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I. POLICY DESCRIPTION:  

Antineoplastic Agent, Anti-CD20 monoclonal antibody – Rituxan (Rituximab), Riabni 

(rituximab-arrx), Ruxience (rituximab-pvvr), Truxima (rituximab-abbs)  

 

II. RESPONSIBLE PARTIES:  

Medical Management Administration, Pharmacy Department, Utilization Management, 

Integrated Care Management, Claims Department 

 

III. DEFINITIONS: 

Rituxan and its biosimilars are a monoclonal antibody directed against the CD20 antigen on 

the surface of B-lymphocytes which upon binding to CD20, mediates B-cell lysis. 

 

IV. POLICY:  

Rituximab and its biosimilars will be considered medically necessary once the following 

coverage criteria is met. Approvals may be subject to dosing limits in accordance with FDA-

approved labeling, accepted compendia, and/or evidence-based practice guidelines. 

 

Chart notes must be submitted to confirm diagnosis and previous treatment(s). 

 

Ruxience is the preferred product. Rituxan, Riabni and Truxima require trial and failure with 

Ruxience.  

 

 Rituximab Approvable Indications 

1 Moderately to severely active Rheumatoid Arthritis (RA) 

2 

Granulomatosis with Polyangiitis (GPA) (Wegener’s Granulomatosis) and microscopic 

polyangiitis (MPA) and Churg-Strauss and pauci-immune glomerulonephritis  

3 Sjogren’s Syndrome 

4 Multiple Sclerosis (MS) 

5 Myasthenia Gravis 

6 Immune or Idiopathic Thrombocytopenia (ITP) 

7 Autoimmune blistering disease  

8 Neuromyelitis optica (i.e., neuromyelitis optica spectrum disorder; NMOSD, Devic disease)  

9 Systemic Lupus Erythematosus (SLE)  

10 Thrombotic thrombocytopenic purpura 

11 Oncology Indications 

12 Pemphigus Vulgaris  
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INITIAL REQUEST:  

1. Moderately to severely active Rheumatoid Arthritis (RA) 

A. Member is 18 years of age or older;  

AND 

B. Prescribed by or in consultation with a Rheumatologist;  

AND 

C. Member has a confirmed diagnosis of moderately to severely active rheumatoid 

arthritis (RA) as defined by ONE of the following:  

a. ≥8 tender joints or painful on motion; and ≥6 swollen joints; 

OR 

b. High sensitivity C-reactive protein (hs-CRP) ≥7 mg/L or ESR ≥28 

mm/H;  

AND 

D. Member has tried, and indicated inadequate control, with ONE of the following 

agents (unless intolerant or contraindicated to):  

a. Methotrexate in combination with another conventional Disease-

modifying antirheumatic drugs (DMARD) for 3 months (see Appendix); 

OR 

b. Tumor necrosis factor (TNF) antagonist therapy (e.g., Humira, Enbrel, 

Simponi, Cimzia); 

OR 

c. Previously received at least two full doses of Rituxan, Ruxience, 

Truxima, or Riabni for the treatment of RA (most recent dose was given 

within 6 months of request);  

AND 

E. Authorization is for no more than 12 months 

 

2. Granulomatosis with Polyangiitis (GPA) (Wegener’s Granulomatosis) and 

microscopic polyangiitis (MPA) and Churg-Strauss and pauci-immune 

glomerulonephritis  

A. Pediatric member is >2 years old;  

AND 

B. Treatment of GPA, MPA, Churg-Strauss, or pauci-immune glomerulonephritis; 

AND 

C. Authorization is for no more than 12 months 

 

3. Sjogren’s Syndrome 

A. Member has tried, and indicated inadequate control, with ALL of the following 

agents (unless intolerant or contraindicated to):  

a. Glucocorticoids; 

AND 
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b. Immunosuppressive agents (cyclophosphamide, azathioprine, 

mycophenolate or methotrexate);  

AND 

B. Authorization is for no more than 12 months 

 

4. Multiple Sclerosis (MS) 

A. Confirmed diagnosis of relapsing remitting multiple sclerosis;  

AND 

B. Prescribed by or in consultation with a physician who specializes in the treatment 

of MS and/or a neurologist;  

AND 

C. Medication will be administered 6 months after previous dose;  

AND 

D. Rituximab will NOT be used in combination with any ONE of the following:  

a. Disease modifying therapy (e.g., interferon beta preparations, dimethyl 

fumarate, glatiramer acetate, natalizumab, fingolimod, cladribine, 

siponimod, or teriflunomide); 

OR 

b. B-cell targeted therapy (e.g., ocrelizumab, belimumab, ofatumumab); 

OR 

c. Lymphocyte trafficking blockers (e.g., alemtuzumab, mitoxantrone); 

AND 

E. Authorization is for no more than 12 months 

 

5. Myasthenia Gravis 

A. Member has tried, and indicated inadequate control, with ALL of the following 

agent(s) (unless intolerant or contraindicated to): 

a. Pyridostrigmine; 

AND 

b. Cyclophosphamide; 

AND 

c. At least two immunosuppressive agents (azathioprine, mycophenolate 

cyclosporine, or methotrexate);  

AND 

B. Authorization is for no more than 12 months 

 

6. Immune or Idiopathic Thrombocytopenia (ITP) 

A. Medication is prescribed by or in consultation with a hematologist;  

AND 

B. ONE of the following:  
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a. Member has tried, and indicated inadequate control, with at least ONE 

of the following (unless intolerant or contraindicated to): 

i. Intravenous immunoglobulin (IVIG); 

OR 

ii. Anti-D (RHO) immunoglobulin; 

OR 

iii. Corticosteroids; 

OR 

iv. Splenectomy;  

OR 

b. Member has previously received course of a rituximab product for ITP 

and meets ALL of the following: 

i. Medication will be administered 6 months after previous dose; 

