivered without a valid, documented refill request will be denied as not
reasonable and necessary.

Suppliers must not dispense a quantity of supplies exceeding a beneficiary's expected utilization. Suppliers must stay
attuned to changed or atypical utilization patterns on the part of their clients. Suppliers must verify with the treating
practitioner that any changed or atypical utilization is warranted.

Regardless of utilization, a supplier must not dispense more than a 1-month quantity at a time.

Supply allowance HCPCS codes (B4220, B4222 and B4224) are daily allowances which are considered all-inclusive
and therefore refill requirements are not applicable to these HCPCS codes. Refer to the Coding Guidelines section in
the LCD-related Policy Article for further clarification.

Summary of Evidence
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Parenteral nutrition (PN) is a type of medical nutrition therapy provided through the intravenous administration of
nutrients such as amino acids, glucose, lipids, electrolytes, vitamins, and trace elements. PN can be central through a
central venous line, or peripheral through a peripheral intravenous line.

When PN is used outside the hospital, it is often referred to in the literature as home parenteral nutrition (HPN). HPN
is often used for patients with chronic intestinal failure for either benign or malignant diseases or provided as
palliative nutrition to patients in late phases of end-stage diseases.4

A review of the available literature reveals that there is no reliable measure of nutritional status or marker to
diagnose clinically significant intestinal malabsorption. Serum albumin and other laboratory tests are no longer used
as a measure of nutritional status due to research indicating their link to inflammation and lack of response to
nutrition therapy.l'3 Although promising, the available evidence is insufficient to recommend plasma citrulline levels
as a marker of small bowel absorption capacity.3/5'9

The available evidence demonstrating the net health outcomes of PN is limited. Pironi et al. (2020)4 concluded that
“PN is a life-saving therapy to those unable to meet their nutritional requirements by oral/enteral intake. Clearly, no
randomized controlled trial (RCT) can be conducted to compare HPN with placebo to confirm the life-saving efficacy
of HPN therapy in this condition... However, the presence of organ failures and metabolic diseases, such as heart
failure, renal failure, type 1 diabetes, may be associated with reduced tolerance to PN and may require careful and
specific adaptations of the HPN program to meet the patient's specific clinical needs.”

Current expert consensus and evidence-based guidelines for PN have evolved over the last decade such that PN is
only recommended if EN is impossible or inadequate, or when use of EN exacerbates gastrointestinal tract
dysfunction (e.g. high-output or complex enterocutaneous fistula, gastric-outlet obstruction, or intolerance of EN).
10-24 Additionally, the American Society of Parenteral and Enteral Nutrition (ASPEN) Board of Directors and the
Clinical Guidelines Task Force recommends that determination of nutrient requirements should be individualized,
based on assessment of body composition and function, and fall within acceptable ranges, while taking physiologic
and pathophysiologic conditions into account.2>

Analysis of Evidence (Rationale for Determination)

A systematic approach is employed by the DME MACs when evaluating the strength of evidence to determine if an
intervention is reasonable and necessary per CMS guidance as outlined in the Medicare Benefit Policy Manual (CMS
Pub. 100-02), Chapter 15, Section 110.1.C and the Medicare Program Integrity Manual (CMS Pub. 100-08), Chapter
13. Additionally, the evidence is examined to determine if an intervention will improve health outcomes for Medicare
beneficiaries. In conducting reviews, the DME MACs use the current best available evidence of general acceptance by
the medical community, such as published original research in peer-reviewed medical journals, systematic reviews
and meta-analyses, evidence-based consensus statements, and clinical guidelines.

There is limited evidence to assess the benefits and harms of initiating PN before EN failure in patients. Studies
enrolled too few patients, and data cannot be combined because patient populations, diseases, and therapies differ
too much among the studies. Clinical guidelines recommend initiating PN only when EN is unfeasible or insufficient
and patients are at risk of malnutrition and with months-long life expectancy. However, the recommendations are
based on consensus rather than clinical evidence.

