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PURPOSE 

 

This policy addresses the use of insulin pumps and continuous glucose monitoring devices (CGMs, 

also referred to as continuous interstitial glucose monitoring devices) for the management of diabetes 

mellitus. Insulin pumps provide subcutaneous insulin infusion to treat diabetes mellitus. CGMs are 

devices that continuously measure glucose concentration in the interstitial space of the skin, allowing 

for indirect blood glucose measurements. 

 

For members aged 21 years and over, this policy is to be sed by the CCHP Authorizations/Utilization 

Management team when reviewing a treatment authorization request (TAR) for an external insulin 

infusion pump and/or a continuous glucose monitor (CGM). For members under the age of 21 who are 

eligible for California Children’s Services (CCS), CCS guidelines should be utilized.  
 

POLICY 

 

EXTERNAL INSULIN PUMPS 
 

External insulin pumps (either disposable or durable) are considered medically necessary when the 

following criteria are met: 

A. The individual has documented diabetes mellitus (any type); and 

B. The individual or caregiver(s) has completed a comprehensive diabetes education program; and 

C. Both of the following criteria are met: 

a. Insulin injections are required multiple times daily; and 

b. Multiple blood glucose tests are required daily, or a continuous glucose monitor is being 

used. 

Refills for medically necessary disposable external insulin pumps are considered medically necessary. 
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Continued use of an external insulin pump (including for individuals who used a continuous insulin 

infusion pump prior to enrollment with CCHP) is considered medically necessary when the device has 

resulted in clinical benefit. 

Replacement pumps: The replacement of external insulin pumps is considered medically necessary 

when the following criteria have been met: 

A. The device is out of warranty; and 

B. The device is malfunctioning; and 

C. The device cannot be refurbished. 

 

The use of an external insulin pump is considered not medically necessary when the criteria above 

have not been met.  

 

Continued use of an external insulin pump is considered not medically necessary when the criteria 

have not been met. 

 

Replacement of insulin pumps is considered not medically necessary when the above criteria have not 

been met.  

 

CONTINUOUS GLUCOSE MONITORING DEVICES (CGMs) 

 

1. The member meets one of the following requirements: 

a. Insulin-dependence; or 

b. The member has claims history of regularly administered insulin in the past year; or 

c. Documentation of regularly administered insulin use via chart notes, medical records, or 

additional clinical supportive documentation; or 

d. The member is a new start, issued a new prescription, and will be using insulin 

administrated on a continuing and regular basis.  

-OR- 

 

2. History of problematic hypoglycemia with documentation demonstrating recurrent (more than 

one) level 2 hypoglycemic events (glucose <54 mg/dl [3.0 mmol/L]) that persist despite attempts 

to adjust medication(s) and/or modify the diabetes treatment plan within the past year; or 

attestation from the provider the member has problematic hypoglycemic events. 

-OR- 

 

3. Pregnancy-Related Diabetes Diagnoses: 

o Restricted to approval for the duration of the pregnancy and 12 months postpartum; and 

o Estimated and/or actual date of delivery must be included on the request 

A recent HbA1c value must be documented on the treatment authorization request, and the member’s 

HbA1C value will be assessed as part of medical necessity 

 




