Managed Care Operations Memorandum
General Operations
MCOPS Memo # 09/2026-012

Date: September 21, 2026

Subject: Utilization Review Criteria Assessment Process - Licensed Proprietary Product
Review 2026

To: All Physical Health HealthChoices Managed Care Organizations (PH-MCOs) -
Statewide

From: Gwendolyn Zander, Director, Bureau of Managed Care Operations, Office of

Medical Assistance Programs

Purpose:

To notify the HealthChoices PH-MCOs of the Utilization Review Criteria Assessment Process
(URCAP) findings from the Department's review of Licensed Proprietary Products (LPPs)
revision.

Background:

The PH-MCOs must annually submit all LPP decision making tools, including updates,
revisions or changes made to utilization review criteria, and policies and procedures for the
Department’s review and approval prior to implementation.

The Department evaluates all utilization review criteria, including licensed proprietary
products’ decision-making tools, utilized by the PH-MCOs to make determinations of medical
necessity prior to PH-MCOs’ implementation of the criteria.

Discussion:

LPPs contain nationally recognized clinical criteria utilized by the PH-MCOs as a utilization
decision-making tool to approve a service or item for a Member. LPPs may not be used to
deny a service or item. The 2026 revisions of InterQual Criteria Guidelines, 30th edition
Milliman Care Guidelines, 2026 EViCORE Imaging Guidelines, 2026 Evolent, 2026
HealthHelp Guidelines, 2026 National Comprehensive Cancer Network Guidelines, 2026
Davis (Versant) Vision Guidelines, 2026 United Concordia Guidelines, 2026 Avesis
Guidelines, and 2026 Cohere Guidelines were reviewed by the Department to ensure
updates do not conflict with PA regulations, the HealthChoices Agreement, and the
HealthChoices definition of the term “Medically Necessary.”
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All LPP revisions or updates that are approved are noted as a "“pass” and may be
implemented into the PH-MCO utilization decision-making tool. The LPP table lists categories
and findings by the Department. The LPP table can be found in the following embedded
table.

PH-MCO may not use LPPs for utilization management of Pharmaceutical injectable
medications. PH-MCO Pharmaceutical injectable medications are required to have an
individual policy submitted to the Department’s Prior Authorization Review Panel (PARP) for
approval.

Next Steps:

This information must be provided to all appropriate staff, particularly Utilization
Management Directors and Medical Directors, within your organization. If you have any
questions, please contact the Clinical Operations Unit Supervisor Sarah Weir at 717-257-
5249.

This OPS Memo supersedes previously issued OPS Memo # 10/2025-010 and will remain in
effect until further notice.

Obsolete:
N/A

Attachment:

Xl
2026 MCO LPP
Review .xlsx

https://www.pa.gov/content/dam/copapwp-

pagov/en/dhs/documents/healthchoices/hc-services/documents/managed-

care-operations-memos/mcs-09-2026-012-attachment-1-2026-mco-lpp-

review.xlsx
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		2026 Licensed Proprietary Product Review







		2026 InterQual Criteria Guidelines Revisions 



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Category Passed for MCO use		Guidelines must follow required notes 

		InterQual 2026 revisions reviewed**		Level of Care: Procedures Revisions		Passed		See comments #1- 3

				Level of Care: Long-term Acute Care Adult Revisions		Passed		See comments #1- 3

				Level of Care: Durable Medical Equipment Revisions		Passed		See comments #1- 3

				Level of Care: Acute Adult Clinical Revisions		Passed		See comments #1- 3

				Level of Care: Outpatient Rehabilitation and Chiropractic Revisions		Passed		See comments #1-4

				Level of Care: Acute Pediatric Criteria 		Passed		See comments #1- 3

				Retrospective Monitoring		Passed		See comments #1- 3

				Level of Care: Sub acute and SNF Clinical Revisions		Passed		See comments #1- 3

				Level of Care: Home Care Clinical Revisions		Passed		See comments #1- 3

				Level of Care: Imaging Revisions 		Passed 		See comments #1- 3

				Level of Care: Inpatient Rehabilitation 		Passed		See comments #1- 4

				Substance Use Disorders		Passed		See comments #1- 3

				Coordinated Care		Passed		See comments #1- 3

				Specialty RX Oncology		Passed		See comments #1- 3, 5

				Specialty RX Non-Oncology Criteria		Passed		See comments #1- 3, 5

				Specialty Referral Criteria		Passed		See comments #1- 3

				Molecular Diagnostics		Passed		See comments #1- 3, 5

				1. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
2. Age and Utilization determination for services must meet EPSDT guidelines, and services or items not on the MA Fee Schedule must be considered under the program exception process by a medical director for medical necessity under EPSDT.
3. In cases where Licensed Proprietary Products decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.                                                                                                                                                                                                                                                                                                                                                                  
4. InterQual's chiropractic decisions are based on reaching a functional plateau. This is in conflict with the HealthChoices definition of medical necessity and cannot be used in decision making.                                                                                                                                                                                                         
5. Medications and Specialty Pharmacy must follow the rules and regulations of the Statewide PDL, formulary development, and PARP.
 