Quality of Published Literature: Moderate

Strength of Recommendations: Moderate
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Weight of Evidence: Moderate

Conclusion

Coverage of PN has been established in the Medicare National Coverage Determinations Manual (CMS Pub. 100-03),
Chapter 1, Part 3, Section 180.2. Based on review of the best available evidence, parenteral nutrition is considered
reasonable and necessary for a beneficiary with severe pathology of the alimentary tract which does not allow
absorption of sufficient nutrients to maintain weight and strength commensurate with the beneficiary's general
condition.

Coding Information

CPT/HCPCS Codes

Group 1 Paragraph:

The appearance of a code in this section does not necessarily indicate coverage.

HCPCS MODIFIERS:

BA - Item used in conjunction with parenteral enteral nutrition (PEN) services

EY - No physician or other health care provider order for this item or service

HCPCS CODES:

Group 1 Codes:

CODE DESCRIPTION

B4164 PARENTERAL NUTRITION SOLUTION: CARBOHYDRATES (DEXTROSE), 50% OR LESS
(500 ML = 1 UNIT) - HOME MIX

B4168 PARENTERAL NUTRITION SOLUTION; AMINO ACID, 3.5%, (500 ML = 1 UNIT) -
HOME MIX

B4172 PARENTERAL NUTRITION SOLUTION; AMINO ACID, 5.5% THROUGH 7%, (500 ML =

1 UNIT) - HOME MIX

B4176 PARENTERAL NUTRITION SOLUTION; AMINO ACID, 7% THROUGH 8.5%, (500 ML =
1 UNIT) - HOME MIX

B4178 PARENTERAL NUTRITION SOLUTION: AMINO ACID, GREATER THAN 8.5% (500 ML
= 1 UNIT) - HOME MIX

B4180 PARENTERAL NUTRITION SOLUTION; CARBOHYDRATES (DEXTROSE), GREATER
THAN 50% (500 ML = 1 UNIT) - HOME MIX

B4185 PARENTERAL NUTRITION SOLUTION, NOT OTHERWISE SPECIFIED, 10 GRAMS
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CODE

DESCRIPTION

LIPIDS

B4187

OMEGAVEN, 10 GRAMS LIPIDS

B4189

PARENTERAL NUTRITION SOLUTION; COMPOUNDED AMINO ACID AND
CARBOHYDRATES WITH ELECTROLYTES, TRACE ELEMENTS, AND VITAMINS,
INCLUDING PREPARATION, ANY STRENGTH, 10 TO 51 GRAMS OF PROTEIN -
PREMIX

B4193

PARENTERAL NUTRITION SOLUTION; COMPOUNDED AMINO ACID AND
CARBOHYDRATES WITH ELECTROLYTES, TRACE ELEMENTS, AND VITAMINS,
INCLUDING PREPARATION, ANY STRENGTH, 52 TO 73 GRAMS OF PROTEIN -
PREMIX

B4197

PARENTERAL NUTRITION SOLUTION; COMPOUNDED AMINO ACID AND
CARBOHYDRATES WITH ELECTROLYTES, TRACE ELEMENTS AND VITAMINS,
INCLUDING PREPARATION, ANY STRENGTH, 74 TO 100 GRAMS OF PROTEIN -
PREMIX

B4199

PARENTERAL NUTRITION SOLUTION; COMPOUNDED AMINO ACID AND
CARBOHYDRATES WITH ELECTROLYTES, TRACE ELEMENTS AND VITAMINS,
INCLUDING PREPARATION, ANY STRENGTH, OVER 100 GRAMS OF PROTEIN -
PREMIX

B4216

PARENTERAL NUTRITION; ADDITIVES (VITAMINS, TRACE ELEMENTS, HEPARIN,
ELECTROLYTES), HOME MIX, PER DAY

B4220

PARENTERAL NUTRITION SUPPLY KIT; PREMIX, PER DAY

B4222

PARENTERAL NUTRITION SUPPLY KIT; HOME MIX, PER DAY

B4224

PARENTERAL NUTRITION ADMINISTRATION KIT, PER DAY

B5000

PARENTERAL NUTRITION SOLUTION COMPOUNDED AMINO ACID AND
CARBOHYDRATES WITH ELECTROLYTES, TRACE ELEMENTS, AND VITAMINS,
INCLUDING PREPARATION, ANY STRENGTH, RENAL-AMINOSYN-RF, NEPHRAMINE,
RENAMINE-PREMIX

