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I. POLICY         TOP    

Augmentation mammoplasty may be considered reconstructive and medically necessary when 
there is documented clinical evidence of one of the following conditions: 

 Surgery for benign disease when a subcutaneous mastectomy is performed with 
immediate or delayed prosthesis; OR 

 Following a previous mastectomy for benign or malignant disease including the 
unaffected breast to provide symmetry with the breast on which the radical or modified 
radical mastectomy was performed. (Act 51 of 1997); OR 

 Unilateral or bilateral breast aplasia; OR 

 Unilateral breast hypoplasia with significant breast asymmetry when associated with 
abnormalities of the chest wall. Examples include, but are not limited to, Poland 
syndrome, Jeune syndrome, pectus excavatum, pectus carinatum, or trauma. 

 
The use of adipose-derived stem cells, alone or in conjunction with autologous fat grafting for 
reconstructive breast surgery, is considered investigational as there is insufficient evidence to 
support a conclusion concerning the health outcomes or benefits associated with this 
procedure. 
 
Augmentation mammoplasty performed for any other reasons is considered cosmetic and is 
not medically necessary. 
 
Cross-references: 

MP 1.004 Cosmetic and Reconstructive Surgery 
MP 1.013 Reduction Mammoplasty for Breast-Related Symptoms 

 

II. PRODUCT VARIATIONS       TOP 

This policy is only applicable to certain programs and products administered by Capital Blue 
Cross and subject to benefit variations as discussed in Section VI.  Please see additional 
information below. 
 
 

POLICY PRODUCT VARIATIONS DESCRIPTION/BACKGROUND 
RATIONALE DEFINITIONS  BENEFIT VARIATIONS 
DISCLAIMER CODING INFORMATION REFERENCES 
POLICY HISTORY    
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FEP PPO - Refer to FEP Medical Policy Manual. The FEP Medical Policy manual can be found 
at:  
https://www.fepblue.org/benefit-plans/medical-policies-and-utilization-management-
guidelines/medical-policies. 
 

III. DESCRIPTION/BACKGROUND      TOP 

Augmentation mammoplasty is the surgical enlargement of the breast, either to increase breast 
size or to replace a full or partial breast that has surgically been removed or congentially absent.  
Surgeries are designed to restore the normal appearance of the breast.  The augmentation is 
done by utilizing autogenous tissue such as a muscle flap graft or by inserting a gel or saline 
filled prosthesis. 
 
Autologous fat grafting is a procedure where the patient’s fat cells are collected from other parts 
of the body, processed, and then reinserted into the breast area. Following a mastectomy, 
patients often experience pain and irradiated skin; as an adjunct to reconstructive breast 
surgery, surgeons will sometimes graft autologous fat to the breast. Adipose-derived stem cells 
(ADSCs) have been proposed as a supplement to the fat graft in an attempt to improve graft 
survival. 
 
Stem cell biology and the related field of regenerative medicine involve multipotent stem cells 
that exist within a variety of tissues, including bone marrow and adipose tissue. A single gram of 
adipose tissue yields approximately 5000 stem cells; this is 100 to 500 times the number of 
mesenchymal stem cells found in an equivalent amount of bone marrow. Stem cells, because of 
their pluripotentiality and unlimited capacity for self-renewal, offer promise for tissue engineering 
and advances in reconstructive procedures. In particular, adipose tissue represents an 
abundant and easily accessible source of adipose-derived stem cells (ADSCs), which can 
differentiate along multiple mesodermal lineages. ADSCs may allow for improved graft survival 
and the generation of new fat tissue after transfer from another site. 
 
In 2011, the American Society for Aesthetic Plastic Surgery and the American Society of Plastic 
Surgeons released a joint position statement on the use of stem cells in aesthetic surgery.  
Based on a systematic review of the peer-reviewed literature, the Societies concluded that while 
there is potential for the future use of stem cells in aesthetic surgical procedures, the scientific 
evidence and other data are very limited in terms of assessing the safety or efficacy of stem cell 
therapies in aesthetic medicine. 

 

IV. RATIONALE        TOP 

Summary of Evidence 

For individuals who have breast cancer who receive autologous fat grafting to the breast with 
ADSC enrichment of the graft, the evidence includes small cohort studies, some of which are 
prospective, along with case series and case reports. Relevant outcomes are symptoms, morbid 
events, functional outcomes, quality of life, resource utilization, and treatment-related morbidity. 

https://www.fepblue.org/benefit-plans/medical-policies-and-utilization-management-guidelines/medical-policies
https://www.fepblue.org/benefit-plans/medical-policies-and-utilization-management-guidelines/medical-policies
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The studies were heterogeneous in the patient selection, methods in harvesting stem cells, 
number of procedures, and outcomes measured. Studies have mainly reported patient and 
investigator satisfaction and functional and cosmetic results. Limitations of the data include 
sample sizes, short-term follow-up, and uncertainty about the possible oncologic influence 
ADSC may have on the fat grafting procedure. One small, prospective study (N=20 patients) 
found that the use of ADSC enrichment with autologous fat grafting over autologous fat grafting 
alone improved the retention rate of the fat graft postoperatively at 6- and 12-months, yet larger 
high-quality clinical trials are needed to confirm this benefit. The evidence is insufficient to 
determine that the technology results in an improvement in the net health outcome.  

