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Breast Reduction Mammoplasty REVIEW DATES
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DIAGNOSIS/CONDITION:
CPT-4/ HCPCS CODE AND DESCRIPTION: INDICATORS

Guideline Information:

Identifier:QRM_1574 Title: Reduction Mammoplasty
Short Identifier:A-0274 Age Category: A - ADULT
Product/Content: Ambulatory Care - Authorization LOS: NA

Clinical Indications for Procedure
Edit Title
Add New Top Level Node

=Reduction mammaplasty may be indicated when ALL of the following
are present(ct)(ct)(ct):

each breast(ct)(ct)

I_#|"'Signiﬁcant interference with activities of daily living, directly
attributable to large breast size, including 2 or more of the following(ct):

Nipple position greater than 21 cm below suprasternal notch

= Failure to relieve symptoms with nonsurgical treatment that includes
1 or more of the following:

neck, shoulder, upper or lower back, or breast, as well as a trial of PT.
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BMI less than or equal to 32
Pictures needed in the clinical record to support medical necessity review.
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