B5100

PARENTERAL NUTRITION SOLUTION COMPOUNDED AMINO ACID AND
CARBOHYDRATES WITH ELECTROLYTES, TRACE ELEMENTS, AND VITAMINS,
INCLUDING PREPARATION, ANY STRENGTH, HEPATIC, HEPATAMINE-PREMIX

B5200

PARENTERAL NUTRITION SOLUTION COMPOUNDED AMINO ACID AND
CARBOHYDRATES WITH ELECTROLYTES, TRACE ELEMENTS, AND VITAMINS,
INCLUDING PREPARATION, ANY STRENGTH, STRESS-BRANCH CHAIN AMINO
ACIDS-FREAMINE-HBC-PREMIX

B9004

PARENTERAL NUTRITION INFUSION PUMP, PORTABLE

B9006

PARENTERAL NUTRITION INFUSION PUMP, STATIONARY

B9999

NOC FOR PARENTERAL SUPPLIES

EQ0776

IV POLE
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General Information

Associated Information

DOCUMENTATION REQUIREMENTS

Section 1833(e) of the Social Security Act precludes payment to any provider of services unless "there has been
furnished such information as may be necessary in order to determine the amounts due such provider." It is
expected that the beneficiary's medical records will reflect the need for the care provided. The beneficiary's medical
records include the treating practitioner’s office records, hospital records, nursing home records, home health agency
records, records from other healthcare professionals and test reports. This documentation must be available upon
request.

GENERAL DOCUMENTATION REQUIREMENTS
In order to justify payment for DMEPOS items, suppliers must meet the following requirements:

¢ SWO

Medical Record Information (including continued need/use if applicable)
Correct Coding

Proof of Delivery

Refer to the LCD-related Standard Documentation Requirements article, located at the bottom of this policy under
the Related Local Coverage Documents section for additional information regarding these requirements.

Refer to the Supplier Manual for additional information on documentation requirements.

Refer to the DME MAC web sites for additional bulletin articles and other publications related to this LCD.

POLICY SPECIFIC DOCUMENTATION REQUIREMENTS

Items covered in this LCD have additional policy-specific requirements that must be met prior to Medicare
reimbursement.

Refer to the LCD-related Policy article, located at the bottom of this policy under the Related Local Coverage
Documents section for additional information.

Miscellaneous

Appendices

Utilization Guidelines

Refer to Coverage Indications, Limitations, and/or Medical Necessity

Created on 09/07/2021. Page 9 of 12



Sources of Information

N/A

Bibliography

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

. Worthington P, Balint J, Bechtold M, et al. When Is Parenteral Nutrition Appropriate? JPEN J Parenter Enteral

Nutr. 2017;41(3):324-377.

. White 1V, Guenter P, Jensen G, et al. Consensus statement of the Academy of Nutrition and Dietetics/American

Society for Parenteral and Enteral Nutrition: characteristics recommended for the identification and
documentation of adult malnutrition (undernutrition). J Acad Nutr Diet. 2012;112(5):730-738.

. American Society for Parenteral and Enteral Nutrition (ASPEN) Definition of Terms, Style, and Conventions

Used in A.S.P.E.N. Board of Directors— Approved Documents.
https://www.nutritioncare.org/uploadedFiles/Documents/Guidelines and Clinical Resources/ASPEN%?20Definition¥
. Accessed August 15,2020.

. Pironi L, Boeykens K, Bozzetti F, et al. ESPEN guideline on home parenteral nutrition. Clin Nutr.

2020;39(6):1645-1666.

. Papadia C, Di Sabatino A, Corazza GR, Forbes A. Diagnosing small bowel malabsorption: a review. Intern

Emerg Med. 2014;9(1):3-8.

. Nikaki, K et al. Assessment of intestinal malabsorption. Best Pract Res Clin Gastroenterol. 2016 Apr;30(2):225-

235.