 

V. DEFINITIONS        TOP 

ACT 51 OF 1997 –THE MASTECTOMY ACT- PA mandate that prohibits health insurance 
companies from requiring mastectomies be performed on an outpatient basis. Other 
requirements include coverage for:  One home health visit within 48 hours after discharge when 
the discharge is within 48 hours of the admission for the mastectomy; Reconstructive surgery, 
including surgery to re-establish symmetry; and mastectomy –related prosthetic devices. 

APLASIA is complete absence of organ or tissue development. 

COSMETIC SURGERY: An elective procedure performed primarily to alter a person’s appearance 
by surgically altering a physical characteristic that does not prohibit normal function, but is 
considered unpleasant or unsightly.  

HYPOPLASIA is the underdevelopment of a tissue organ or body. 

MODIFIED RADICAL MASTECTOMY: Similar to the radical mastectomy but the pectoralis major 
muscle is left intact. 

RADICAL MASTECTOMY: Surgical removal of the breast tissue as well as the pectoralis major 
muscle, pectoral fascia, axillary contents, nipple, and areola. 

RECONSTRUCTIVE SURGERY: A procedure performed to improve or correct a functional 
impairment, restore a bodily function or correct a deformity resulting from birth defect or 
accidental injury.  The fact that a member might suffer psychological consequences from a 
deformity does not, in the absence of bodily functional impairment, qualify surgery as being 
reconstructive surgery. 

 

VI. BENEFIT VARIATIONS       TOP 

The existence of this medical policy does not mean that this service is a covered benefit under 
the member's health benefit plan.  Benefit determinations should be based in all cases on the 
applicable health benefit plan language. Medical policies do not constitute a description of 
benefits.  A member’s health benefit plan governs which services are covered, which are 
excluded, which are subject to benefit limits and which require preauthorization. There are 
different benefit plan designs in each product administered by Capital Blue Cross.  Members 
and providers should consult the member’s health benefit plan for information or contact Capital 
Blue Cross for benefit information. 
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VII. DISCLAIMER        TOP 

Capital Blue Cross’s medical policies are developed to assist in administering a member’s 
benefits, do not constitute medical advice, and are subject to change.  Treating providers are 
solely responsible for medical advice and treatment of members.  Members should discuss any 
medical policy related to their coverage or condition with their provider and consult their benefit 
information to determine if the service is covered.  If there is a discrepancy between this medical 
policy and a member’s benefit information, the benefit information will govern. If a provider or a 
member has a question concerning the application of this medical policy to a specific member’s 
plan of benefits, please contact Capital Blue Cross’ Provider Services or Member Services.  
Capital Blue Cross considers the information contained in this medical policy to be proprietary 
and it may only be disseminated as permitted by law. 
 

VIII. CODING INFORMATION                TOP 

Note:  This list of codes may not be all-inclusive, and codes are subject to change at any time. 
The identification of a code in this section does not denote coverage as coverage is 
determined by the terms of member benefit information. In addition, not all covered 
services are eligible for separate reimbursement. 

 
 

Covered when medically necessary: 

Procedure Codes 

15771 15772 19325 19340 19342 19350 19396 C1789 L8600 
 
ICD-10-CM 
Diagnosis 
Code 

Description 

C50.011 Malignant neoplasm of nipple and areola, right female breast  

C50.012 Malignant neoplasm of nipple and areola left female breast 

C50.019 Malignant neoplasm of nipple and areola, unspecified female breast 

C50.111 Malignant neoplasm of central portion of right female breast 

C50.112 Malignant neoplasm of central portion of left female breast 

C50.119 Malignant neoplasm of central portion of unspecified female breast 

C50.211 Malignant neoplasm of upper-inner quadrant of right female breast 

C50.212 Malignant neoplasm of upper-inner quadrant of left female breast 

C50.219 Malignant neoplasm of upper-inner quadrant of unspecified female breast 

C50.311 Malignant neoplasm of lower-inner quadrant of right female breast 

C50.312 Malignant neoplasm of lower-inner quadrant of left female breast 

C50.319 Malignant neoplasm of lower-inner quadrant of unspecified female breast 

C50.411 Malignant neoplasm of upper-outer quadrant of right female breast 

C50.412 Malignant neoplasm of upper-outer quadrant of left female breast 
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C50.419 Malignant neoplasm of upper-outer quadrant of unspecified female breast 