**Results of URCAP/LPP review by the Department does not constitute endorsement by OMAP/DHS of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product.  
**All policies and LPP clinical criteria/guidelines for drugs must comply with all requirements in Exhibit BBB including the Statewide Preferred Drug List and must be submitted to PARP for review and approval. This applies to all drugs, regardless of coverage through pharmacy benefit, medical benefit, specialty pharmacy programs, and/or management by a subcontractor.
                                                                                                                                                                                                                                                                                                                                                                                                                  





		 2026 Milliman Care Guidelines Changes 30th edition 



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		Milliman Care Guideline Clinical revisions/changes for the 30th edition **		Ambulatory Care		Passed		See comments #1- 3, 6

				Chronic Care		Passed		See comments #1- 4

				General Recovery Care		Passed		See comments #1- 3

				Home Care		Passed		See comments #1-4, 7

				Inpatient Surgical Care		Passed		See comments #1- 3, 5

				Multiple Condition Management		Passed		See comments #1- 3

				Recovery Facility Care		Passed		See comments #1- 5

				Transition of Care		Passed		See comments #1- 3, 5, 7

				Behavioral Health Care		Passed		See comments #1- 3

				1. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
2.Age and Utilization determination for services must meet EPSDT guidelines, and services or items not on the MA Fee Schedule must be considered under the program exception process by a medical director for medical necessity under EPSDT.
3. In cases where Licensed Proprietary Products decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.
4. Milliman's guidelines include use of homebound status to determine necessity of home care. Home bound status can not be considered in decision making. Additionally, home care (home health aide) services can not be denied because there is no skilled need.                                                                                                                                                                                   
5. Transfer to SNF was not reviewed as placement is determined by OPTIONS assessment.                                                                                                        
6. Ambulatory Care Injectable and Pharmacologic Agents are not approved for use under MCG 30th edition or any previous year guideline and require PARP approval by DHS.                                                                                                                                                                                                                   
7. Use of discharge to custodial care is used in Milliman's inpatient guidelines. Custodial care is not recognized and can not be used as alternative to inpatient care.                                                                                                                                    
  
** Results of URCAP/LPP review by the department does not constitute endorsement by DHS or OMAP of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product.
**All policies and LPP clinical criteria/guidelines for drugs must comply with all requirements in Exhibit BBB including the Statewide Preferred Drug List and must be submitted to PARP for review and approval. This applies to all drugs, regardless of coverage through pharmacy benefit, medical benefit, specialty pharmacy programs, and/or management by a subcontractor.  



















		 2026 eviCore Imaging Guidelines 



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		2026 eviCore Imaging Guidelines **		Abdomen Imaging Guidelines		Passed		See comments #1- 4

				Breast Imaging Guidelines		Passed		See comments #1- 4

				Cardiac Imaging Guidelines		Passed		See comments #1- 4

				Cardiac Implantable Devices (CID) Guidelines		Passed		See comments #1- 4

				Chest Imaging Guidelines		Passed		See comments #1- 4

				Chiropractic Guidelines		Passed		See comments #1- 6

				CMM-200: Epidural Steroid Injections		Passed		See comments #1- 3, 7

				CMM-201: Facet Joint Injections/Medial Branch Blocks		Passed		See comments #1- 3, 7

				CMM-203: Sacroiliac Joint Procedures		Passed		See comments #1- 3, 7

				CMM-204: Prolotherapy		Passed		See comments #1- 3, 7

				CMM-207: Epidural Adhesiolysis		Passed		See comments #1- 3, 7

				CMM-208: Ablations/Denervations of Facet Joints and Peripheral Nerves		Passed		See comments #1- 3, 7

				CMM-209: Regional Sympathetic Blocks		Passed		See comments #1- 3, 7

				CMM-210: Implantable Intrathecal Drug Delivery Systems		Passed		See comments #1- 3, 7

				CMM-211: Spinal Cord and Dorsal Root Ganglion Stimulation		Passed		See comments #1- 3, 7

				CMM-308: Intradiscal Procedures		Passed		See comments #1- 3, 7

				CMM-310: Manipulation Under Anesthesia		Passed		See comments #1- 3, 7

				CMM-311: Knee Replacement/Arthroplasty		Passed		See comments #1- 3, 7

				CMM-312: Knee Surgery-Arthroscopic and Open Procedures		Passed		See comments #1- 3, 7

				CMM-313: Hip Replacement/ Arthroplasty		Passed		See comments #1- 3, 7

				CMM-314: Hip Surgery-Arthroscopic and Open Procedures		Passed		See comments #1- 3, 7

				CMM-315: Shoulder Surgery-Arthroscopic and Open Procedures		Passed		See comments #1- 3, 7

				CMM-318: Shoulder Arthroplasty/Replacement/Resurfacing/Revision/Arthrodesis		Passed		See comments #1- 3, 7

				CMM-600: Preface to Spine Surgery Guidelines		Passed		See comments # 1-5

				CMM-601: Anterior Cervical Discectomy and Fusion		Passed		See comments # 1-5

				CMM-602: Cervical Total Disc Arthroplasty		Passed		See comments # 1-5

				CMM-603: Posterior Cervical Decompression (Laminectomy/ Hemilaminectomy/ Laminoplasty) Guidelines		Passed		See comments # 1-5

				CMM-604: Posterior Cervical Decompression (Laminectomy/Hemilaminectomy/Laminoplasty) with or without Fusion		Passed		See comments # 1-5

				CMM-605: Cervical Microdiscectomy		Passed		See comments # 1-5

				CMM-606: Lumbar Microdiscectomy (Laminotomy, Laminectomy, or Hemilaminectomy) Guidelines		Passed		See comments # 1-5

				CMM-607: Primary Vertebral Augmentation Percutaneous Vertebroplasty-Kyphoplasty and Sacroplasty		Passed		See comments # 1-5

				CMM-608: Lumbar Decompression		Passed		See comments # 1-5

				CMM-609: Lumbar Fusion (Arthrodesis)		Passed		See comments # 1-5

				CMM-610: Lumbar Total Disc Arthroplasty Guidelines		Passed		See comments # 1-5

				CMM-611: Sacroiliac Joint Fusion or Stabilization Guidelines		Passed		See comments # 1-5