AND  

ii. Documentation that member responded to therapy; 

AND 

iii. Prescriber confirmed member has relapsed disease;  

AND 

C. Authorization is for no more than 6 months (initial treatment is for a maximum of 

4 doses);  

 

7. Autoimmune blistering disease  

A. Prescribed by or in consultation with a dermatologist;  

AND 

B. Therapy will be used in combination with a systemic corticosteroid;  

AND 

C. Authorization is for no more than 12 months 

 

8. Neuromyelitis optica (i.e., neuromyelitis optica spectrum disorder; NMOSD, Devic 

disease)  

A. Prescribed by or in consultation with a neurologist;  

AND 

B. When at least one other immunotherapy was ineffective;  

AND 

C. The member will not receive the requested drug concomitantly with other 

biologics for the treatment of NMOSD;  

AND 

D. Authorization is for no longer than 12 months 
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9. Systemic Lupus Erythematosus (SLE)  

A. Prescribed by or in consultation with a rheumatologist, nephrologist, or 

neurologist;  

AND 

B. Prior to initiating therapy, the member is positive for autoantibodies relevant to 

SLE (e.g., ANA, anti-ds DNA, anti-Sm);  

AND 

C. ONE of the following:  

a. Member is receiving a stable standard treatment for SLE with ONE of 

the following (alone or in combination):  

i. Glucocorticoids (e.g., prednisone, methylprednisolone, 

dexamethasone);  

OR 

ii. Antimalarials (e.g., hydroxychloroquine); 

OR 

iii. Immunosuppressants (e.g., azathioprine, methotrexate, 

mycophenolate, cyclosporine, cyclophosphamide);  

OR 

b. Member has previously received course of a rituximab product for SLE 

and meets ALL of the following: 

i. Medication will be administered 6 months after previous dose; 

AND 

ii. Documentation that member responded to therapy; 

AND 

iii. Prescriber confirmed member has relapsed disease;  

AND 

D. Authorization is for no more than 12 months 

 

10. Thrombotic thrombocytopenic purpura 

A. Prescribed by or in consultation with hematologist;  

AND 

B. Member has a positive ADAMTS13 protease antibody titer;  

AND 

C. Member meets ONE of the following: 

a. Member has had a suboptimal response to therapeutic plasma exchange; 

OR 

b. Member has failed corticosteroid therapy;  

AND 

D. Authorization is for no more than 6 months 
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11. Oncology Indications: 

A. ONE of the following:  

a. Non-Hodgkin’s lymphoma (NHL) in adult patients with ONE of the 

following:  

i. Relapsed or refractory, low-grade or follicular, CD20-positive, 

B-cell NHL as a single agent; 

OR 

ii. Previously untreated follicular, CD20-positive, B-cell NHL in 

combination with first line chemotherapy and, in patients 

achieving a complete or partial response to a rituximab product 

in combination with chemotherapy, as single-agent maintenance 

therapy; 

OR 

iii. Non-progressing (including stable disease), low-grade, CD20-

positive, B-cell NHL, as a single agent after first-line CVP 

(cyclophosphamide, vincristine, and prednisone) chemotherapy; 

OR 

iv. Previously untreated diffuse large B-cell, CD20-positive NHL in 

combination with cyclophosphamide, doxorubicin, vincristine, 

and prednisone (CHOP) or other anthracycline-based 

chemotherapy regimens; 

OR 

b. Chronic lymphocytic leukemia (CLL) 

i. Treatment is used in combination with fludarabine and 

cyclophosphamide (FC) in adult patients with previously untreated 

and previously treated CD20-positive CLL 

c. AIDS-related B-cell lymphomas; 

OR 

d. Burkitt lymphoma; 

OR 

e. Castleman’s disease; 

OR 

f. Chronic lymphocytic leukemia/small lymphocytic lymphoma 

(CLL/SLL); 

OR 

g. Diffuse large B-cell lymphoma (DLBCL); 

OR 

h. Follicular lymphoma (FL); 

OR 

i. Hairy cell leukemia (Rituxan/Ruxience/Truxima only); 

OR 



 

 

Policy and Procedure 

Title: UM-PT019 Rituximab Division: Medical Management 

Department: Pharmacy 

Approval Date: 4/28/2023 LOB: Medicaid, HIV SNP, HARP, QHP, 

EP, Gold, GoldCare, CHP 

Effective Date: 4/28/2023 Policy Number: UM-PT019 

Review Date: 12/17/2024 Cross Reference Number:  

Retired Date:  Page 7 of 33 

 
j. Low- or high-grade B-cell lymphoma; 

OR 

k. MALT lymphoma (gastric or nongastric); 

OR 

l. Mantle cell lymphoma; 

OR 

m. Marginal zone lymphoma (nodal or splenic); 

OR 

n. Post-transplant lymphoproliferative disorder; 

OR 

o. Primary cutaneous B-cell lymphoma; 

OR 

p. Pediatric Aggressive Mature B-Cell Lymphomas; 

OR 

q. Central nervous system (CNS) cancers including ONE of the following: 

i. Leptomeningeal metastases from lymphomas; 

OR 

ii. Primary CNS lymphomas;  

r. Hodgkin’s lymphoma, nodular lymphocyte-predominant;  

AND 

B. Authorization is for no more than 12 months 

 

12. Pemphigus Vulgaris (PV) 

A. Member is 18 years of age or older; 

AND 

B. Member has moderate to severe disease as assessed utilizing an objective measure 

(i.e. Pemphigus Disease Area Index (PDAI), Autoimmune Bullous Skin Disorder 

Intensity Score (ABSIS), Pemphigus Area and Activity Score (PAAS)); 

AND 

C. Member has confirmed diagnosis of Phemphigus Vulgaris (PV) as determined by 

ONE of the following:  

a. Clinical features (i.e., appearance of lesions, erosions and/or blisters, 

Nikolsky sign (induction of blistering via mechanical pressure at the 

edge of a blister or on normal skin), Characteristic scarring and lesion 

distribution);  