C50.511 Malignant neoplasm of lower-outer quadrant of right female breast 

C50.512 Malignant neoplasm of lower-outer quadrant of left female breast 

C50.519 Malignant neoplasm of lower-outer quadrant of unspecified female breast 

C50.611 Malignant neoplasm of axillary tail of right female breast 

C50.612 Malignant neoplasm of axillary tail of left female breast 

C50.619 Malignant neoplasm of axillary tail of unspecified female breast 

C50.811 Malignant neoplasm of overlapping sites of right female breast 

C50.812 Malignant neoplasm of overlapping sites of left female breast 

C50.819 Malignant neoplasm of overlapping sites of unspecified female breast 

C50.911 Malignant neoplasm of unspecified site of right female breast 

C50.912 Malignant neoplasm of unspecified site of left female breast 

C50.919 Malignant neoplasm of unspecified site of unspecified female breast 

D24.1 Benign neoplasm of right breast 

D24.2 Benign neoplasm of left breast 

D24.9 Benign neoplasm of unspecified breast 

M95.4 Acquired deformity of chest and rib  

N64.82 Hypoplasia of breast  

N65.0 Deformity of reconstructed breast 

N65.1 Disproportion of reconstructed breast  

Q79.8  Other congenital malformations of musculoskeletal system  

Q83.0 Congenital absence of breast with absent nipple 

Q83.8 Other congenital malformations of breast 

Q83.9 Congenital malformation of breast, unspecified 

Z90.11 Acquired absence of right breast and nipple  

Z90.12 Acquired absence of left breast and nipple 

Z90.13 Acquired absence of bilateral breasts and nipples 
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X. POLICY HISTORY       TOP 

MP-1.002 

  
  
  
 

CAC 7/27/04 
CAC 11/30/04 
CAC 8/30/05 
CAC 6/27/06 
CAC 6/26/07 
CAC 5/27/08 
CAC 9/30/08 
CAC 9/30/09 Consensus Review 
CAC 9/28/10 Consensus Review 
CAC 10/25/11 Consensus Review 
Coding 02/25/13- Reviewed 
CAC 6/4/2013 Consensus. No change to policy statements. References 
updated. Administrative code review complete. 
CAC 5/20/14 Consensus. No change to policy statements. References updated. 
Codes reviewed. 
CAC 6/2/15 Consensus review.  No changes to policy statements.  References 
updated.  Coding Reviewed. 
CAC 5/31/16 Consensus review. No change to policy statements. References 
updated. Coding reviewed.   

Admin update 1/1/17: Product variation section reformatted. 

CAC 5/23/17 Consensus review. No change to policy statements. References 
updated. Added variation to LCD L35090. Coding reviewed.   

1/1/18 Admin Update: Medicare variations removed from Commercial Policies. 

http://emedicine.medscape.com/article/1273275-overview
http://emedicine.medscape.com/article/1273664-overview
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2/8/18 Consensus review. No changes to the policy statements.  References 
reviewed. 
1/29/19 Consensus review. No changes to the policy statements.  References 
reviewed. 

1/1/20 Coding Update: Added new code 15771 and 15772. 

1/22/20 Consensus review. Policy statement unchanged. References Updated. 
Coding reviewed and codes for immediate and delayed insertion of breast 
prosthesis added. 

1/1/21 Admin Update:  Removed end-dated CPT code 19324. 

3/23/2021 Minor review.  Criteria under unilateral breast hypoplasia with breast 
asymmetry changed.  Removed section on breast deformity, photographs, and 
Tanner score.  Inserted "associated with Poland Syndrome or Trauma”.  
References updated/added.  ICD 10 codes added. 
03/11/2022 Minor review.  Expanded unilateral breast hypoplasia criteria to 
include abnormalities of the chest wall with more examples.  Added statement: 
“The us of adipose-derived stem cells, alone or in conjunction with autologous 
fat grafting for reconstructive breast surgery, is considered investigational as 
there is insufficient evidence to support a conclusion concerning the health 
outcomes or benefits associated with this procedure”.  FEP language, 
Background, and Rationale updated.  Several new ICD10 codes added. 
References updated with new references added.    

  

         Top 

Health care benefit programs issued or administered by Capital Blue Cross and/or its 
subsidiaries, Capital Advantage Insurance Company®, Capital Advantage Assurance 

Company®, and Keystone Health Plan® Central.  Independent licensees of the BlueCross 
BlueShield Association.  Communications issued by Capital Blue Cross in its capacity as 

administrator of programs and provider relations for all companies. 
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