				CMM-612: Grafts Guidelines		Passed		See comments # 1-5

				CMM-613: Thoracic Decompression and Discectomy		Passed		See comments # 1-5

				CMM-614: Thoracic and Thoracolumbar Fusion (Athrodesis)		Passed		See comments # 1-5

				Head Imaging Guidelines		Passed		See comments #1- 4

				Musculoskeletal Imaging Guidelines 		Passed		See comments #1- 4

				Neck Imaging Guidelines		Passed		See comments #1- 4

				Oncology Imaging Guidelines		Passed		See comments #1- 4

				Pediatric and Special Populations Oncology Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Abdomen Imaging Guidelines		Passed		See comments #1- 4

				Pediatric and Special Populations Spine Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Cardiac Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Chest Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Head Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Musculoskeletal Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Neck Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Pelvis Imaging Guidelines		Passed		See comments # 1-5

				Pediatric Peripheral Nerve and Neuromuscular Disorders (PNND) Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Peripheral Nerve Disorders (PND) Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Peripheral Vascular Disease (PVD) Imaging Guidelines		Passed		See comments #1- 4

				Pediatric Spine Imagining Guidelines		Passed		See comments #1- 4

				Pelvis Imaging Guidelines		Passed		See comments #1- 4

				Peripheral Nerve and Neuromuscular Disorders (PNND) Imaging Guidelines		Passed		See comments #1- 4

				Peripheral Nerve Disorders (PND) Imaging Guidelines		Passed		See comments #1- 4

				Peripheral Vascular Disease (PVD) Imaging Guidelines		Passed		See comments #1- 4

				Preface to the Comprehensive Musculoskeletal Management Guidelines		Passed		See comments #1- 4

				Preface to the Imaging Guidelines 		Passed		See comments #1- 4

				PT/OT Services Guidelines		Passed		See comments #1- 4, 5

				Speech Language Pathology (SLP) Services		Passed		See comments #1- 4, 5

				Spine Imaging Guidelines		Passed		See comments #1- 4

				1. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
2. Age and Utilization determination for services must meet EPSDT guidelines, and services or items not on the MA Fee Schedule must be considered under the program exception process by a medical director for medical necessity under EPSDT.  
3. In cases where Licensed Proprietary Products' decision making criteria is more restrictive than Medicaid Fee For Service program services or cannot be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.
4. The Physical Medicine category and listed procedures are subject to the Technology Assessment Group decisions with all experimental and investigation procedures being determined on a case by case basis using the HealthChoices definition of medical necessity.
5. Criteria stating that ‘ongoing treatment is no longer medically necessary due to no measurable improvement, progress or maintaining of functional abilities’ do not align with the HealthChoices definition of Medically Necessary may not be used as decision-making criteria.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             
6. EviCore's chiropractic decisions are based on reaching functional plateau. This is in conflict with the HealthChoices definition of medical necessity and cannot be used in decision making. 
7. Injectable medications for procedures cannot be approved in any edition and must be approved via the Department's PARP process. 

Note * Results of URCAP/LPP review by the departments bureau of managed care operations does not constitute endorsement by OMAP/DHS of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product.
**All policies and LPP clinical criteria/guidelines for drugs must comply with all requirements in Exhibit BBB including the Statewide Preferred Drug List and must be submitted to PARP for review and approval. This applies to all drugs, regardless of coverage through pharmacy benefit, medical benefit, specialty pharmacy programs, and/or management by a subcontractor.





		 2026 Evolent



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		2026 Evolent Guidelines		CAC SCORING BY EBCT OR NON-CONTRAST CCT		Passed		See comments #1- 4

				CT ABDOMEN		Passed		See comments #1- 4

				CT ABDOMEN AND PELVIS		Passed		See comments #1- 4

				CT BRAIN		Passed		See comments #1- 4

				CT CEREBRAL PERFUSION		Passed		See comments #1- 4

				CT CERVICAL SPINE		Passed		See comments #1- 4

				CT CHEST		Passed		See comments #1- 4

				CT COLONOSCOPY DIAGNOSTIC (VIRTUAL)		Passed		See comments #1- 4

				CT COLONOSCOPY SCREENING (VIRTUAL)		Passed		See comments #1- 4

				CT FOLLOW-UP, LIMITED OR LOCALIZED		Passed 		See comments #1- 4

				CT HEART		Passed		See comments #1- 4

				CT LOW DOSE FOR LUNG CANCER SCREENING		Passed		See comments #1- 4

				CT LOWER EXTREMITY (ANKLE, FOOT, HIP, KNEE, LOWER EXTREMITY)		Passed		See comments #1- 4

				CT LUMBAR SPINE		Passed		See comments #1- 4

				CT NECK		Passed		See comments #1- 4

				CT or MRI GUIDANCE FOR NEEDLE PLACEMENT		Passed		See comments #1- 4

				CT PELVIS		Passed		See comments #1- 4

				CT SINUS MAXILLOFACIAL CT LIMITED OR LOCALIZED FOLLOW UP SINUS		Passed		See comments #1- 4

				CT TEMPORAL BONE, MASTOID, ORBITS, SELLA, INTERNAL AUDITORY CANAL		Passed		See comments #1- 4

