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DISCLAIMER 
  
The Clinical Coverage Guideline is intended to supplement certain standard WellCare benefit plans. The terms of a member’s particular Benefit 
Plan, Evidence of Coverage, Certificate of Coverage, etc., may differ significantly from this Coverage Position. For example, a member’s benefit 
plan may contain specific exclusions related to the topic addressed in this Clinical Coverage Guideline. When a conflict exists between the two 
documents, the Member’s Benefit Plan always supersedes the information contained in the Clinical Coverage Guideline. Additionally, Clinical 
Coverage Guidelines relate exclusively to the administration of health benefit plans and are NOT recommendations for treatment, nor should 
they be used as treatment guidelines. The application of the Clinical Coverage Guideline is subject to the benefit determinations set forth by the 
Centers for Medicare and Medicaid Services (CMS) National and Local Coverage Determinations and state-specific Medicaid mandates, if any.  
 

APPLICATION STATEMENT 
  

The application of the Clinical Coverage Guideline is subject to the benefit determinations set forth by the Centers for Medicare and Medicaid 
Services (CMS) National and Local Coverage Determinations and state-specific Medicaid mandates, if any.    
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BACKGROUND 
 
Hypertensive disease occurs in approximately 12 to 22% of pregnancies, and it is directly responsible for 17.6% of 
maternal deaths in the United States. However, there is confusion about the terminology and classification of these 
disorders. 
 
The National High Blood Pressure Education Program Working Group (hereafter referred to as the “Working 
Group”) has recommended that the term “gestational hypertension” replace the term “pregnancy-induced 
hypertension” to describe cases in which elevated blood pressure without proteinuria develops in a woman after 20 
weeks of gestation and blood pressure levels return to normal postpartum. According to the criteria established by 
the Working Group, in pregnant women, hypertension is defined as a systolic blood pressure level of 140 mm Hg or 
higher or a diastolic blood pressure level of 90 mm Hg or higher that occurs after 20 weeks of gestation in a woman 
with previously normal blood pressure. As many as one quarter of women with gestational hypertension will 
develop proteinuria, i.e., preeclampsia. 
 
Preeclampsia is a syndrome defined by hypertension and proteinuria that also may be associated with myriad of 
other signs and symptoms, such as edema, visual disturbances, headache, and epigastric pain. Laboratory 
abnormalities may include hemolysis, elevated liver enzymes, and low platelet counts (HELLP syndrome). 
Proteinuria may or may not be present in patients with HELLP syndrome. Proteinuria is defined as the presence of 
0.3 gram (300 mg) or more of protein in a 24 hour urine specimen. This finding usually correlates with a finding of 
1+ or greater but should be confirmed using a random urine dipstick evaluation and a 24 hour or “timed” collection. 
Criteria use for the diagnosis of preeclampsia include: (a) blood pressure of 140 mm Hg systolic or higher or 90 mm 
Hg diastolic or higher that occurs after 20 weeks of gestation in a woman with previously normal blood pressure; 
and (b) proteinuria, defined as urinary excretion of 0.3 gram (300mg) protein or higher in a 24-hour urine specimen. 
 
The etiology of preeclampsia is unknown, although much of the literature has focused on trophoblastic invasion by 
the placenta. In cases of preeclampsia, invasion by trophoblast appears to be incomplete. Moreover, the severity of 
hypertension may be related to the degree of trophoblastic invasion. Preeclampsia also may be associated with 
significant alterations in the immune response. 

 
POSITION STATEMENT 

 
Outpatient management of mild Preeclampsia in pregnant women is considered medically necessary when ALL 
of the following criteria are met: 
 

 Pregnancy must be at least 20 weeks gestation or higher; AND, 

 Blood pressure must be systolic 140 or higher and diastolic 90 or higher, taken on two separate occasions 
six hours apart; AND, 

 Elevated blood pressure must occur in women with previously normal blood pressure; AND, 

 Member must exhibit urinary secretion of 0.3 g protein ot higher in a 24-hour urine specimen (proteinuria); 
AND, 

 A signed order for outpatient (home) management must be provided by provider of care; AND, 

 Maternal and fetal evaluation and regular access to health care providers must be ensured 
 

Outpatient management of Preeclampsia is considered NOT medically necessary when any of the following 
exist: 
 

 Women who have difficulty with compliance, including logistic barriers; OR, 
 Women who manifest signs of disease progression; OR, 
 Women who have one or more of the following: 

o Severe Preeclampsia defined as having blood pressure levels of 160 mm Hg systolic or higher or 110 
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mm Hg diastolic or higher on two occasions at least six hours apart, while the patient is on bed rest; OR, 

o Proteinuria of 5 g or higher in a 24-hour urine specimen or 3+ or greater on two random urine samples 
collected at least four hours apart; OR, 

o Oliguria of less than 500 ml in 24 hours; OR, 
o Cerebral or visual disturbances; OR, 
o Pulmonary edema or cyanosis; OR, 
o Epigastric or right upper-quadrant pain; OR, 
o Elevated liver enzymes; OR, 
o Thrombocytopenia; OR, 
o Fetal growth restriction. 

 
CODING 

 
Covered CPT®* Codes - No Applicable codes 
 
Covered ICD-9-CM Procedure Codes - No applicable codes 
 
Covered HCPCS®* Code  
 
S9213*   Home management of preeclampsia, includes administrative services, professional pharmacy services,  
               care coordination and all necessary supplies and equipment (drugs and nursing visits coded separately);  
               per diem (do not use this code with any home infusion per diem code) 
                 *S- Codes are NON COVERED FOR MEDICARE – Refer to HCPCS Level II Temporary National Codes 

 
Covered ICD-9-CM Diagnosis Code when the above criteria have been met. 
 
642.43   Mild or unspecified pre-eclampsia; Hypertension complicating pregnancy,  not specified as pre-existing, 
              with either albuminuria or edema, or both; mild or unspecified.  
 
Non-Covered ICD-9-CM Diagnosis Code 
 
642.53   Severe pre-eclampsia; Hypertension complicating pregnancy, not specified as pre-existing,  
              with either albuminuria or edema, or both; specified as severe; Toxemia (pre-eclamptic), severe 
 
*Current Procedural Terminology (CPT) 2012 American Medical Association: Chicago, IL.®© 
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