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Positron Emission Tomography (PET) for Oncologic Conditions  

Medical Necessity Criteria  
  
Positron Emission Tomography (PET) is a minimally‐invasive diagnostic imaging procedure using 
an injected radionuclide to evaluate glucose metabolism in normal and diseased tissue.  

  

This policy only addresses the use of radiotracers detected with the use of dedicated PET 
scanners. Radiotracers such as fluorodeoxyglucose (FDG) may be detected using single photon 
emission computed tomography (SPECT) cameras, a hybrid PET/SPECT procedure that may be 
referred to as FDG‐SPECT or molecular coincidence and may be used in combination with other 
imaging such as CT (Computerized Tomography).  

  
The combination of PET and CT imaging into a single system (PET/CT) may be considered for 
oncologic indications where a PET scan is considered medically necessary and specific anatomical 
identification is required to guide clinical management.  

  
PET and PET/CT have been useful in suspected or certain oncologic conditions for application 
with diagnosis, staging, restaging, and surveillance.  

  

Diagnosis: refers to use of PET as part of the testing used in establishing whether or not a patient 
has cancer.  

  
Staging: refers to use of PET to determine the stage (extent) of the cancer at the time of diagnosis, 
before any treatment is given. Imaging at this time is generally to determine whether or not the 
cancer is localized. This may also be referred to as initial staging.  

  
Restaging: refers to imaging following treatment in the evaluation of a patient in whom a disease 
recurrence is suspected based on signs and/or symptoms and in determining the extent of 
malignancy following completion of a full course of treatment.  

  
Surveillance: refers to use of imaging in asymptomatic patients (patients without objective signs 
or symptoms of recurrent disease). This imaging is completed 6 months or more (12 months or 
more for lymphoma) following completion of treatment.  

  
As with any imaging technique, the medical necessity of PET scanning depends in part on what 
imaging techniques are used either before or after the PET scanning. Due to its expense, PET 
scanning is typically considered after other techniques, such as CT, magnetic resonance imaging 
(MRI), or ultrasonography, provide inconclusive or discordant results. In patients with melanoma 
or lymphoma, PET scanning may be considered an initial imaging technique. If so, the medical 
necessity of subsequent imaging during the same diagnostic evaluation is unclear. Thus, PET 
should be considered for the medically necessary indications only when standard imaging, such 
as CT or MRI, is inconclusive or not indicated.  
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For this policy, PET and PET/CT imaging for oncological conditions applies to the following 
indications for initial and subsequent anti‐tumor strategy:  

  

Initial Treatment Management  
  
Diagnosis: PET meets the definition of medical necessity only in clinical situations in which 
the PET results may assist in avoiding an invasive diagnostic procedure, or in which the PET 
results may assist in determining the optimal anatomic location to perform an invasive diagnostic 
procedure. In general, for most solid tumors, a tissue diagnosis is made prior to the performance 
of PET imaging. PET scans following a tissue diagnosis are performed for the purpose of staging, 
rather than diagnosis.  

  
Staging: PET meets the definition of medical necessity for staging in clinical situations in 
which the stage of the cancer remains in doubt after completion of a standard diagnostic workup, 
including conventional imaging (CT, MRI, or ultrasound), or the PET could potentially replace one 
or more conventional imaging studies when it is expected that conventional study information is 
insufficient for the clinical management of the patient, and clinical management of the patient 
would differ depending on the stage of the cancer identified.  

  
Subsequent Treatment Management  

  
Restaging: PET meets the definition of medical necessity for restaging after completion of 
treatment for the purpose of detecting residual disease, for detecting suspected recurrence or 
metastasis, to determine the extent of a known recurrence, or if it could potentially replace one or 
more conventional imaging studies when it is expected that conventional study information is 
insufficient for the clinical management of the patient. Restaging apples to testing after a course 
of treatment is completed.  

  
Monitoring: Refers to the use of PET to monitor tumor response to treatment during the planned 
course of therapy (e.g., when a change in therapy is anticipated).  