				CT THORACIC SPINE		Passed		See comments #1- 4

				CT UPPER EXTREMITY (ARM, CARPAL JOINT, HAND, SCAPULA, SHOULDER, UPPER EXTREMITY, WRIST)		Passed		See comments #1- 4

				CTA ABDOMEN		Passed		See comments #1- 4

				CTA ABDOMEN AND PELVIS		Passed		See comments #1- 4

				CTA ABDOMINAL AORTA WITH LOWER EXTREMITY RUNOFF		Passed		See comments #1- 4

				CTA BRAIN		Passed		See comments #1- 4

				CTA CHEST		Passed		See comments #1- 4

				CTA CORONARY ARTERIES (CCTA)		Passed		See comments #1- 4

				CTA LOWER EXTREMITY		Passed		See comments #1- 4

				CTA NECK		Passed		See comments #1- 4

				CTA PELVIS		Passed		See comments #1- 4

				FETAL MRI		Passed		See comments #1- 4

				LOW FIELD MRI		Passed		See comments #1- 4

				Magnetic Resonance Elastography (MRE)		Passed		See comments #1- 4

				MR SPECTROSCOPY (MRS)		Passed		See comments #1- 4

				MRA ABDOMEN		Passed		See comments #1- 4

				MRA CHEST		Passed		See comments #1- 4

				MRA LOWER EXTREMITY (ANDKLE, LOWER EXTREMITY)		Passed		See comments #1- 4

				MRA MRV BRAIN		Passed		See comments #1- 4

				MRA NECK		Passed		See comments #1- 4

				MRA PELVIS		Passed		See comments #1- 4

				MRA SPINAL CANAL		Passed		See comments #1- 4

				MRA UPPER EXTREMITY		Passed		See comments #1- 4

				MRI BONE MARROW		Passed		See comments #1- 4

				MRI BRAIN		Passed		See comments #1- 4

				MRI BREAST		Passed		See comments #1- 4

				MRI CERVICAL SPINE		Passed		See comments #1- 4

				MRI CHEST (THORAX)		Passed		See comments #1- 4

				MRI FUNCTIONAL BRAIN		Passed		See comments #1- 4

				MRI HEART		Passed		See comments #1- 4

				MRI LOWER EXTREMITY (ANKLE, FOOT, HIP, KNEE, LOWER EXTREMITY)		Passed		See comments #1- 4

				MRI LUMBAR SPINE		Passed		See comments #1- 4

				MRI MRCP ABDOMEN		Passed		See comments #1- 4

				MRI PELVIS		Passed		See comments #1- 4

				MRI SINUS, FACE, ORBIT, NECK, AND INTERNAL AUDITORY CANAL		Passed		See comments #1- 4

				MRI TEMPOROMANDIBULAR JOINT (TMJ)		Passed		See comments #1- 4

				MRI THORACIC SPINE		Passed		See comments #1- 4

				MRI UPPER EXTREMITY		Passed		See comments #1- 4

				MUGA SCAN		Passed		See comments #1- 4

				MYOCARDIAL PERFUSION IMAGING (MPI)		Passed		See comments #1- 4

				PET HEART WITH CT FOR ATTENUATION		Passed		See comments #1- 4

				PET SCAN, BRAIN		Passed		See comments #1- 4

				PET SCAN, HEART (CARDIAC)		Passed		See comments #1- 4

				PET SCANS, PET SCANS WITH CT ATTENUATION		Passed		See comments #1- 4

				PET TUMOR IMAGING		Passed		See comments #1- 4

				PROTON BEAM RADIATION THERAPY AND NEUTRON BEAM RADIATION THERAPY SERVICES		Passed		See comments #1- 4

				RADIATION THERAPY SERVICES		Passed		See comments #1- 4

				1. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
2. Age and Utilization determination for services must meet EPSDT guidelines, and services or items not on the MA Fee Schedule must be considered under the program exception process by a medical director for medical necessity under EPSDT. 
3.  In cases where Licensed Proprietary Products' decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.  
4. The Physical Medicine category and listed procedures would be subject to the Health Choices program Technology Assessment Group decisions with all experimental and investigation procedures being determined on a case by case basis using the Health Choices definition of medical necessity.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

 **Results of URCAP/LPP review by the department does not constitute endorsement by OMAP/DHS of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product.             
**All policies and LPP clinical criteria/guidelines for drugs must comply with all requirements in Exhibit BBB including the Statewide Preferred Drug List and must be submitted to PARP for review and approval. This applies to all drugs, regardless of coverage through pharmacy benefit, medical benefit, specialty pharmacy programs, and/or management by a subcontractor.                                
                                                                 
                                                                                                                                                                                                                                                                                                                   





		2026 HealthHelp Guidelines



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		2026 HealthHelp Guidelines**		CCTA and Nuclear Cardiology
(Multigated Acquisition Scan,
Myocardial Infarct Imaging,
Myocardial Perfusion Imaging) 		Passed		See comments #1- 5

