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MP.125.MH – Transcranial Magnetic Stimulation  
 
This policy applies to the following lines of business:  

 MedStar MA – DSNP – CSNP 
 

MedStar Health considers Transcranial Magnetic Stimulation (TMS) medically 
necessary for the following indications: 
 
TMS is covered for members diagnosed with severe Major Depression (single or 
recurrent episode) and having at least one of the following: 
 

 Resistance to treatment with psychopharmacologic agents as evidenced by a 
lack of clinically significant response to four trials of such agents, in the current 
depressive episode, from at least two different agent classes. At least one of the 
treatment trials must have been administered at an adequate course of mono- or 
poly–drug therapy; 

 Inability to tolerate psychopharmacologic agents as evidenced by trials of four 
such agents with distinct side effects; 

 History of good response to TMS in a previous episode; 

 If member is currently receiving electro-convulsive therapy, TMS may be 
considered reasonable and necessary as a less invasive treatment option; 

 
Cautionary Uses – The benefits of TMS use must be carefully considered against the 
risk of potential side effects in members with any of the following: 

 Seizure disorder or any history of seizure (except those induced by 
electroconvulsive therapy or isolated febrile seizures in infancy without 
subsequent treatment or reoccurrence). 

 The presence of vagus nerve stimulator leads in the carotid sheath. 

 The presence of an implanted medical device located greater than30 cm from the 
TMS magnetic coil, including but not limited to pacemakers, implanted 
defibrillators, or vagus nerve stimulations. 

 
Members meeting the criteria of this policy are covered for up to 30 visits over a 7 week 
period followed by 6 taper treatments one time. 
 
Repeat acute treatment for relapse of depressive symptoms is medically necessary for 
30 visits followed by 6 taper treatments only if member has responded to previous 
treatments, specifically greater than 50% improvement in a standard rating scale for 
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depressive symptoms (e.g. Geriatric Depression Scale (GDS), Personal Health 
Questionnaire (PHQ-9), Beck Depression Scale (BDI), Hamilton Rating Scale for 
Depression (HAM-D), Montgomery Asberg Depression Rating Scale (MADRS), Quick 
Inventory of Depressive Symptomology (QIDS), or Inventory for Depressive 
Symptomology Systems Review (IDS-SR) Score). 
 
Limitations 
TMS is not covered for members because it is considered not reasonable and 
necessary when used as a treatment with any of the following:  
 

 Presence of psychotic symptoms in current depressive episode. 

 Dementia or other degenerative neurologic conditions such as Parkinson’s 
disease or Multiple Sclerosis. 

 Chronic or acute psychotic disorder such as Schizophrenia, Schizophreniform 
Disorder, or Schizoaffective Disorder. 

 TMS should not be used in patients who have conductive, ferromagnetic or other 
magnetic-sensitive metals implanted in their head which are non-removable and 
within 30cm of the TMS magnetic coil.  Examples include cochlear implants, 
implanted electrodes/stimulators, aneurysm clips or coil, stents, and bullet 
fragments. 

 
TMS as a maintenance therapy is not considered medically necessary and not covered. 
Any additional use of TMS not specified in this policy is considered experimental, 
investigational, or unproven and therefore not covered. 
 
Background 
The Centers for Medicare and Medicaid (CMS) defines transcranial magnetic 
stimulation (TMS) is a non-invasive, non-systemic treatment that uses MRI-strength, 
pulsed, magnetic fields to induce an electric current in a localized region of the cerebral 
cortex. An electromagnetic coil is placed on the scalp that induces a focal current in the 
brain and temporary modulation of cerebral cortical function. Capacitor discharge 
provides electrical current in alternating on/off pulses. Depending on stimulation 
parameters, repetitive TMS to specific cortical regions can either decrease or increase 
the excitability of the targeted structures.  
 
CMS describes TMS as a well-tolerated, non-pharmacologic alternative that does not 
require attendant anesthesia services and can be administered in an outpatient setting 
for patients with Major Depressive Disorder (MDD) who have failed to benefit from initial 
treatment of their depression. TMS produces a clinical benefit without the systemic side 
effects typical with oral medications, has no adverse effects on cognition, and unlike 
electroconvulsant therapy does not induce amnesia or seizures. NeuroStar® TMS was 
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granted FDA marketing clearance in 2008 as a Class II rTMS device for the treatment of 
MDD in patients who were unresponsive to antidepressant medication.  
   
Codes: 

CPT Codes / HCPCS Codes / ICD-10 Codes 

Code Description 

90867 Transcranial Magnetic Stim Tx Plan 

90868 Transcranial Magnetic Stim Tx Delivery 

90869 Transcranial Magnetic Stim ReDetermine 

ICD-9 codes covered if selection criteria are met: 

296.23 
Major Depressive Affective Disorder Single Episode Severe Degree without 
Psychotic Behavior 

296.33 
Major Depressive Affective Disorder Recurrent Episode Severe Degree 
without Psychotic Behavior 

ICD-10 codes covered if selection criteria are met: 

F32.2 Major Depressive disorder, single episode, severe without psychotic features 

F32.9 Major Depressive disorder, single episode, unspecified 

F33.2 Major Depressive disorder, recurrent severe without psychotic features 
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Disclaimer: 
MedStar Health medical payment and prior authorization policies do not constitute 
medical advice and are not intended to govern or otherwise influence the practice of 
medicine.  The policies constitute only the reimbursement and coverage guidelines of 
MedStar Health and its affiliated managed care entities.  Coverage for services varies 
for individual members in accordance with the terms and conditions of applicable 
Certificates of Coverage, Summary Plan Descriptions, or contracts with governing 
regulatory agencies.    
 
MedStar Health reserves the right to review and update the medical payment and prior 
authorization guidelines in its sole discretion.  Notice of such changes, if necessary, 
shall be provided in accordance with the terms and conditions of provider agreements 
and any applicable laws or regulations.    
 
These policies are the proprietary information of Evolent Health.  Any sale, copying, or 
dissemination of said policies is prohibited. 
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