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Transcranial Magnetic Stimulation Policy 
 

I. Purpose 

Indiana University Health Plans (IU Health Plans) considers clinical indications when making a 
medical necessity determination for Transcranial Magnetic Stimulation (TMS). 

 
II. Scope 

This policy applies to all IU Health Plans and Utilization Management staff having decision- 
making responsibilities where authorization is required for Fully insured and Self-insured 
commercial plans. 

 
III. Exceptions 

1. TMS is not covered for members because it is considered not reasonable and necessary when used as 
a treatment with one or more of the following: 

a. Presence of psychotic symptoms in current depressive episode. 
b. Dementia or other degenerative neurologic conditions such as Parkinson’s disease or 

Multiple Sclerosis. 
c. Chronic or acute psychotic disorder such as Schizophrenia, Schizophreniform 

Disorder, or Schizoaffective Disorder. 
d. 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. 

 
2. TMS as a maintenance therapy is not considered medically necessary and not covered. 

 
3. Any additional use of TMS not specified in this policy is considered experimental, investigational, or 
unproven and therefore not covered. 

 

IV. Definitions 

Transcranial Magnetic Stimulation (TMS)- According to CMS, transcranial magnetic 
stimulation s a non-invasive method of brain stimulation. The technique involves placement of a 
small coil over the scalp and passing a rapidly alternating current through the coil wire which 
produces a magnetic field that passes unimpeded through the brain. Depending on stimulation 
parameters (frequency, intensity, pulse duration, stimulation site), repetitive TMS (rTMS) to 



specific cortical regions can either increase or decrease the excitability of the affected brain 
structures. The procedure is usually carried out in an outpatient setting and does not require 
anesthesia or analgesia. When used as an antidepressant therapy, TMS produces a clinical benefit 
without the systemic side effects attendant with standard oral medications. TMS does not have 
adverse effects on cognition. Unlike electroconvulsive therapy (ECT), rTMS does not induce 
amnesia or seizures. 

 
V. Policy Statements 

1. Members meeting the criteria for this policy are covered for up to 30 visits over a 7-week period 
followed by a maximum of 6 taper treatments. 

2. 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 depressive symptoms. 

3. Cautionary Uses-The benefits of TMS use must be carefully considered against the risk of potential 
side effects in members with ONE or more of the following: 
a. Seizure disorder or any history of seizure (except those induced by electroconvulsive 

therapy or isolated febrile seizures in infancy without subsequent treatment or 
reoccurrence). 

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

4. Transcranial Magnetic Stimulation (TMS)is considered medically necessary for 
members diagnosed with severe Major Depression (single or recurrent episode) and have 1 or more 
of the following: 

a. 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 

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

c. History of good response to TMS in a previous episode 
d.  If member is currently receiving electro-convulsive therapy, TMS may be considered 

reasonable and necessary as a less invasive treatment options 
5. Transcranial Magnetic Stimulation (TMS)is considered experimental and investigational for 

members diagnosed with Migraine headaches 
6. Transcranial Magnetic Stimulation (TMS)is considered experimental and investigational for 

members diagnosed with Obsessive Compulsive Disorder 
 
 
 
 

CODES DESCRIBTION 

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 

90867 Transcranial Magnetic Stim Tx Plan 

90868 Transcranial Magnetic Stim Tx Delivery 

90869 Transcranial Magnetic Stim ReDetermine 



VI. Procedures 

None 
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VIII. Forms/Appendices 

None 
 

IX. Responsibility 
 

The Medical Director 
 
 

This Policy is proprietary and confidential. No part of this Policy may be disclosed in any manner to 
a third party without the prior written consent of IU Health Plans, Inc. 

https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?LCDId=34641
https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?LCDId=34641
https://doi.org/10.4103/ipj.ipj_88_18
https://doi.org/10.4103/ipj.ipj_88_18
https://www.fda.gov/news-events/press-announcements/fda-permits-marketing-transcranial-magnetic-stimulation-treatment-obsessive-compulsive-disorder
https://www.fda.gov/news-events/press-announcements/fda-permits-marketing-transcranial-magnetic-stimulation-treatment-obsessive-compulsive-disorder

	Manual: IU Health Plans Department: Utilization Management Policy # MP087
	I. Purpose
	II. Scope
	This policy applies to all IU Health Plans and Utilization Management staff having decision- making responsibilities where authorization is required for Fully insured and Self-insured commercial plans.

	IV. Definitions
	Transcranial Magnetic Stimulation (TMS)- According to CMS, transcranial magnetic stimulation s a non-invasive method of brain stimulation. The technique involves placement of a small coil over the scalp and passing a rapidly alternating current throug...

	VI. Procedures
	None

	VIII. Forms/Appendices
	None