  
Prior Authorization (PA):  

PA is required and procedure must be performed within 30 days of receiving prior 
authorization.   The following documentation must be included for prior authorization of PET 
imaging and PET/CT combinations studies for oncologic conditions:  

• Completed PA request form;  

• Documentation of medical necessity, includes all of the following:  

• The primary diagnosis name and ICD code(s) for the condition requiring PET 
imaging;  

• All secondary diagnosis name(s) and ICD code(s) pertinent to comorbid 
condition(s);  

• The most recent medical evaluation, including a summary of the medical history 
and the last physical exam (Clinical information must be submitted by the 
recipient’s treating oncologist);  
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• Laboratory and pathology reports pertinent to a diagnosis of malignant neoplasm 
or carcinoma;  

• Prior imaging reports pertinent to a diagnosis of malignant neoplasm or carcinoma;  

• Risk factors or comorbid conditions;  

• The patient’s treatment plan, including a description of the type and dates of any 
anti‐tumor therapy;  

• Any additional clinical information that supports the coverage criteria and that is 
requested by the Prior Authorization Unit  

  
Coverage Eligibility The following apply to the listed oncologic 
applications of PET scanning:  

  
PET Scans are eligible for Medicaid Coverage in the following oncological conditions:  

  

Bone Cancer  Staging of Ewing Sarcoma and Osteosarcoma  

Brain Cancer  Differentiating scar tissue or tumor necrosis from active disease 

following radiation or chemotherapy  

Breast Cancer  Staging and Restaging of Breast Cancer when detecting locoregional 

(including nodal) or distant recurrence or metastasis (except 

axillary lymph nodes)  

Cervical Cancer  Staging, Restaging, and in evaluating known or suspected recurrence 

of cervical cancer  

Colorectal Cancer 

(including colon, 

rectal, appendiceal, or 

anal cancer)  

Diagnosis  

• To determine the optimal anatomical location in order to 
avoid or properly perform an invasive diagnostic procedure.  

Staging:  

• To detect and assess resectability of hepatic or extrahepatic 

metastases  

• Cancer stage remains in doubt after completion of a 

standard diagnostic workup  

• Potentially replace one or more conventional imaging 
studies, when it is expected that information from such a 
study is insufficient for clinical management of the patient  

• Clinical management would differ depending on the cancer 
stage. Restaging:  

• To detect and assess resectability of hepatic or extrahepatic 
metastases of colorectal cancer  

• Detecting residual disease (after completion of treatment)  

• Detecting suspected recurrence  
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• Determination of the extent of known recurrence.  

Esophageal Cancer  Diagnosis  

• To determine the optimal anatomical location in order to 
avoid or properly perform an invasive diagnostic procedure.  

Staging  

• Initial staging or when stage remains in doubt after 

completion of a standard diagnostic workup.  

Restaging  
 

  • After completion of treatment  

• Detection of residual disease, suspected recurrence, or to 

determine the extent of a known recurrence  

Head and Neck  

Cancers (excluding  

CNS and Thyroid)  

Diagnosis  

• Evaluation of suspected head and neck cancer  

Staging  

• Evaluation of initial staging of head and neck cancer  

Restaging  

• Follow up on residual or recurrent head and neck cancer  
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Lung Cancer  

(Solitary Pulmonary  

Nodule/Non‐Small  

Cell Carcinoma/Small 

Cell Carcinoma)  

Diagnosis  

• Solitary Pulmonary Nodule – distinguish between benign 
and malignant disease when prior CT scan and chest x‐ray 
findings are inconclusive or discordant  

• Lung Cancer – to determine resectability for patients with a 
presumed solitary metastatic lesion  

• Lung Cancer – to distinguish between benign and malignant 
disease when prior CT scan and chest x‐ray findings are 
inconclusive or discordant.  

Staging  

• Known non‐small cell lung cancer  

• Limited Stage small cell lung cancer  

• When stage of cancer remains in doubt after completion of a 

standard diagnostic workup  

Restaging  

• Known non‐small cell lung cancer  

• After completion of treatment  

• For detecting residual disease  

• For detecting suspected recurrence  

• To determine the extent of a known recurrence  

Lymphoma, including 

Hodgkin’s Disease  

Diagnosis  

• In clinical situations assisting avoidance of an invasive 

diagnostic procedure  

• In determining the optimal anatomical location to perform 

an invasive diagnostic procedure.  