				CCTA SPEC		Passed		See comments #1- 4

				CT Maxillofacial Sinus		Passed		See comments #1- 4

				CTA Neck 		Passed		See comments #1- 4

				CTA-Abdominal Arteries		Passed		See comments #1- 4

				CTA-Abdomen		Passed		See comments #1- 4

				CTA-Abdomen Pelvis		Passed		See comments #1- 4

				CT-Abdomen		Passed		See comments #1- 4

				CT-Abdomen Pelvis		Passed		See comments #1- 4

				CTA-Brain		Passed		See comments #1- 4

				CTA-Chest		Passed		See comments #1- 4

				CTA-Head Neck		Passed		See comments #1- 4

				CTA-Lower Extremity		Passed		See comments #1- 4

				CTA-Neck		Passed		See comments #1- 4

				CTA-Pelvis		Passed		See comments #1- 4

				CTA-Upper Extremity		Passed		See comments #1- 4

				CT-Brain		Passed		See comments #1- 4

				CT-Chest		Passed		See comments #1- 4

				CT-Colon		Passed		See comments #1- 4

				CT-Cervical Spine		Passed		See comments #1- 4

				CT-Extremity		Passed		See comments #1- 4

				CT-Heart		Passed		See comments #1- 4

				CT-Lumbar spine		Passed		See comments #1- 4

				CT-Max		Passed		See comments #1- 4

				CT-Neck		Passed		See comments #1- 4

				CT-Orbits		Passed		See comments #1- 4

				CT-Pelvis		Passed		See comments #1- 4

				CT-Thoracic Spine		Passed		See comments #1- 4

				Defibrillator		Passed		See comments #1- 5

				Implantable Loop Recorder		Passed		See comments #1- 5

				Interventional Pain Management		Passed		See comments #1- 5

				Left Atrial Appendage Closure (LAAC)		Passed		See comments #1- 5

				MRA Abdomen		Passed		See comments #1- 4

				MRA Neck		Passed		See comments #1- 4

				MRA Pelvis		Passed		See comments #1- 4

				MRA Spinal Canal		Passed		See comments #1- 4

				MRA-Abdomen		Passed		See comments #1- 4

				MRA-Brain		Passed		See comments #1- 4

				MRA-Chest		Passed		See comments #1- 4

				MRA-Lower Extremity		Passed		See comments #1- 4

				MRA-Neck		Passed		See comments #1- 4

				MRA-Pelvis		Passed		See comments #1- 4

				MRA-Spine		Passed		See comments #1- 4

				MRA-Upper Extremity		Passed		See comments #1- 4

				MRI Abdomen		Passed		See comments #1- 4

				MRI Bone Marrow		Passed		See comments #1- 4

				MRI Breast		Passed		See comments #1- 4

				MRI Cervical Spine		Passed		See comments #1- 4

				MRI Face, Sinus, IAC, Neck, and Orbits		Passed		See comments #1- 4

				MRI-Abdomen		Passed		See comments #1- 4

				MRI-Bone Marrow		Passed		See comments #1- 4

				MRI-Brain		Passed		See comments #1- 4

				MRI-Breast		Passed		See comments #1- 4

				MRI-Chest		Passed		See comments #1- 4

				MRI-Cervical Spine		Passed		See comments #1- 4

				MRI-Extremity		Passed		See comments #1- 4

				MRI-Fetal		Passed		See comments #1- 4

				MRI-Heart		Passed		See comments #1- 4

				MRI-Lumbar Spine		Passed		See comments #1- 4

				MRI-Orbits		Passed		See comments #1- 4

				MRI-Pelvis		Passed		See comments #1- 4

				MRI-Spectroscopy		Passed		See comments #1- 4

				MRI-TMJ		Passed		See comments #1- 4

				MRI-Thoracic Spine		Passed		See comments #1- 4

				MSK Hip		Passed		See comments #1- 4

				Peripheral Procedures		Passed		See comments #1- 4

				PET Brain 		Passed		See comments #1- 4

				PET Heart		Passed		See comments #1- 4

				PET Heart 		Passed		See comments #1- 4

				PET Whole Body		Passed		See comments #1- 4

				PET-Brain		Passed		See comments #1- 4

				PET-Heart		Passed		See comments #1- 4

				PET-Whole Body		Passed		See comments #1- 4

				Sleep Program		Passed		See comments #1- 4

				Transcatheter Aortic Valve Replacement Implant (TAVR) 		Passed		See comments #1- 5

				Transcatheter Caval Valve Implantation (CAVI)		Passed		See comments #1- 5

				Transcatheter Mitral Valve Repair (TMVR)		Passed		See comments #1- 5

				Transcatheter Pulmonary Valve Implantation (TPVI)		Passed		See comments #1- 5

				Transcatheter Tricuspid Valve Implantation (TTVI)		Passed		See comments #1- 5

				1. Utilization determination for services must meet EPSDT guidelines, and services or items not on the MA Fee Schedule must be considered under the program exception process by a medical director for medical necessity under EPSDT.                                                                                        
2. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
3. In cases where Licensed Proprietary Products decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.                                                                 
4. The Physical Medicine category and listed procedures would be subject to the Health Choices program Technology Assessment Group decisions with all experimental and investigation procedures being determined on a case by case basis using the Health Choices definition of medical necessity.
5. Injectable medications for procedures cannot be approved in any edition and must be approved via the Department's PARP process.                
Note 

** Results of URCAP/LPP review by the departments bureau of managed care operations does not constitute endorsement by OMAP/DHS of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product.
**All policies and LPP clinical criteria/guidelines for drugs must comply with all requirements in Exhibit BBB including the Statewide Preferred Drug List and must be submitted to PARP for review and approval. This applies to all drugs, regardless of coverage through pharmacy benefit, medical benefit, specialty pharmacy programs, and/or management by a subcontractor.