. Fragkos KC, Forbes A. Citrulline as a marker of intestinal function and absorption in clinical settings: A

systematic review and meta-analysis. United European Gastroenterol J. 2018;6(2):181-191.

. Staun M, Pironi L, Bozzetti F, et al. ESPEN Guidelines on Parenteral Nutrition: home parenteral nutrition (HPN)

in adult patients. Clin Nutr. 2009 Aug;28(4):467-79.

. NICE. National Institute for Health and Care Excellence. Nutrition support for adults: oral nutrition support,

enteral tube feeding and parenteral nutrition. Clinical guideline [CG32]. Published date: 22 February 2006. Last
updated: 04 August 2017. https://www.nice.org.uk/guidance/cg32. Accessed September 14, 2020.
Cederholm T, Barazzoni R, Austin P, et al. ESPEN guidelines on definitions and terminology of clinical nutrition.
Clin Nutr. 2017;36(1):49-64.

Wedrychowicz A, Zajac A, Tomasik P. Advances in nutritional therapy in inflammatory bowel diseases: Review.
World J Gastroenterol. 2016;22(3):1045-1066.

Cheung K, Lee SS, Raman M. Prevalence and Mechanisms of Malnutrition in Patients With Advanced Liver
Disease, and Nutrition Management Strategies. Clin Gastroenterol Hepatol. 2012;10(2):117-125.

McClave SA, Taylor BE, Martindale RG, et al. Guidelines for the Provision and Assessment of Nutrition Support
Therapy in the Adult Critically Ill Patient: Society of Critical Care Medicine (SCCM) and American Society for
Parenteral and Enteral Nutrition (A.S.P.E.N.). JPEN J Parenter Enteral Nutr. 2016;40(2):159-211.

Kumpf V], de Aguilar-Nascimento JE, Diaz-Pizarro Graf JI, et al. ASPEN-FELANPE Clinical Guidelines. JPEN J
Parenter Enteral Nutr. 2017;41(1):104-112.

Arvanitakis M, Ockenga ], Bezmarevic M, et al. ESPEN guideline on clinical nutrition in acute and chronic
pancreatitis. Clin Nutr. 2020;39(3):612-631.

Rasmussen HH, Irtun O, Olesen SS, Drewes AM, Holst M. Nutrition in chronic pancreatitis. World J
Gastroenterol. 2013;19(42):7267-7275.

Makola D, Krenitsky J, Parrish CR. Enteral feeding in acute and chronic pancreatitis. Gastrointest Endosc Clin N
Am. 2007;17(4):747-764.

Camilleri M, Parkman HP, Shafi MA, Abell TL, Gerson L; American College of Gastroenterology. Clinical
guideline: management of gastroparesis. Am J Gastroenterol. 2013;108(1):18-38.

Parkman HP, Hasler WL, Fisher RS; American Gastroenterological Association. American Gastroenterological
Association technical review on the diagnosis and treatment of gastroparesis. Gastroenterology.
2004;127(5):1592-1622.

Sobotka L, Schneider SM, Berner YN, et al. ESPEN Guidelines on Parenteral Nutrition: Geriatrics. Clin Nutr.
2009 Aug;28(4):461-6.

Forbes A, Escher ], Hébuterne X, et al. ESPEN guideline: Clinical nutrition in inflammatory bowel disease. Clin
Nutr. 2017;36(2):321-347.

Pironi L, Arends J, Bozzetti F, et al. ESPEN guidelines on chronic intestinal failure in adults. Clin Nutr.
2016;35(2):247-307.

Arends J, Bachmann P, Baracos V, et al. ESPEN guidelines on nutrition in cancer patients. Clin Nutr.
2017;36(1):11-48.

Created on 09/07/2021. Page 10 of 12


https://www.nutritioncare.org/uploadedFiles/Documents/Guidelines_and_Clinical_Resources/ASPEN%20Definition%20of%20Terms,%20Style,%20and%20Conventions%20Used%20in%20ASPEN%20Board%20of%20Directors%E2%80%93Approved%20Documents.pdf
https://www.nice.org.uk/guidance/cg32

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.
35.

36.