OR 

b. Histopathologic confirmation by skin/mucous membrane biopsy; 

OR 

c. Positive direct immunofluorescence (DIF) microscopy result; 

OR 
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d. Presence of autoantibodies as detected by direct immunofluorescence or 

enzyme-linked immunosorbent assay (ELISA);  

AND 

D. Member has tried and failed the following agents in individually and in 

combination after at least 3 months unless intolerant or contraindicated: 

a. Corticosteroids; 

AND 

b. DMARD (cyclophosphamide, azathioprine, methotrexate, 

mycophenolate); 

AND 

E. Authorization is for no more than 12 months;  

 

RENEWAL REQUEST: 

1. Rheumatoid Arthritis 

A. Initial conditions of coverage have been met for continued treatment in all 

members (including new members); 

AND 

B. Member has achieved or maintained a positive clinical response after at least two 

doses of therapy with Rituxan, Ruxience, Truxima, or Riabni as evidenced by 

disease activity improvement of at least 20% from baseline in ONE of the 

following: 

a. Tender joint count; 

OR 

b. Swollen joint count; 

OR 

c. Pain; 

OR 

d. Disability;  

AND 

C. Medication will be administered 6 months after previous dose;  

AND 

D. Authorization is for no more than 12 months 

 

2. Multiple Sclerosis 

A. Initial conditions of coverage have been met; 

AND 

B. Member has relapsing remitting multiple sclerosis (MS); 

AND 

C. Member has experienced disease stability or improvement while receiving 

Rituxan, Ruxience, Truxima, or Riabni;  

AND 
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D. Authorization is for no more than 12 months 

 

3. Oncology Indications 

A. Initial conditions of coverage have been met; 

AND 

B. Member has an oncologic indication; 

AND 

C. Member has no evidence of disease progression or unacceptable toxicity;  

AND 

D. Authorization is for no more than 12 months 

 

4. All other indications 

A. Initial conditions of coverage have been met for continued treatment in all 

members (including new members); 

AND 

B. Member has received benefit from therapy; 

AND 

C. Authorization is for no more than 12 months 

 

V. APPENDIX:  

Examples of contraindications to methotrexate:  

1. Clinical diagnosis of alcohol use disorder, alcoholic liver disease or other chronic 

liver disease 

2. Breastfeeding  

3. Blood dyscrasias (e.g., thrombocytopenia, leukopenia, significant anemia)  

4. Elevated liver transaminases 

5. History of intolerance or adverse event 

6. Hypersensitivity  

7. Interstitial pneumonitis or clinically significant pulmonary fibrosis  

8. Myelodysplasia  

9. Pregnancy or currently planning pregnancy  

10. Renal impairment  

11. Significant drug interaction  

 

VI. LIMITATIONS/ EXCLUSIONS:  

The use of Rituxan and its biosimilars is considered to be experimental and investigational if 

prescribed for indications that have not been approved by the FDA and will not be covered 

under this policy.  
Coverage will not be provided for requests for the treatment of rheumatoid arthritis (RA) 

when planned date of administration is less than 16 weeks since date of last dose received. 
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Member will not receive Rituxan, Ruxience, Truxima, or Riabni with other biologics for RA. 

 

Member will not receive Rituxan, Ruxience, Truxima, or Riabni with other multiple sclerosis 

(MS) drugs excluding Ampyra. 

 

VII. APPLICABLE PROCEDURE CODES: 

CPT Description 

 J9312 Injection, rituximab, 10 mg (Rituxan) 

 Q5115 Injection, rituximab-abbs, biosimilar, 10 mg (Truxima) 

 Q5119 Injection, rituximab-pvvr, biosimilar, 10 mg (Ruxience) 

 Q5123 Injection, rituximab-arrx, biosimilar, 10 mg (Riabni) 

 

VIII. APPLICABLE DIAGNOSIS CODES: 

CODE Description 

C82.00 Follicular lymphoma grade I, unspecified site 

C82.01 Follicular lymphoma grade I, lymph nodes of head, face, and neck 

C82.02 Follicular lymphoma grade I, intrathoracic lymph nodes 

C82.03 Follicular lymphoma grade I, intra-abdominal lymph nodes 

C82.04 Follicular lymphoma grade I, lymph nodes of axilla and upper limb 

C82.05 Follicular lymphoma grade I, lymph nodes of inguinal region and lower limb 

C82.06 Follicular lymphoma grade I, intrapelvic lymph nodes 

C82.07 Follicular lymphoma grade I, spleen 

C82.08 Follicular lymphoma grade I, lymph nodes of multiple sites 

C82.09 Follicular lymphoma grade I, extranodal and solid organ sites 

C82.10 Follicular lymphoma grade II, unspecified site 

C82.11 Follicular lymphoma grade II, lymph nodes of head, face, and neck 

C82.12 Follicular lymphoma grade II, intrathoracic lymph nodes 

C82.13 Follicular lymphoma grade II, intra-abdominal lymph nodes 

C82.14 Follicular lymphoma grade II, lymph nodes of axilla and upper limb 

C82.15 Follicular lymphoma grade II, lymph nodes of inguinal region and lower limb 

C82.16 Follicular lymphoma grade II, intrapelvic lymph nodes 

C82.17 Follicular lymphoma grade II, spleen 

C82.18 Follicular lymphoma grade II, lymph nodes of multiple sites 

C82.19 Follicular lymphoma grade II, extranodal and solid organ sites 
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C82.20 Follicular lymphoma grade III, unspecified, unspecified site 