		2026 National Comprehensive Cancer Network (NCCN) Guidelines



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		2026 National Comprehensive Cancer Network (NCCN) Guidelines**		Anal Carcinoma		Passed		See comments #1- 5

				Acute Lymphoblastic Leukemia		Passed		See comments #1- 5

				Acute Myeloid Leukemia		Passed		See comments #1- 5

				Ampullary Adenocarcinoma		Passed		See comments #1- 5

				Anal Carcinoma		Passed		See comments #1- 5

				Appendiceal Neoplasms and Cancers		Passed		See comments #1- 5

				Basal Cell Skin Cancer		Passed		See comments #1- 5

				B-cell Lymphomas		Passed		See comments #1- 5

				Biliary Tract Cancers		Passed		See comments #1- 5

				Bladder Cancer		Passed		See comments #1- 5

				Bone Cancer		Passed		See comments #1- 5

				Breast Cancer		Passed		See comments #1- 5

				Castleman Disease		Passed		See comments #1- 5

				Central Nervous System Cancers		Passed		See comments #1- 5

				Cervical Cancer		Passed		See comments #1- 5

				Chronic Lymphocytic Leukemia/Small Lymphocytic Lymphoma		Passed		See comments #1- 5

				Chronic Myeloid Leukemia		Passed		See comments #1- 5

				Colon Cancer		Passed		See comments #1- 5

				Dermatofibrosarcoma Protuberans		Passed		See comments #1- 5

				Esophageal and Esophagogastric Junction Cancers		Passed		See comments #1- 5

				Gastric Cancer		Passed		See comments #1- 5

				Gastrointestinal Stromal Tumors		Passed		See comments #1- 5

				Gestational Trophoblastic Neoplasia		Passed		See comments #1- 5

				Hairy Cell Leukemia		Passed		See comments #1- 5

				Head and Neck Cancers		Passed		See comments #1- 5

				Hepatocellular Carcinoma		Passed		See comments #1- 5

				Histiocytic Neoplasms		Passed		See comments #1- 5

				Hodgkin Lymphoma		Passed		See comments #1- 5

				Kaposi Sarcoma		Passed		See comments #1- 5

				Kidney Cancer		Passed		See comments #1- 5

				Melanoma: Cutaneous		Passed		See comments #1- 5

				Melanoma: Uveal		Passed		See comments #1- 5

				Merkel Cell Carcinoma		Passed		See comments #1- 5

				Mesothelioma: Peritoneal		Passed		See comments #1- 5

				Mesothelioma: Pleural		Passed		See comments #1- 5

				Multiple Myeloma		Passed		See comments #1- 5

				Myelodysplastic Syndromes		Passed		See comments #1- 5

				Myeloid/Lymphoid Neoplasms with Eosinophilia and Tyrosine Kinase Gene Fusions		Passed		See comments #1- 5

				Myeloproliferative Neoplasms		Passed		See comments #1- 5

				Neuroblastoma		Passed		See comments #1- 5

				Neuroendocrine and Adrenal Tumors		Passed		See comments #1- 5

				Non-Small Cell Lung Cancer		Passed		See comments #1- 5

				Occult Primary		Passed		See comments #1- 5

				Ovarian Cancer/Fallopian Tube Cancer/Primary Peritoneal Cancer		Passed		See comments #1- 5

				Pancreatic Adenocarcinoma		Passed		See comments #1- 5

				Pediatric Acute Lymphoblastic Leukemia		Passed		See comments #1- 5

				Pediatric Aggressive Mature B-Cell Lymphomas		Passed		See comments #1- 5

				Pediatric Central Nervous System Cancers		Passed		See comments #1- 5

				Pediatric Hodgkin Lymphoma		Passed		See comments #1- 5

				Penile Cancer		Passed		See comments #1- 5

				Primary Cutaneous Lymphomas		Passed		See comments #1- 5

				Prostate Cancer		Passed		See comments #1- 5

				Radiation Therapy Review Criteria		Passed		See comments #1- 5

				Rectal Cancer		Passed		See comments #1- 5

				Small Bowel Adenocarcinoma		Passed		See comments #1- 5

				Small Cell Lung Cancer		Passed		See comments #1- 5

				Soft Tissue Sarcoma		Passed		See comments #1- 5

				Squamous Cell Skin Cancer		Passed		See comments #1- 5

				Systemic Light Chain Amyloidosis		Passed		See comments #1- 5

				Systemic Mastocytosis		Passed		See comments #1- 5

				T-cell Lymphomas		Passed		See comments #1- 5

				Testicular Cancer		Passed		See comments #1- 5

				Thymomas and Thymic Carcinomas		Passed		See comments #1- 5

				Thyroid Carcinoma		Passed		See comments #1- 5

				Uterine Neoplasms		Passed		See comments #1- 5

				Vaginal Cancer		Passed		See comments #1- 5

				Vulvar Cancer		Passed		See comments #1- 5

				Waldenström Macroglobulinemia/ Lymphoplasmacytic Lymphoma		Passed		See comments #1- 5

				Wilms Tumor (Nephroblastoma)		Passed		See comments #1- 5

				1. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
2. Age and Utilization determination for services must meet EPSDT guidelines, and services or items not on the MA Fee Schedule must be considered under the program exception process by a medical director for medical necessity under EPSDT.  
3. In cases where Licensed Proprietary Products decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.
4. The Physical Medicine category and listed procedures would be subject to the Health Choices program Technology Assessment Group decisions with all experimental and investigation procedures being determined on a case by case basis using the Health Choices definition of medical necessity.
5. Injectable medications for procedures cannot be approved in any edition and must be approved via the Department's PARP process.                

* Results of URCAP/LPP review by the departments bureau of managed care operations does not constitute endorsement by OMAP/DHS of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product.
**All policies and LPP clinical criteria/guidelines for drugs must comply with all requirements in Exhibit BBB including the Statewide Preferred Drug List and must be submitted to PARP for review and approval. This applies to all drugs, regardless of coverage through pharmacy benefit, medical benefit, specialty pharmacy programs, and/or management by a subcontractor.





		 2026 Davis Vision (Versant) Guidelines 



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		2026 Davis Vision Guidelines**		Medically Necessary Contact Lenses		Passed		See comments #1- 3

				Specialty Spectacle Lenses		Passed		See comments #1- 3

				1. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
2. Age and Utilization determination for services must meet EPSDT guidelines, and services or items not on the MA Fee Schedule must be considered under the program exception process by a medical director for medical necessity under EPSDT.  
3. In cases where Licensed Proprietary Products decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director. 

