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Important note: 
Unless otherwise indicated, this policy will apply to all lines of business.  
Even though this policy may indicate that a particular service or supply may be considered medically necessary and thus 
covered, this conclusion is not based upon the terms of your particular benefit plan. Each benefit plan contains its own specific 
provisions for coverage and exclusions. Not all benefits that are determined to be medically necessary will be covered benefits 
under the terms of your benefit plan. You need to consult the Evidence of Coverage (EOC) or Summary Plan Description (SPD) 
to determine if there are any exclusions or other benefit limitations applicable to this service or supply. If there is a discrepancy 
between this policy and your plan of benefits, the provisions of your benefits plan will govern. However, applicable state 
mandates will take precedence with respect to fully insured plans and self-funded non-ERISA (e.g., government, school boards, 
church) plans. Unless otherwise specifically excluded, Federal mandates will apply to all plans. With respect to Medicare-linked 
plan members, this policy will apply unless there are Medicare policies that provide differing coverage rules, in which case 
Medicare coverage rules supersede guidelines in this policy. Medicare-linked plan policies will only apply to benefits paid for 
under Medicare rules, and not to any other health benefit plan benefits. CMS's Coverage Issues Manual can be found on the 
CMS website. Similarly, for Medicaid-linked plans, the Texas Medicaid Provider Procedures Manual (TMPPM) supersedes 
coverage guidelines in this policy where applicable.  

SERVICE: Cold Therapy Devices 

PRIOR AUTHORIZATION: Not applicable. 

POLICY: Please review the plan’s EOC (Evidence of Coverage) or Summary Plan Description (SPD) for 
coverage details. 

For Medicare plans, please refer to appropriate Medicare LCD (Local Coverage Determination). If 
there is no applicable LCD, use the criteria set forth below. 

For Medicaid plans, please confirm coverage as outlined in the Texas Medicaid TMPPM. 

SWHP/FirstCare considers the use of cryogenic machines attached to insulated blankets, or water 
circulating cold pads (i.e., Polar Care Cold Therapy), or Cold packs (ice, gel, chemical, etc.), or vaso-
pneumatic cryotherapy devices (e.g., Game ReadyTM which delivers active compression and cold 
therapy and runs on AC power or optional battery pack) to be alternative methods of delivery of 
cold therapy which provide additional convenience for cold therapy, but have not been shown to 
improve outcomes beyond traditional cold compresses, and are therefore NOT medically necessary. 

OVERVIEW:  

Cold therapy is used for the following: 
• post-operatively (e.g., after total knee replacement or hip arthroplasty or anterior cruciate 

ligament repair), 

• immediately following injury, 

• before or after physical therapy sessions, or 

• for typical athletic cold therapy sessions in order to lower skin temperature and reduce 
swelling thus decrease bleeding and possibly reduce pain medication requirements. 

Methods of administering cold therapy include: 

• Cryogenic Machines attached to insulated blankets, or 

• Water circulating cold pads (i.e., Polar Care Cold Therapy), or 
• Cold packs (ice, gel, chemical, etc.), or 

• Vasopneumatic cryotherapy devices (e.g., Game Ready TM), (delivers active compression 
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and cold therapy and runs on AC power or optional battery pack). 

Cold therapy, particularly post-operative cold therapy, is a standard treatment modality which can be 
provided by a variety of methods. None has been demonstrated in clinical trials to demonstrate health 
benefit over others, or over simple compress. 

These are items are primarily used for the convenience of the patient: 

• Water circulating cold pads (i.e., Polar Care Pads) or a Cryogenic machine attached to an 
insulated disposable blanket or similar products are considered convenience items since the 
same outcome can be achieved with over the counter cold packs. 

• Cold Packs are not considered DME and can be purchased over the counter without a 
prescription. 

MANDATES:  None 

CODES: 
Important note: 
CODES: Due to the wide range of applicable diagnosis codes and potential changes to codes, an inclusive list may not be 
presented, but the following codes may apply.  Inclusion of a code in this section does not guarantee that it will be reimbursed, 
and patient must meet the criteria set forth in the policy language. 

 

CPT Codes:  
CPT Not Covered:  
ICD-10 codes:  
ICD-10 Not covered:  
HCPCS Codes Not covered: E0218 

 
CMS: No NCDs or LCDs have been issued. 

 
POLICY HISTORY: 

Status Date Action 
New 12/6/2010 New policy 
Reviewed 12/6/2011 Reviewed. 
Reviewed 10/5/2012 Reviewed with minor revisions. 
Reviewed 10/3/2013 No changes 
Reviewed 07/24/2014 No changes 
Reviewed 08/11/2015 No changes 
Reviewed 08/18/2016 No changes 
Reviewed 08/08/2017 Updated HCPCS codes and references 
Reviewed 05/29/2018 No changes 
Reviewed 08/22/2019 No changes 
Reviewed 09/24/2020 Re-formatted for SWHP/FirstCare 

 

REFERENCES: 
The following scientific references were utilized in the formulation of this medical policy. SWHP/FirstCare will 
continue to review clinical evidence related to this policy and may modify it at a later date based upon the evolution 
of the published clinical evidence. Should additional scientific studies become available and they are not included in 
the list, please forward the reference(s) to SWHP/FirstCare so the information can be reviewed by the Medical 
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Coverage Policy Committee (MCPC) and the Quality Improvement Committee (QIC) to determine if a modification 
of the policy is in order. 
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