C82.21 
Follicular lymphoma grade III, unspecified, lymph nodes of head, face, and 

neck 

C82.22 Follicular lymphoma grade III, unspecified, intrathoracic lymph nodes 

C82.23 Follicular lymphoma grade III, unspecified, intra-abdominal lymph nodes 

C82.24 
Follicular lymphoma grade III, unspecified, lymph nodes of axilla and upper 

limb 

C82.25 
Follicular lymphoma grade III, unspecified, lymph nodes of inguinal region 

and lower limb 

C82.26 Follicular lymphoma grade III, unspecified, intrapelvic lymph nodes 

C82.27 Follicular lymphoma grade III, unspecified, spleen 

C82.28 Follicular lymphoma grade III, unspecified, lymph nodes of multiple sites 

C82.29 Follicular lymphoma grade III, unspecified, extranodal and solid organ sites 

C82.30 Follicular lymphoma grade IIIa, unspecified site 

C82.31 Follicular lymphoma grade IIIa, lymph nodes of head, face, and neck 

C82.32 Follicular lymphoma grade IIIa, intrathoracic lymph nodes 

C82.33 Follicular lymphoma grade IIIa, intra-abdominal lymph nodes 

C82.34 Follicular lymphoma grade IIIa, lymph nodes of axilla and upper limb 

C82.35 
Follicular lymphoma grade IIIa, lymph nodes of inguinal region and lower 

limb 

C82.36 Follicular lymphoma grade IIIa, intrapelvic lymph nodes 

C82.37 Follicular lymphoma grade IIIa, spleen 

C82.38 Follicular lymphoma grade IIIa, lymph nodes of multiple sites 

C82.39 Follicular lymphoma grade IIIa, extranodal and solid organ sites 

C82.40 Follicular lymphoma grade IIIb, unspecified site 

C82.41 Follicular lymphoma grade IIIb, lymph nodes of head, face, and neck 

C82.42 Follicular lymphoma grade IIIb, intrathoracic lymph nodes 

C82.43 Follicular lymphoma grade IIIb, intra-abdominal lymph nodes 

C82.44 Follicular lymphoma grade IIIb, lymph nodes of axilla and upper limb 

C82.45 
Follicular lymphoma grade IIIb, lymph nodes of inguinal region and lower 

limb 

C82.46 Follicular lymphoma grade IIIb, intrapelvic lymph nodes 

C82.47 Follicular lymphoma grade IIIb, spleen 

C82.48 Follicular lymphoma grade IIIb, lymph nodes of multiple sites 
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C82.49 Follicular lymphoma grade IIIb, extranodal and solid organ sites 

C82.50 Diffuse follicle center lymphoma, unspecified site 

C82.51 Diffuse follicle center lymphoma, lymph nodes of head, face, and neck 

C82.52 Diffuse follicle center lymphoma, intrathoracic lymph nodes 

C82.53 Diffuse follicle center lymphoma, intra-abdominal lymph nodes 

C82.54 Diffuse follicle center lymphoma, lymph nodes of axilla and upper limb 

C82.55 
Diffuse follicle center lymphoma, lymph nodes of inguinal region and lower 

limb 

C82.56 Diffuse follicle center lymphoma, intrapelvic lymph nodes 

C82.57 Diffuse follicle center lymphoma, spleen 

C82.58 Diffuse follicle center lymphoma, lymph nodes of multiple sites 

C82.59 Diffuse follicle center lymphoma, extranodal and solid organ sites 

C82.60 Cutaneous follicle center lymphoma, unspecified site 

C82.61 Cutaneous follicle center lymphoma, lymph nodes of head, face, and neck 

C82.62 Cutaneous follicle center lymphoma, intrathoracic lymph nodes 

C82.63 Cutaneous follicle center lymphoma, intra-abdominal lymph nodes 

C82.64 Cutaneous follicle center lymphoma, lymph nodes of axilla and upper limb 

C82.65 
Cutaneous follicle center lymphoma, lymph nodes of inguinal region and 

lower limb 

C82.66 Cutaneous follicle center lymphoma, intrapelvic lymph nodes 

C82.67 Cutaneous follicle center lymphoma, spleen 

C82.68 Cutaneous follicle center lymphoma, lymph nodes of multiple sites 

C82.69 Cutaneous follicle center lymphoma, extranodal and solid organ sites 

C82.80 Other types of follicular lymphoma, unspecified site 

C82.81 Other types of follicular lymphoma, lymph nodes of head, face, and neck 

C82.82 Other types of follicular lymphoma, intrathoracic lymph nodes 

C82.83 Other types of follicular lymphoma, intra-abdominal lymph nodes 

C82.84 Other types of follicular lymphoma, lymph nodes of axilla and upper limb 

C82.85 
Other types of follicular lymphoma, lymph nodes of inguinal region and 

lower limb 

C82.86 Other types of follicular lymphoma, intrapelvic lymph nodes 

C82.87 Other types of follicular lymphoma, spleen 

C82.88 Other types of follicular lymphoma, lymph nodes of multiple sites 
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C82.89 Other types of follicular lymphoma, extranodal and solid organ sites 

C82.90 Follicular lymphoma, unspecified, unspecified site 

C82.91 Follicular lymphoma, unspecified, lymph nodes of head, face, and neck 

C82.92 Follicular lymphoma, unspecified, intrathoracic lymph nodes 

C82.93 Follicular lymphoma, unspecified, intra-abdominal lymph nodes 

C82.94 Follicular lymphoma, unspecified, lymph nodes of axilla and upper limb 

C82.95 
Follicular lymphoma, unspecified, lymph nodes of inguinal region and lower 