**Results of URCAP/LPP review by the department does not constitute endorsement by DHS or OMAP of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product





		 2026 Cohere Guidelines



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		2026 Cohere Guidelines**		Ankle Arthrodesis		Passed		See comments #1- 4

				Ankle Arthroplasty		Passed		See comments #1- 4

				Bone Xenograft		Passed		See comments #1- 4

				Bunionette Surgical Treatments		Passed		See comments #1- 4

				Cardiac Ablation		Passed		See comments #1- 4

				Cardiac Catheterization		Passed		See comments #1- 4

				Cardiac Implantable Rhythm Management Devices		Passed		See comments #1- 4

				Carotid Artery Stenting (CAS) and/or Transcarotid Artery Revascularization (TCAR)		Passed		See comments #1- 4

				Carotid Endarterectomy (CEA)		Passed		See comments #1- 4

				Category III CPT Codes		Passed		See comments #1- 4

				Catheter-Based Angiogram, Lower Extremity Arteries		Passed		See comments #1- 4

				Cervical Spinal Fusion		Passed		See comments #1- 4

				Chiropractic Treatment		Passed		See comments #1- 6

				Coronary Atherectomy		Passed		See comments #1- 4

				Coronary Intravascular Lithotripsy (IVL)		Passed		See comments #1- 4

				Descending Thoracic and Abdominal Aortic Aneurysm Repair		Passed		See comments #1- 4

				Electrophysiological Study (EPS)		Passed		See comments #1- 4

				Epidural Steroid Injections (ESIs)		Passed		See comments #1- 4

				External Cardiac Monitoring Devices		Passed		See comments #1- 4

				Facet Injections		Passed		See comments #1- 4, 8

				Facet Joint Allograft Implants		Passed		See comments #1- 4

				Facet Joint Radiofrequency Ablation (RFA)		Passed		See comments #1- 4

				Gastric Pacing Electrical Stimulation		Passed		See comments #1- 4

				Genicular Nerve Procedures		Passed		See comments #1- 4

				Great Toe Surgical Treatments		Passed		See comments #1- 4

				Hip Arthroplasty (Partial, Total, or Revision)		Passed		See comments #1- 4

				Hip Arthroscopy		Passed		See comments #1- 4

				Hip Core Decompression With or Without Bone Grafting		Passed		See comments #1- 4

				Home Health		Passed		See comments #1-5, 7

				Home Physical and Occupational Therapy (PT_OT)		Passed		See comments #1-5, 7

				Home Respiratory Care		Passed		See comments #1- 4

				Home Speech Therapy		Passed		See comments #1- 4

				Implantable Pulmonary Artery Pressure Sensors (IPAPS) for Heart Failure Management		Passed		See comments #1- 4

				Internal Loop Recorders		Passed		See comments #1- 4

				Interspinous Process Devices With Open Decompression		Passed		See comments #1- 4

				Interspinous Process Devices Without Open Decompression		Passed		See comments #1- 4

				Intradiscal Biacuplasty, PIRFT, or IDET		Passed		See comments #1- 4

				Intrathecal Pain Pumps		Passed		See comments #1-4, 8

				Knee Arthroplasty		Passed		See comments #1- 4

				Knee Arthroscopy		Passed		See comments #1- 4

				Knee Manipulation Under Anesthesia (MUA)		Passed		See comments #1-4, 8

				Kyphectomy		Passed		See comments #1- 4

				Kyphoplasty and Vertebroplasty		Passed		See comments #1- 4

				Left Atrial Appendage Implants		Passed		See comments #1- 4

				Level of Care Criteria		Passed		See comments #1- 4

				Lower Extremity Arterial Revascularization		Passed		See comments #1- 4

				Miscellaneous Musculoskeletal Procedures		Passed		See comments #1- 4

				Multiple Gated Acquisition (MUGA) Scan		Passed		See comments #1- 4

				Myocardial Perfusion Imaging Single Photon Emission Computed Tomography (MPI-SPECT)		Passed		See comments #1- 4

				Omnibus Codes (Musculoskeletal Care and Pain Management)		Passed		See comments #1- 4

				Open Shoulder Surgical Procedures		Passed		See comments #1- 4

				Outpatient Speech Therapy		Passed		See comments #1- 4

				Patellofemoral Reconstruction_Realignment		Passed		See comments #1- 4

				Percutaneous Coronary Intervention		Passed		See comments #1- 4

				Percutaneous Ventricular Assist Devices		Passed		See comments #1- 4

				Periacetabular Osteotomy_Surgical Dislocation		Passed		See comments #1- 4

				Peripheral Intravascular Lithotripsy (IVL)		Passed		See comments #1- 4

				PFO_ASD Closure		Passed		See comments #1- 4

				Physical and Occupational Therapy (PT_OT)		Passed		See comments #1-5

				Proximal Tibial Osteotomy		Passed		See comments #1- 4

				Pulmonary Artery Denervation		Passed		See comments #1- 4

				Respite Care		Passed		See comments #1- 4

				Sacroiliac Joint Fusion		Passed		See comments #1- 4

				Sacroiliac Joint Injections and Radiofrequency Ablation (RFA)		Passed		See comments #1- 4

