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OVERVIEW

The autonomic nervous system (ANS) controls physiologic processes that are not under conscious control.
ANS testing consists of a battery of individual tests that are intended to evaluate the integrity and function of
the ANS. These tests are intended to be adjuncts to the clinical examination in the diagnosis of ANS disorder.

MEDICAL CRITERIA
Not applicable

PRIOR AUTHORIZATION
Not applicable

POLICY STATEMENT

BlueCHiP for Medicare

Non-standardized component information of autonomic function testing (AFT) that is determined by a
physician to be useful in a patient assessment and clinical decision making given certain patient
risks/signs/symptoms, is included in the physician’s basic evaluation and management service and is not
separately reimbursed.

Medicare policy is developed separately from BCBSRI policy. Medicare policy incorporates consideration of
governmental regulations from the Centers for Medicare and Medicaid Services (CMS), such as national
coverage determinations or local coverage determinations. In addition to benefit differences, CMS may reach
different conclusions regarding the scientific evidence than does BCBSRI. Medicare and BCBSRI policies
may differ. However, BlueCHiP for Medicare members must be offered, at least, the same services that
Medicare offers.

Commercial Products

Autonomic nervous system testing using portable automated devices is considered not medically necessary
for all indications as there is insufficient peer reviewed scientific literature that demonstrates that the service is
effective.

COVERAGE

Benefits may vary between groups/contracts. Please refer to the appropriate Benefit Booklet, Evidence of
Coverage, or Subscriber Agreement for limitations of benefits/coverage when services are not medically
necessary.

BACKGROUND

The ANS has a primary role in controlling physiologic processes that are not generally under conscious
control. These include heart rate, respirations, gastrointestinal (GI) motility, thermal regulation, bladder
control, and sexual function. It is a complex neural regulatory network that consists of 2 complementary
systems that work together to maintain homeostasis. The sympathetic nervous system is responsible for
arousal, and sympathetic stimulation leads to increased pulse, increased blood pressure (BP), increased
sweating, decreased GI motility, and an increase in other glandular exocrine secretions. This is typically
understood as the “fight or flight” response. Activation of the parasympathetic nervous system will mostly
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have the opposite effects; BP and pulse will decrease, GI motility increases, and there will be a decrease in
sweating and other glandular secretions.

ANS testing should be performed in the setting of a dedicated ANS testing laboratory. Testing in a dedicated
laboratory can be performed under closely controlled conditions, and interpretation of the results performed
by an individual with expertise in ANS testing. Portable, automated testing that is intended for office use has
not been validated and has a greater potential to lead to erroneous results. Therefore, based on the available
evidence and clinical input, ANS testing in a dedicated ANS testing laboratory may be considered to be
medically necessary in patients with signs and symptoms of autonomic dysfunction when criteria are met.
ANS testing using portable, automated devices is considered not medically necessary for Commercial
products as there is insufficient peer-reviewed scientific literature that demonstrates that the service is
effective.

According to CMS instructions, CPT code 95943 was not developed and intended to be specific to any
brand/manufacturer. If a physician finds that this non-standardized component information of autonomic
function testing is useful in a patient assessment and clinical decision making given certain patient
risks/signs/symptoms, this would be included in the physician’s basic evaluation and management service
and not separately covered. In addition, testing patients prior to the development of symptomatic autonomic
neuropathy would be screening, and there is no such screening Medicare benefit with the absence of disease.

CODING
The following CPT code is considered covered and not separately reimbursed for BlueCHiP for Medicare
and not medically necessary for Commercial products:

95943

RELATED POLICIES
None

PUBLISHED
Provider Update, January 2016
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""""""""""""""""""""""" CLICK THE ENVELOPE ICON BELOW TO SUBMIT COMMENTS

This medical policy is made available to you for informational purposes only. It is not a guarantee of payment or a substitute for your medical
judgment in the treatment of your patients. Benefits and eligibility are determined by the membert's subscriber agreement or member certificate
and/or the employer agreement, and those documents will supersede the provisions of this medical policy. For information on member-specific
benefits, call the provider call center. If you provide setvices to a member which are determined to not be medically necessary (or in some cases
medically necessary services which are non-covered benefits), you may not charge the member for the services unless you have informed the
member and they have agreed in writing in advance to continue with the treatment at their own expense. Please refer to your participation
agreement(s) for the applicable provisions. This policy is cutrent at the time of publication; however, medical practices, technology, and knowledge
are constantly changing. BCBSRI reserves the right to review and revise this policy for any reason and at any time, with or without notice. Blue
Cross & Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield Association.
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