limb 

C82.96 Follicular lymphoma, unspecified, intrapelvic lymph nodes 

C82.97 Follicular lymphoma, unspecified, spleen 

C82.98 Follicular lymphoma, unspecified, lymph nodes of multiple sites 

C82.99 Follicular lymphoma, unspecified, extranodal and solid organ sites 

C83.00 Small cell B-cell lymphoma, unspecified site 

C83.01 Small cell B-cell lymphoma, lymph nodes of head, face, and neck 

C83.02 Small cell B-cell lymphoma, intrathoracic lymph nodes 

C83.03 Small cell B-cell lymphoma, intra-abdominal lymph nodes 

C83.04 Small cell B-cell lymphoma, lymph nodes of axilla and upper limb 

C83.05 Small cell B-cell lymphoma, lymph nodes of inguinal region and lower limb 

C83.06 Small cell B-cell lymphoma, intrapelvic lymph nodes 

C83.07 Small cell B-cell lymphoma, spleen 

C83.08 Small cell B-cell lymphoma, lymph nodes of multiple sites 

C83.09 Small cell B-cell lymphoma, extranodal and solid organ sites 

C83.30 Diffuse large B-cell lymphoma, unspecified site 

C83.31 Diffuse large B-cell lymphoma, lymph nodes of head, face, and neck 

C83.32 Diffuse large B-cell lymphoma, intrathoracic lymph nodes 

C83.33 Diffuse large B-cell lymphoma, intra-abdominal lymph nodes 

C83.34 Diffuse large B-cell lymphoma, lymph nodes of axilla and upper limb 

C83.35 
Diffuse large B-cell lymphoma, lymph nodes of inguinal region and lower 

limb 

C83.36 Diffuse large B-cell lymphoma, intrapelvic lymph nodes 

C83.37 Diffuse large B-cell lymphoma, spleen 

C83.38 Diffuse large B-cell lymphoma, lymph nodes of multiple sites 

C83.39 Diffuse large B-cell lymphoma, extranodal and solid organ sites 
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C83.50 Lymphoblastic (diffuse) lymphoma, unspecified site 

C83.51 Lymphoblastic (diffuse) lymphoma, lymph nodes of head, face, and neck 

C83.52 Lymphoblastic (diffuse) lymphoma, intrathoracic lymph nodes 

C83.53 Lymphoblastic (diffuse) lymphoma, intra-abdominal lymph nodes 

C83.54 Lymphoblastic (diffuse) lymphoma, lymph nodes of axilla and upper limb 

C83.55 
Lymphoblastic (diffuse) lymphoma, lymph nodes of inguinal region and 

lower limb 

C83.56 Lymphoblastic (diffuse) lymphoma, intrapelvic lymph nodes 

C83.57 Lymphoblastic (diffuse) lymphoma, spleen 

C83.58 Lymphoblastic (diffuse) lymphoma, lymph nodes of multiple sites 

C83.59 Lymphoblastic (diffuse) lymphoma, extranodal and solid organ sites 

C83.70 Burkitt lymphoma, unspecified site 

C83.71 Burkitt lymphoma, lymph nodes of head, face, and neck 

C83.72 Burkitt lymphoma, intrathoracic lymph nodes 

C83.73 Burkitt lymphoma, intra-abdominal lymph nodes 

C83.74 Burkitt lymphoma, lymph nodes of axilla and upper limb 

C83.75 Burkitt lymphoma, lymph nodes of inguinal region and lower limb 

C83.76 Burkitt lymphoma, intrapelvic lymph nodes 

C83.77 Burkitt lymphoma, spleen 

C83.78 Burkitt lymphoma, lymph nodes of multiple sites 

C83.79 Burkitt lymphoma, extranodal and solid organ sites 

C83.80 Other non-follicular lymphoma, unspecified site 

C83.81 Other non-follicular lymphoma, lymph nodes of head, face, and neck 

C83.82 Other non-follicular lymphoma, intrathoracic lymph nodes 

C83.83 Other non-follicular lymphoma, intra-abdominal lymph nodes 

C83.84 Other non-follicular lymphoma, lymph nodes of axilla and upper limb 

C83.85 
Other non-follicular lymphoma, lymph nodes of inguinal region and lower 

limb 

C83.86 Other non-follicular lymphoma, intrapelvic lymph nodes 

C83.87 Other non-follicular lymphoma, spleen 

C83.88 Other non-follicular lymphoma, lymph nodes of multiple sites 

C83.89 Other non-follicular lymphoma, extranodal and solid organ sites 

C83.90 Non-follicular (diffuse) lymphoma, unspecified, unspecified site 
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C83.91 
Non-follicular (diffuse) lymphoma, unspecified, lymph nodes of head, face, 

and neck 

C83.92 Non-follicular (diffuse) lymphoma, unspecified, intrathoracic lymph nodes 

C83.93 Non-follicular (diffuse) lymphoma, unspecified, intra-abdominal lymph nodes 

C83.94 
Non-follicular (diffuse) lymphoma, unspecified, lymph nodes of axilla and 

upper limb 

C83.95 
Non-follicular (diffuse) lymphoma, unspecified, lymph nodes of inguinal 

region and lower limb 

C83.96 Non-follicular (diffuse) lymphoma, unspecified, intrapelvic lymph nodes 

C83.97 Non-follicular (diffuse) lymphoma, unspecified, spleen 

C83.98 
Non-follicular (diffuse) lymphoma, unspecified, lymph nodes of multiple 

sites 

C83.99 
Non-follicular (diffuse) lymphoma, unspecified, extranodal and solid organ 

sites 

C85.10 Unspecified B-cell lymphoma, unspecified site 

C85.11 Unspecified B-cell lymphoma, lymph nodes of head, face, and neck 

C85.12 Unspecified B-cell lymphoma, intrathoracic lymph nodes 

C85.13 Unspecified B-cell lymphoma, intra-abdominal lymph nodes 

C85.14 Unspecified B-cell lymphoma, lymph nodes of axilla and upper limb 

C85.15 
Unspecified B-cell lymphoma, lymph nodes of inguinal region and lower 

limb 

C85.16 Unspecified B-cell lymphoma, intrapelvic lymph nodes 

C85.17 Unspecified B-cell lymphoma, spleen 

C85.18 Unspecified B-cell lymphoma, lymph nodes of multiple sites 

C85.19 Unspecified B-cell lymphoma, extranodal and solid organ sites 

C85.20 Mediastinal (thymic) large B-cell lymphoma, unspecified site 

C85.21 
Mediastinal (thymic) large B-cell lymphoma, lymph nodes of head, face, and 

