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UNIVERSITY PHYSICIANS HEALTH PLANS

[University Family Care, University Physicians Healthcare Group, and Maricopa Health Plan]
REFERRAL GUIDELINE

HYSTERECTOMY

____________________________________________________________________


A. POLICY

1. Medically necessary, including emergent, hysterectomy services shall be covered.

2. Non-emergent hysterectomies must be prior authorized.

B. EXCLUSIONS AND LIMITATIONS

1. Hysterectomy procedures are not covered if performed solely for the purpose of rendering an individual sterile.

C. PRIOR AUTHORIZATION GUIDELINE

1. Coverage of hysterectomy services is limited to those cases in which medical necessity has been established by careful diagnosis and has been preceded by a trial of therapy (medical or surgical) which was proven unsatisfactory:

(a) Dysfunctional Uterine Bleeding:  A hysterectomy should be confined to members for whom medical and surgical therapy has failed and childbearing is no longer important.  

A hysteroscopy and endometrial ablation should be offered first.

(b) Endometrosis:  A hysterectomy is indicated in members with severe disease when future child-bearing is not a consideration, or when disease is refractory to medical or surgical therapy.

(c) Uterine Prolapse:  A hysterectomy can be indicated for the symptomatic parous member for whom childbearing is no longer deemed important and for whom non-operative and/or surgical correction; i.e., suspension, repair will not provide the member adequate relief.

2. Hysterectomy services may be considered medically necessary without trial of therapy in the following cases:

· Invasive carcinoma of the cervix

· Ovarian carcinoma

· Endometrial carcinoma

· Carcinoma of the fallopian tube

· Malignant gestational trophoblastic disease

· Life-threatening uterine hemorrhage, uncontrolled by conservative therapy

· Potentially life-threatening hemorrhage as in cervical pregnancy, interstitial pregnancy, or placenta abruptio

3. Providers must include the signed AHCCCS Hysterectomy Consent Form with the referral request.  

4. No waiting period is required.
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