Staging  

• For initial lymphoma staging  

• For clinical situations in which the stage of the cancer 
remains in doubt after completion of a standard diagnostic 
workup  

Restaging  

• For Follow‐up  

• For detecting residual disease  
 

  • For detecting suspected recurrence  

• To determine the extent of a known recurrence  

• For restaging after the completion of treatment  
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Melanoma  Diagnosis  

• To determine the optimal anatomical location in order to 
avoid or properly perform an invasive diagnostic procedure.  

Staging  

• As a technique for assessing extranodal spread of malignant 

melanoma at initial staging  

Restaging  

• For assessing extranodal spread of malignant melanoma at 
initial staging or at restaging during follow‐up treatment  

• For detecting residual disease  

• For detecting suspected recurrence  

• To determine the extent of a known recurrence  

Multiple Myeloma  Staging  

• To assess extent of disease at time of diagnosis  

Restaging  

• After completion of treatment  

• For detecting residual disease  

• For detecting suspected recurrence  

• To determine the extent of a known recurrence  

Ovarian Cancer  Diagnosis  

• To determine the optimal anatomical location in order to 

avoid or properly perform an invasive diagnostic procedure.  

Staging  

• For staging ovarian cancer during initial staging  

• In clinical situations in which the stage of the cancer 

remains in doubt after completion of a standard diagnostic 

workup  

Restaging  

• For restaging at follow up  

• For detecting residual disease  

• For detecting suspected recurrence  

• To determine the extent of a known recurrence  

• For restaging after the completion of treatment  

Pancreatic Cancer  Diagnosis  

• When used as a technique in the initial diagnosis of 
pancreatic cancer when other imaging and biopsy are 
inconclusive PET scanning  

Staging  



  

Issued: 03/13/2018  

  7  

• When used as a technique for staging of pancreatic 

cancer when other imaging and biopsy are inconclusive 

PET scanning may  

Prostate Cancer  Indicated for unfavorable intermediate or high-risk disease with 

equivocal or non-diagnostic conventional imaging, when 

confirmation may inform decisions about prostatectomy and/or 

radiation therapy 

  
 

Soft Tissue Sarcoma  Not covered. There are no indications other than for investigational  

Testicular Cancer  Restaging  

• When used as a technique in evaluation of residual mass 

following chemotherapy of stage IIB and III seminomas Note: PET 

scan should be completed not sooner than 6 weeks following 

chemotherapy  

Thyroid Cancer, 

Differentiated  

Diagnosis  

• When used as a technique in the diagnosis of patients with 

differentiated thyroid cancer when thyroglobulin levels are  

elevated and whole‐body I‐131 imaging is negative  

Restaging  

• When used as a technique for restaging patients with 

differentiated thyroid cancer when thyroglobulin levels are 

elevated and whole body I‐131 imaging is negative  

Unknown Primary  Diagnosis  

• When used in patients with an unknown primary who 
meet all of the following criteria o Single site of disease 
outside the cervical lymph nodes  

o Patient is considering local or regional treatment for a 

single site of metastatic disease  

o Negative workup for an occult primary tumor o PET 

scan will be used to rule out or detect additional sites 

of disease that would eliminate the rationale for local 

or regional treatment.  
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PET Scans not eligible for Medicaid Coverage due to their Experimental/Investigational use 

in oncological conditions include, but are not limited to the following:  
  

Bone Cancer  Staging of chondrosarcoma  

Brain Cancer  Diagnosis, staging, and restaging of brain cancer  

Breast Cancer  • Differentiating suspicious lesions or an indeterminate/ low 
suspicion on mammography;  

• Staging axillary lymph nodes.  

• Predicting pathologic response to neoadjuvant therapy for 

locally advanced disease.  