neck 

C85.22 Mediastinal (thymic) large B-cell lymphoma, intrathoracic lymph nodes 

C85.23 Mediastinal (thymic) large B-cell lymphoma, intra-abdominal lymph nodes 

C85.24 
Mediastinal (thymic) large B-cell lymphoma, lymph nodes of axilla and upper 

limb 

C85.25 
Mediastinal (thymic) large B-cell lymphoma, lymph nodes of inguinal region 

and lower limb 

C85.26 Mediastinal (thymic) large B-cell lymphoma, intrapelvic lymph nodes 
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C85.27 Mediastinal (thymic) large B-cell lymphoma, spleen 

C85.28 Mediastinal (thymic) large B-cell lymphoma, lymph nodes of multiple sites 

C85.29 Mediastinal (thymic) large B-cell lymphoma, extranodal and solid organ sites 

C85.80 Other specified types of non-Hodgkin lymphoma, unspecified site 

C85.81 
Other specified types of non-Hodgkin lymphoma, lymph nodes of head, face, 

and neck 

C85.82 Other specified types of non-Hodgkin lymphoma, intrathoracic lymph nodes 

C85.83 
Other specified types of non-Hodgkin lymphoma, intra-abdominal lymph 

nodes 

C85.84 
Other specified types of non-Hodgkin lymphoma, lymph nodes of axilla and 

upper limb 

C85.85 
Other specified types of non-Hodgkin lymphoma, lymph nodes of inguinal 

region and lower limb 

C85.86 Other specified types of non-Hodgkin lymphoma, intrapelvic lymph nodes 

C85.87 Other specified types of non-Hodgkin lymphoma, spleen 

C85.88 
Other specified types of non-Hodgkin lymphoma, lymph nodes of multiple 

sites 

C85.89 
Other specified types of non-Hodgkin lymphoma, extranodal and solid organ 

sites 

C85.90 Non-Hodgkin lymphoma, unspecified, unspecified site 

C85.91 Non-Hodgkin lymphoma, unspecified, lymph nodes of head, face, and neck 

C85.92 Non-Hodgkin lymphoma, unspecified, intrathoracic lymph nodes 

C85.93 Non-Hodgkin lymphoma, unspecified, intra-abdominal lymph nodes 

C85.94 Non-Hodgkin lymphoma, unspecified, lymph nodes of axilla and upper limb 

C85.95 
Non-Hodgkin lymphoma, unspecified, lymph nodes of inguinal region and 

lower limb 

C85.96 Non-Hodgkin lymphoma, unspecified, intrapelvic lymph nodes 

C85.97 Non-Hodgkin lymphoma, unspecified, spleen 

C85.98 Non-Hodgkin lymphoma, unspecified, lymph nodes of multiple sites 

C85.99 Non-Hodgkin lymphoma, unspecified, extranodal and solid organ sites 

C91.10 Chronic lymphocytic leukemia of B-cell type not having achieved remission 

C91.12 Chronic lymphocytic leukemia of B-cell type in relapse 

C91.A0 Mature B-cell leukemia Burkitt-type not having achieved remission 

C91.A1 Mature B-cell leukemia Burkitt-type, in remission 
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C91.A2 Mature B-cell leukemia Burkitt-type, in relapse 

L10.0 Pemphigus vulgaris 

M05.00 Felty's syndrome, unspecified site 

M05.011 Felty's syndrome, right shoulder 

M05.012 Felty's syndrome, left shoulder 

M05.019 Felty's syndrome, unspecified shoulder 

M05.021 Felty's syndrome, right elbow 

M05.022 Felty's syndrome, left elbow 

M05.029 Felty's syndrome, unspecified elbow 

M05.031 Felty's syndrome, right wrist 

M05.032 Felty's syndrome, left wrist 

M05.039 Felty's syndrome, unspecified wrist 

M05.041 Felty's syndrome, right hand 

M05.042 Felty's syndrome, left hand 

M05.049 Felty's syndrome, unspecified hand 

M05.051 Felty's syndrome, right hip 

M05.052 Felty's syndrome, left hip 

M05.059 Felty's syndrome, unspecified hip 

M05.061 Felty's syndrome, right knee 

M05.062 Felty's syndrome, left knee 

M05.069 Felty's syndrome, unspecified knee 

M05.071 Felty's syndrome, right ankle and foot 

M05.072 Felty's syndrome, left ankle and foot 

M05.079 Felty's syndrome, unspecified ankle and foot 

M05.09 Felty's syndrome, multiple sites 

M05.60 
Rheumatoid arthritis of unspecified site with involvement of other organs and 

systems 

M05.611 
Rheumatoid arthritis of right shoulder with involvement of other organs and 

systems 

M05.612 
Rheumatoid arthritis of left shoulder with involvement of other organs and 

systems 

M05.619 
Rheumatoid arthritis of unspecified shoulder with involvement of other 

organs and systems 
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M05.621 
Rheumatoid arthritis of right elbow with involvement of other organs and 

systems 

M05.622 
Rheumatoid arthritis of left elbow with involvement of other organs and 

systems 

M05.629 
Rheumatoid arthritis of unspecified elbow with involvement of other organs 

and systems 

M05.631 
Rheumatoid arthritis of right wrist with involvement of other organs and 

systems 

M05.632 
Rheumatoid arthritis of left wrist with involvement of other organs and 

systems 

M05.639 
Rheumatoid arthritis of unspecified wrist with involvement of other organs 

and systems 

M05.641 
Rheumatoid arthritis of right hand with involvement of other organs and 

systems 

M05.642 
Rheumatoid arthritis of left hand with involvement of other organs and 

systems 

M05.649 
Rheumatoid arthritis of unspecified hand with involvement of other organs 

and systems 

M05.651 
Rheumatoid arthritis of right hip with involvement of other organs and 

systems 

M05.652 Rheumatoid arthritis of left hip with involvement of other organs and systems 

