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Medicare Local Coverage Determination

Wheelchair Options/Accessories

· For any item to be covered by Medicare, it must 1) be eligible for a defined Medicare benefit category, 2) be reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body member, and 3) meet all other applicable Medicare statutory and regulatory requirements. For the items addressed in this medical policy, the criteria for “reasonable and necessary” are defined by the following indications and limitations of coverage and/or medical necessity. 
For an option or accessory for a manual wheelchair to be covered, a written signed and dated order must be received by the supplier before a claim is submitted. If the supplier bills for an item without first receiving the completed order, the item will be denied as not medically necessary.
Options and accessories for wheelchairs are covered if the patient has a wheelchair that meets Medicare coverage criteria and the option/accessory itself is medically necessary. Coverage criteria for specific items are described below. 

If these criteria are not met, the item will be denied as not medically necessary.

ARM OF CHAIR:
Adjustable arm height option is covered if the patient requires an arm height that is different than that available using non adjustable arms and the patient spends at least 2 hours per day in the wheelchair. 

An arm trough is covered if the patient has quadriplegia, hemiplegia, or uncontrolled arm movements.
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FOOTREST/LEGREST:

Elevating legrests are covered if:

1. The patient has a musculoskeletal condition or the presence of a cast or brace which prevents 90 degree flexion at the knee; or

2. The patient has significant edema of the lower extremities that requires an elevating legrest; or

3. The patient meets the criteria for and has a reclining back on the wheelchair.

NON STANDARD SEAT FRAME DIMENSIONS:

A non- standard seat width and/or depth for a manual wheelchair is covered only if the patient’s physical dimensions justify the need.

POWER TILT AND/OR RECLINE SEATING SYSTEMS:

A power seating system- tilt only, recline only, or combination tilt and recline- with or without power elevating legrests w3ill be covered if criteria 1, 2, and 3 are met and if criterion 4, 5, or 6 is met: 

1. The patient meets all the coverage criteria for a power wheelchair described in the Power Mobility Devices LCD; and

2. A specialty evaluation that was performed by a licensed/ certified medical professional, such as a physical therapist (PT) or occupational therapist (OT) or physician who has specific training and experience in rehabilitation wheelchair evaluations of the patient’s seating and positioning needs. The PT, OT, or physician may have no financial relationship with the supplier; and

3. The wheelchair is provided by a supplier that employs a RESNA- certified Assistive Technology Professional who specializes in wheelchairs and who has direct, in- person involvement in the wheelchair selection for the patient. 

4. The patient is at high risk for development of a pressure ulcer and is unable to perform a functional weight shift; or

5. The patient utilizes intermittent catheterization for bladder management and is unable to independently transfer from the wheelchair to bed; or
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6. The power seating system is needed to manage increased tone or spasticity.  

If these criteria are not met, the power seating component(s) will be denied as not medically necessary. 

MISCELLANEOUS ACCESSORIES:

Anti- rollback device is covered if the patient self- propels and needs the device because of ramps.

A safety belt/pelvic strap is covered if the patient has weak upper body muscles, upper body instability or muscle spasticity which requires use of this item for proper positioning. 

One example (not all- inclusive) of a covered indication for swingaway, retractable, or removable hardware could be to move the component out of the way so that a patient can perform a slide transfer to a chair or bed.

A manual fully reclining back option is covered if the patient has one or more of the following conditions: 

1. The patient is at high risk for development of a pressure ulcer and is unable to perform a functional weight shift; or

2. The patient utilizes intermittent catheterization for bladder management and is unable to independently transfer from the wheelchair to the bed.

If these criteria are not met, the manual reclining back will be denied as not medically necessary.
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