Colorectal Cancer  To assess the presence of scarring versus local bowel 

recurrence in patients with previously resected colorectal 

cancer  

Esophageal Cancer  To evaluate and detect primary esophageal cancer  

Head and Neck  

Cancers (excluding  

CNS and Thyroid)  

In other evaluations of head and neck cancer  

Lung Cancer  Staging of small cell lung cancer  

Lymphoma,  

including Hodgkin’s  

In blind evaluation of lymphoma  

  

   

Melanoma  Initial treatment strategy of regional nodes and for applications not 

discussed in covered services  

Pancreatic Cancer  In evaluating other aspects of pancreatic cancer  

Soft Tissue Sarcoma  In evaluation of soft tissue sarcoma, including but not limited to:  
• Distinguishing between benign lesions and malignant soft 

tissue sarcoma  
• Distinguishing between low grade and high grade soft 

tissue sarcoma  

• Detecting locoregional recurrence  

• Detecting distant metastasis  

Evaluating response to imatinib and other treatments for 

gastrointestinal stromal tumors  

Testicular Cancer  In evaluation of testicular cancer, including but not limited to:  

• Initial staging of testicular cancer  
• Distinguishing between viable tumor and necrosis/fibrosis 

after treatment of testicular cancer  
Detection of recurrent disease after treatment of testicular cancer  

Thyroid Cancer, 

Differentiated  

In evaluating known or suspected differentiated thyroid cancer  
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Unknown Primary  In the evaluation of unknown primary that does not cover those 
included in covered services. This includes but is not limited to:  

• As part of the initial workup of an unknown primary  

• As part of the workup of patients with multiple sites of 

disease  
  

Codes used to identify services associated with this policy may include (but may not be limited to) the following:                              
(Listed codes are not a guarantee of payment and standard editing processes will apply)  

  
Code Type  Code   

CPT  78608, 78609, 78811, 78812, 78813, 78814, 78815, 78816   

HCPCS  A9515, A9526, A9552, A9580, A9587, A9588, G0219, G0235, G0252   

ICD‐10 Diagnosis  C00.0 ‐ C07  C08 ‐ C14.8  C15.3 ‐ C19  C20  

 C21 ‐ C21.8  C25.0 ‐ C25.9  C30.0 ‐ C30.01  C31.0 ‐ C33  

 C34.00 ‐ C34.02  C34.10 ‐ C34.12  C34.2  C34.30 ‐ C34.32  

 C34.80 ‐ C34.82  C34.90 ‐ C34.92  C40.00 ‐ C40.02  C40.10 ‐ C40.12  

 C40.20 ‐ C40.22  C40.30 ‐ C40.32  C40.80 ‐ C40.82  C40.90 ‐ C40.92  

 C41.0 ‐ C41.9  C43.0  C43.10 ‐ C43.12  C43.20 ‐ C43.22  

 C43.30 ‐ C43.4  C43.51 ‐ C43.62  C43.70 ‐ C43.72  C43.8 ‐ C43.9  

 C47.0  C47.10 ‐ C47.22  C47.3 ‐ C47.9  C48.0 ‐ C48.8  

 C50.011 ‐ C50.029  C50.1  C50.211 ‐ C50.229  C50.311 ‐ C50.329  

 C50.411 ‐ C50.429  C50.511 ‐ C50.529  C50.611 ‐ C50.629  C50.811 ‐ C50.829  

 C50.911 ‐ C50.929  C52  C53.0 ‐ C53.9  C56.1 ‐ C57.9  

 C62.00 ‐ C62.292  C69 ‐ C69.92  C71.0 ‐ C71.9  C73  

 C76.0  C78.00 ‐ C78.02  C78.5  C79.31  

 C79.51  C79.60 ‐ C79.62  C79.81  C81.00 ‐ C84.99  

 C85.10 ‐ C86.6  C88.0 ‐ C88.9  C90.00 ‐ C90.32  D00.00 – D00.2  

 D01 – D01.3  D01.7  D02.0 – D02.22  D03.00 ‐ D03.339  

 D03.4  D03.51 ‐ D03.72  D03.8 ‐ D03.9  D05.00 ‐ D05.92  
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