				Shoulder Arthroplasty		Passed		See comments #1- 4

				Shoulder Arthroscopy		Passed		See comments #1- 4

				Shoulder Biceps Tenodesis_Tenotomy		Passed		See comments #1- 4

				Shoulder Manipulation Under Anesthesia (MUA)		Passed		See comments #1-4, 8

				Sleep Study_Polysomnography (PSG)		Passed		See comments #1- 4

				Spinal Cord Stimulators		Passed		See comments #1- 4

				Spinal Decompression (Laminectomy, Laminotomy, Foraminotomy, and Discectomy)		Passed		See comments #1- 4

				Spinal Osteotomy		Passed		See comments #1- 4

				Subchondroplasty		Passed		See comments #1- 4

				Tarsometatarsal Arthrodesis		Passed		See comments #1- 4

				Thermal Ablation of the Intraosseous Basivertebral Nerve (BVN)		Passed		See comments #1- 4

				Thoracolumbar Spinal Fusion With or Without Pelvic Fixation		Passed		See comments #1- 4

				Total Disc Arthroplasty		Passed		See comments #1- 4

				Transcatheter Aortic Valve Replacement_Implantation (TAVR_TAVI)		Passed		See comments #1- 4

				Transcatheter Mitral Valve Repair		Passed		See comments #1- 4

				Transesophageal Echocardiography (TEE)		Passed		See comments #1- 4

				Transthoracic Echocardiogram (TTE)		Passed		See comments #1- 4

				Vertebral Body Tethering		Passed		See comments #1- 4

				Vertebral Corpectomy		Passed		See comments #1- 4

				Wearable Defibrillators		Passed		See comments #1- 4

				Wireless Pulmonary Artery Pressure Monitoring (CardioMEMS)		Passed		See comments #1- 4

				1. Utilization determination for services must meet EPSDT guidelines and services or items not on the MA Fee Schedule must be considered under the exception process by a medical director for medical necessity under EPSDT.
2. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
3. In cases where Licensed Proprietary Products decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.
4. The Physical Medicine category and listed procedures would be subject to the Health Choices program Technology Assessment Group decisions with all experimental and investigation procedures being determined on a case by case basis using the Health Choices definition of medical necessity.
5. In case of Habilitation Physical and Occupational therapy where ongoing treatment is not appropriate state of sensorimotor functioning has yielded no measurable functional progress is not recognized criteria to make a determination for medical necessity and is in conflict with the Health Choices Definition of medical necessity which is to maintain the functional status of the member.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
6. Cohere's chiropractic decisions are based on reaching a functional plateau. This is in conflict with the HealthChoices definition of medical necessity and cannot be used in decision making.
7. Home Health Services must also adhere to OPS memos and MABs related to shift care services for the under age 21 population. Adult Home health is not covered under the Physical HealthChoices Program. 
8. Injectable medications for procedures cannot be approved in any edition and must be approved via the Department's PARP process.

* Results of URCAP/LPP review by the departments bureau of managed care operations does not constitute endorsement by OMAP/DHS of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product.
**All policies and LPP clinical criteria/guidelines for drugs must comply with all requirements in Exhibit BBB including the Statewide Preferred Drug List and must be submitted to PARP for review and approval. This applies to all drugs, regardless of coverage through pharmacy benefit, medical benefit, specialty pharmacy programs, and/or management by a subcontractor.





		 2026 Avesis Guidelines 



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		2026 Avesis Guidelines**		Preventive Services (D1000-D1999)		Passed		See comments #1- 4

				Restorative Procedures (D2000-D2999)		Passed		See comments #1- 4

				Endodontics (D3000-D3999)		Passed		See comments #1- 4

				Periodontal (D4000-D4999)		Passed		See comments #1- 4

				Maxillofacial Prosthetics (D5900-D5999)		Passed		See comments #1- 4

				Implant Services (D6000-D6199)		Passed		See comments #1- 4

				Prosthodontics, Fixed (D6200-D6999)		Passed		See comments #1- 4

				Oral and Maxillofacial Surgery (D7000-D7999) 		Passed		See comments #1- 4

				Orthodontics (D8000-D8999)		Passed		See comments #1- 4

				Adjunctive General Services (D9000-D9999) 		Passed		See comments #1- 4

				1. Utilization determination for services must meet EPSDT guidelines and services or items not on the MA Fee Schedule must be considered under the exception process by a medical director for medical necessity under EPSDT.
2. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
3. In cases where Licensed Proprietary Products decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.
4. PH-MCOs must adhere to the PA Dental Code and all associated OPS memos, MABs, and regulations regarding dental.  

**Results of URCAP/LPP review by the department does not constitute endorsement by DHS or OMAP of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product





		 2026 United Concordia Guidelines 



		Licensed Proprietary Product Reviewed		Volume, Chapter, Section, or Major Category Identified by the Licensed Proprietary Product 		Categories Passed for MCO use		Guidelines must follow required notes

		2026 United Concordia Guidelines**		Prior Authorization Review Criteria		Passed		See comments #1-2

				1. Utilization determination for services must meet EPSDT guidelines and services or items not on the MA Fee Schedule must be considered under the exception process by a medical director for medical necessity under EPSDT.
2. Medical Necessity is determined using the Pennsylvania HealthChoices definition of medical necessity and not by the PH-MCO Licensed Proprietary Product.
3. In cases where Licensed Proprietary Products decision making criteria is more restrictive than Medicaid Fee For Service program services or can not be Passed by a clinical reviewer, the request for services or item will be determined by the PH-MCO medical director.
4. PH-MCOs must adhere to the PA Dental Code and all associated OPS memos, MABs, and regulations regarding dental.  

**Results of URCAP/LPP review by the department does not constitute endorsement by DHS or OMAP of licensed proprietary products or utilization review policies, procedures or criteria within the licensed proprietary product