M05.659 
Rheumatoid arthritis of unspecified hip with involvement of other organs and 

systems 

M05.661 
Rheumatoid arthritis of right knee with involvement of other organs and 

systems 

M05.662 
Rheumatoid arthritis of left knee with involvement of other organs and 

systems 

M05.669 
Rheumatoid arthritis of unspecified knee with involvement of other organs 

and systems 

M05.671 
Rheumatoid arthritis of right ankle and foot with involvement of other organs 

and systems 

M05.672 
Rheumatoid arthritis of left ankle and foot with involvement of other organs 

and systems 

M05.679 
Rheumatoid arthritis of unspecified ankle and foot with involvement of other 

organs and systems 

M05.69 
Rheumatoid arthritis of multiple sites with involvement of other organs and 

systems 
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M05.69 Felty's syndrome, unspecified knee 

M05.70 
Rheumatoid arthritis with rheumatoid factor of unspecified site without organ 

or systems involvement 

M05.711 
Rheumatoid arthritis with rheumatoid factor of right shoulder without organ 

or systems involvement 

M05.712 
Rheumatoid arthritis with rheumatoid factor of left shoulder without organ or 

systems involvement 

M05.719 
Rheumatoid arthritis with rheumatoid factor of unspecified shoulder without 

organ or systems involvement 

M05.721 
Rheumatoid arthritis with rheumatoid factor of right elbow without organ or 

systems involvement 

M05.722 
Rheumatoid arthritis with rheumatoid factor of left elbow without organ or 

systems involvement 

M05.729 
Rheumatoid arthritis with rheumatoid factor of unspecified elbow without 

organ or systems involvement 

M05.731 
Rheumatoid arthritis with rheumatoid factor of right wrist without organ or 

systems involvement 

M05.732 
Rheumatoid arthritis with rheumatoid factor of left wrist without organ or 

systems involvement 

M05.739 
Rheumatoid arthritis with rheumatoid factor of unspecified wrist without 

organ or systems involvement 

M05.741 
Rheumatoid arthritis with rheumatoid factor of right hand without organ or 

systems involvement 

M05.742 
Rheumatoid arthritis with rheumatoid factor of left hand without organ or 

systems involvement 

M05.749 
Rheumatoid arthritis with rheumatoid factor of unspecified hand without 

organ or systems involvement 

M05.751 
Rheumatoid arthritis with rheumatoid factor of right hip without organ or 

systems involvement 

M05.752 
Rheumatoid arthritis with rheumatoid factor of left hip without organ or 

systems involvement 

M05.759 
Rheumatoid arthritis with rheumatoid factor of unspecified hip without organ 

or systems involvement 

M05.761 
Rheumatoid arthritis with rheumatoid factor of right knee without organ or 

systems involvement 

M05.762 
Rheumatoid arthritis with rheumatoid factor of left knee without organ or 

systems involvement 
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M05.769 
Rheumatoid arthritis with rheumatoid factor of unspecified knee without 

organ or systems involvement 

M05.771 
Rheumatoid arthritis with rheumatoid factor of right ankle and foot without 

organ or systems involvement 

M05.772 
Rheumatoid arthritis with rheumatoid factor of left ankle and foot without 

organ or systems involvement 

M05.779 
Rheumatoid arthritis with rheumatoid factor of unspecified ankle and foot 

without organ or systems involvement 

M05.79 
Rheumatoid arthritis with rheumatoid factor of multiple sites without organ or 

systems involvement 

M05.7A 
Rheumatoid arthritis with rheumatoid factor of other specified site without 

organ or systems involvement 

M05.80 Other rheumatoid arthritis with rheumatoid factor of unspecified site 

M05.811 Other rheumatoid arthritis with rheumatoid factor of right shoulder 

M05.812 Other rheumatoid arthritis with rheumatoid factor of left shoulder 

M05.819 Other rheumatoid arthritis with rheumatoid factor of unspecified shoulder 

M05.821 Other rheumatoid arthritis with rheumatoid factor of right elbow 

M05.822 Other rheumatoid arthritis with rheumatoid factor of left elbow 

M05.829 Other rheumatoid arthritis with rheumatoid factor of unspecified elbow 

M05.831 Other rheumatoid arthritis with rheumatoid factor of right wrist 

M05.832 Other rheumatoid arthritis with rheumatoid factor of left wrist 

M05.839 Other rheumatoid arthritis with rheumatoid factor of unspecified wrist 

M05.841 Other rheumatoid arthritis with rheumatoid factor of right hand 

M05.842 Other rheumatoid arthritis with rheumatoid factor of left hand 

M05.849 Other rheumatoid arthritis with rheumatoid factor of unspecified hand 

M05.851 Other rheumatoid arthritis with rheumatoid factor of right hip 

M05.852 Other rheumatoid arthritis with rheumatoid factor of left hip 

M05.859 Other rheumatoid arthritis with rheumatoid factor of unspecified hip 

M05.861 Other rheumatoid arthritis with rheumatoid factor of right knee 

M05.862 Other rheumatoid arthritis with rheumatoid factor of left knee 

M05.869 Other rheumatoid arthritis with rheumatoid factor of unspecified knee 

M05.871 Other rheumatoid arthritis with rheumatoid factor of right ankle and foot 