Durfee SM, Adams SC, Arthur E, et al. A.S.P.E.N. Standards for Nutrition Support: Home and Alternate Site
Care. Nutr Clin Pract. 2014;29(4):542-555.

American Society for Parenteral and Enteral Nutrition (A.S.P.E.N.) Board of Directors. Clinical Guidelines for the
Use of Parenteral and Enteral Nutrition in Adult and Pediatric Patients, 2009. JPEN J Parenter Enteral Nutr.
2009;33(3):255-259.

Amiot A, Messing B, Corces O, Panis Y, Joly F. Determinants of home parenteral nutrition dependency and
survival of 268 patients with non-malignant short-bowel syndrome. Clin Nutr 32,368-374, 2013.

Ayers P, Adams S, Boullata ], et al. A.S.P.E.N. parenteral nutrition safety consensus recommendations. JPEN J
Parenter Enteral Nutr. 2014;38(3):296-333.

Bharadwaj S, Ginoya S, Tandon P, et al. Malnutrition: laboratory markers vs nutritional assessment.
Gastroenterol Rep (Oxf). 2016;4(4):272-280.

Boullata JI, Gilbert K, Sacks G, et al. A.S.P.E.N. clinical guidelines: parenteral nutrition ordering, order review,
compounding, labeling, and dispensing. JPEN J Parenter Enteral Nutr. 2014;38(3):334-377.

Bozzetti, F and Forbes, A. The ESPEN clinical practice guidelines on Parenteral Nutrition: Present status and
perspectives for future research. Clin Nutr. 2009 Aug;28(4):359-64.

Brantley SL, Russell MK, Mogensen KM, et al. American Society for Parenteral and Enteral Nutrition and
Academy of Nutrition and Dietetics: revised 2014 standards of practice and standards of professional
performance for registered dietitian nutritionists (competent, proficient, and expert) in nutrition support. J
Acad Nutr Diet. 2014;114(12):2001-8.e37.

Cederholm T, Jensen GL, Correia MITD, et al. GLIM criteria for the diagnosis of malnutrition - A consensus
report from the global clinical nutrition community. Clin Nutr. 2019;38(1):1-9.

Dukkipati R, Kalantar-Zadeh K, Kopple JD. Is there a role for intradialytic parenteral nutrition? A review of the
evidence. Am J Kidney Dis. 2010;55(2):352-364.

Hill PG. Faecal fat: time to give it up. Ann Clin Biochem. 2001;38(Pt 3):164-167.

Hiura G, Lebwohl B, Seres DS. Malnutrition Diagnosis in Critically Il Patients Using 2012 Academy of Nutrition
and Dietetics/American Society for Parenteral and Enteral Nutrition Standardized Diagnostic Characteristics Is
Associated With Longer Hospital and Intensive Care Unit Length of Stay and Increased In-Hospital Mortality.
JPEN J Parenter Enteral Nutr. 2020;44(2):256-264.

Kulaylat MN, Doerr R]. Small bowel obstruction. In: Holzheimer RG, Mannick JA, editors. Surgical Treatment:
Evidence-Based and Problem-Oriented. Munich: Zuckschwerdt; 2001. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK6873/

Revision History Information

N/A

Associated Documents

Attachments

Parenteral Nutrition DIF - CMS10126 (119 KB) (Uploaded on 07/09/2021)

Related Local Coverage Documents

Articles
A58836 - Parenteral Nutrition

A58837 - Response to Comments: Parenteral Nutrition - DL38953

A55426 - Standard Documentation Requirements for All Claims Submitted to DME MACs

Related National Coverage Documents

N/A

Public Versions

Created on 09/07/2021. Page 11 of 12


https://www.ncbi.nlm.nih.gov/books/NBK6873/
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/38953_2/CMS1012650801_2020.pdf
./article.aspx?articleId=58836&ver=5
./article.aspx?articleId=58837&ver=4
./article.aspx?articleId=55426&ver=83

UPDATED ON

EFFECTIVE DATES

STATUS

07/15/2021

09/05/2021 - N/A

Currently in Effect (This Version)

Keywords

e N/A

Created on 09/07/2021. Page 12 of 12