M05.872 Other rheumatoid arthritis with rheumatoid factor of left ankle and foot 
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M05.879 
Other rheumatoid arthritis with rheumatoid factor of unspecified ankle and 

foot 

M05.89 Other rheumatoid arthritis with rheumatoid factor of multiple sites 

M05.8A Other rheumatoid arthritis with rheumatoid factor of other specified site 

M05.9 Rheumatoid arthritis with rheumatoid factor, unspecified 

M06.00 Rheumatoid arthritis without rheumatoid factor, unspecified site 

M06.011 Rheumatoid arthritis without rheumatoid factor, right shoulder 

M06.012 Rheumatoid arthritis without rheumatoid factor, left shoulder 

M06.019 Rheumatoid arthritis without rheumatoid factor, unspecified shoulder 

M06.021 Rheumatoid arthritis without rheumatoid factor, right elbow 

M06.022 Rheumatoid arthritis without rheumatoid factor, left elbow 

M06.029 Rheumatoid arthritis without rheumatoid factor, unspecified elbow 

M06.031 Rheumatoid arthritis without rheumatoid factor, right wrist 

M06.032 Rheumatoid arthritis without rheumatoid factor, left wrist 

M06.039 Rheumatoid arthritis without rheumatoid factor, unspecified wrist 

M06.041 Rheumatoid arthritis without rheumatoid factor, right hand 

M06.042 Rheumatoid arthritis without rheumatoid factor, left hand 

M06.049 Rheumatoid arthritis without rheumatoid factor, unspecified hand 

M06.051 Rheumatoid arthritis without rheumatoid factor, right hip 

M06.052 Rheumatoid arthritis without rheumatoid factor, left hip 

M06.059 Rheumatoid arthritis without rheumatoid factor, unspecified hip 

M06.061 Rheumatoid arthritis without rheumatoid factor, right knee 

M06.062 Rheumatoid arthritis without rheumatoid factor, left knee 

M06.069 Rheumatoid arthritis without rheumatoid factor, unspecified knee 

M06.071 Rheumatoid arthritis without rheumatoid factor, right ankle and foot 

M06.072 Rheumatoid arthritis without rheumatoid factor, left ankle and foot 

M06.079 Rheumatoid arthritis without rheumatoid factor, unspecified ankle and foot 

M06.08 Rheumatoid arthritis without rheumatoid factor, vertebrae 

M06.09 Rheumatoid arthritis without rheumatoid factor, multiple sites 

M06.0A Rheumatoid arthritis without rheumatoid factor, other specified site 

M06.80 Other specified rheumatoid arthritis, unspecified site 

M06.811 Other specified rheumatoid arthritis, right shoulder 

M06.812 Other specified rheumatoid arthritis, left shoulder 
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M06.819 Other specified rheumatoid arthritis, unspecified shoulder 

M06.821 Other specified rheumatoid arthritis, right elbow 

M06.822 Other specified rheumatoid arthritis, left elbow 

M06.829 Other specified rheumatoid arthritis, unspecified elbow 

M06.831 Other specified rheumatoid arthritis, right wrist 

M06.832 Other specified rheumatoid arthritis, left wrist 

M06.839 Other specified rheumatoid arthritis, unspecified wrist 

M06.841 Other specified rheumatoid arthritis, right hand 

M06.842 Other specified rheumatoid arthritis, left hand 

M06.849 Other specified rheumatoid arthritis, unspecified hand 

M06.851 Other specified rheumatoid arthritis, right hip 

M06.852 Other specified rheumatoid arthritis, left hip 

M06.859 Other specified rheumatoid arthritis, unspecified hip 

M06.861 Other specified rheumatoid arthritis, right knee 

M06.862 Other specified rheumatoid arthritis, left knee 

M06.869 Other specified rheumatoid arthritis, unspecified knee 

M06.871 Other specified rheumatoid arthritis, right ankle and foot 

M06.872 Other specified rheumatoid arthritis, left ankle and foot 

M06.879 Other specified rheumatoid arthritis, unspecified ankle and foot 

M06.88 Other specified rheumatoid arthritis, vertebrae 

M06.89 Other specified rheumatoid arthritis, multiple sites 

M06.8A Other specified rheumatoid arthritis, other specified site 

M06.9 Rheumatoid arthritis, unspecified 

M31.30 Wegener's granulomatosis without renal involvement 

M31.31 Wegener's granulomatosis with renal involvement 

M31.7 Microscopic polyangiitis 
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Medical Guideline Disclaimer: 

 

Property of MetroPlus HealthPlan. All rights reserved. The treating physician or primary care 

provider must submit MetroPlus Health Plan clinical evidence that the patient meets the criteria 

for the treatment or surgical procedure. Without this documentation and information, Metroplus 

Health Plan will not be able to properly review the request for prior authorization. The clinical 

review criteria expressed in this policy reflects how MetroPlus Health Plan determines whether 

certain services or supplies are medically necessary. MetroPlus Health Plan established the 

clinical review criteria based upon a review of currently available clinical information(including 

clinical outcome studies in the peer-reviewed published medical literature, regulatory status of 

the technology, evidence-based guidelines of public health and health research agencies, 

evidence-based guidelines and positions of leading national health professional organizations, 

views of physicians practicing in relevant clinical areas, and other relevant factors).  MetroPlus 

Health Plan expressly reserves the right to revise these conclusions as clinical information 

changes, and welcomes further relevant information. Each benefit program defines which 

services are covered. The conclusion that a particular service or supply is medically necessary 

does not constitute a representation or warranty that this service or supply is covered andor paid 

for by MetroPlus Health Plan, as some programs exclude coverage for services or supplies that 

MetroPlus Health Plan considers medically necessary. If there is a discrepancy between this 

guidelines and a member’s benefits program, the benefits program will govern. In addition, 

coverage may be mandated by applicable legal requirements of a state, the Federal Government 

or the Centers for Medicare & Medicaid Services (CMS) for Medicare and Medicaid members. 

All coding and website links are accurate at time of publication. 

 

MetroPlus HealthPlan has adopted the herein policy in providing management, administrative 

and other services to our members, related to health benefit plans offered by our organization. 


