Sample Colonoscopy Appeal Letter (Lynch Syndrome / High-Risk) – Updated September 2022

HEALTH INSURER
123 Insurance Way
Anywhere, IL  012345
DATE
RE:	Claim # XXXXXXXXXXX
Claimant:	NAME (ID# and DOB: Mo-Day-Year)
To Whom It May Concern:
I am writing to appeal [Health Plan Name]’s decision to deny coverage of my colonoscopy, which took place on [date] at [facility]. It is my understanding that [Health Plan Name] covers medically necessary services that are not expressly excluded. [Attach or reference relevant section(s) from health insurer’s Policy or Evidence of Coverage, if possible.]
I recognize that under the Affordable Care Act screening colonoscopies may not be a fully covered benefit for people under the age of 50 who have an average risk of developing colorectal cancer (CRC).  However, I have a Lynch syndrome genetic mutation, which places me in the high-risk category. Hereditary cancers tend to occur at younger ages so earlier screening is recommended. This reduces colon cancer mortality by as much as 80%.
The U.S. Preventive Services Task Force (USPSTF) Colorectal Cancer Screening guidelines state, “This recommendation applies to asymptomatic adults 45 years and older who are at average risk of colorectal cancer and who do not have a family history of known genetic disorders that predispose them to a high lifetime risk of colorectal cancer.”  The guidelines go on to note, “The USPSTF did not specifically review the evidence on screening in populations at increased risk; however, other professional organizations recommend that patients with a family history of colorectal cancer…be screened more frequently starting at a younger age, and with colonoscopy.”[footnoteRef:1] [1:  U.S. Preventive Services Task Force Final Recommendation Statement, Colorectal Cancer: Screening - www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening#fullrecommendationstart] 

There is broad consensus about the medical necessity of earlier, more frequent colorectal cancer screening for those at increased risk. The National Cancer Institute provides a table of Lynch Syndrome CRC screening practice guidelines for health care professionals, all of which indicate that colonoscopies should start age 20-25, or earlier based on family history [Exhibit A]. 
The National Comprehensive Cancer Network (NCCN) Practice Guidelines “Genetic/Familial High-Risk Assessment: Colorectal” hereditary/ high-risk CRC category includes, “individuals who have…personal or family history of polyposis; or individuals with HNPCC/Lynch syndrome.” NCCN and the Multi-Society Task Force on Colorectal Cancer—comprised of the American College of Gastroenterology, the American Gastroenterological Association, and The American Society for Gastrointestinal Endoscopy—recommendations align [Exhibits B and C]. 
Many health insurers, including Cigna and Blue Cross Blue Shield, cover screening colonoscopies for high-risk individuals under the age of 45 [Exhibits D and E]. Given my high risk of CRC, I respectfully request that you cover my colonoscopies.  The guidelines make it clear that this is a medically necessary intervention for people with Lynch syndrome, such as myself.
Thank you for your consideration. Your prompt attention to this matter is greatly appreciated.
Sincerely,
[Signature]

Exhibit A 
[image: ]
Genetics of Colorectal Cancer (PDQ®)–Health Professional Version

[image: Table

Description automatically generated]
Source:  www.cancer.gov/types/colorectal/hp/colorectal-genetics-pdq#_2986_toc

Exhibit B



Exhibit C

Guidelines on Genetic Evaluation and Management of Lynch Syndrome: A Consensus Statement by the US Multi-Society Task Force on Colorectal Cancer
[image: ]
Source: American Journal of Gastroenterology, August 2014 - Volume 109 - Issue 8 - p 1159-1179
doi: 10.1038/ajg.2014.186



Exhibit D
 
[bookmark: _Hlk114565698]Source: www.excellusbcbs.com/documents/20152/127121/EXC-PRV-Colorectal+Cancer+Screening.pdf/5e66ab16-e56e-c725-23c8-5ebc289243d2?t=1583514167361


Exhibit D

 
Source: https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/mm_0148_coveragepositioncriteria_colorectal_cancer_screening.pdf
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Guid

Screening for CRC by colonoscopy is recommended in persons at risk (first-degree relatives

of those affected) or affected with LS every 1 to 2 years, beginning between ages 20-25 years or -5
years before the youngest age of diagnosis of CRC in the family if diagnosed before age 25 years. In
sunveillance of MMIR germine mutation-positive patients, consideration should be given to annual colonoscopy.
‘The age of onset and frequency of colonoscopy i this uideline is in agreement with most organizations and
authorities "% 141 1% 147 158 This guideline is 2 strong recommendation, with evidence level Il and GRADE
moderate-qualty evidence (Table 10).

Table 10

Guidelines for Screening At-Risk or Affected Persons Wit Lynch Syndrome.

Intervention

Golonoszopy

Pelvic
examinstion
with
endometrisl
sampling

Transvaginal
ulrasound

EcDwith
biopsy of the
gastric antrum

Unnalysis

Recommendation
Every 1-2 y beginning at age 20-25 y or 2-5
younger than youngest age at diagnosis of CRC
in fomily i cagnosis before age 25 y
Gonsiderations:

Startat age 30y in MSHS and 35 in PMS2
families

‘Annual colonoscopy in MMR mutation carrers.

‘Annually beginning at age 30-35 y

‘Annually beginning at age 30-35 y

Beginning at age 30-35 y and subseauent
Surveilance every 2-2 can be considered
based on patient risk fctors.

‘Annually beginning at age 30-35 y

Strength of recommendation
Strong recommendation:

Level of vidence (1) wel-designed and
conducted cohort o case-controlled studies
ffom more than 1 group with cancer

‘GRADE rating: moderate:

Offertopatient
Level of evidence (V): expert consensus
GRADE rating:fow,

O topatient

Level of evidence (V): expert consensus
GRADE rating:fow,

Offertopatient

Level of evidence (V): expert consensus
GRADE rating:fow,

Gonsideration:

Level of evidence (V): expert consensus

(GRADE rating: low
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Based upon our criteria and assessment of the peer-reviewed literature, including the recommendations of the
American Cancer Society (ACS), the National Comprehensive Cancer Network (NCCN), and the United States
Preventive Services Task Force (USPSTF), the following colorectal cancer screening modalities are considered
medically necessary for individuals aged 45 years or older, who are average risk for colon cancer:

A. Colonoscopy; or

B. Fecal occult blood test* (e.g., guiac-based (gFOBT) or immunochemical (FIT)).

Other screening options include:

C. Flexible sigmoidoscopy*; or
D. Virtual colonoscopy (CT colonography)*; or

E. DNA analysis of stool samples using the Cologuard multi-targeted stool DNA test*.
*If tests results are positive, then colonoscopy should be performed to complete the screening spectrum.

Based upon our criteria and assessment of the peer-reviewed literature, including the ACS guidelines for colorectal
cancer screening and the recommendations of the NCCN, colonoscopy is considered medically necessary for
individuals aged less than 50 years who are at an increased or high risk of colorectal cancer.
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1. Individuals at increased or high risk of colorectal cancer include those with any of the following:

cowm>

A personal history of colorectal cancer or adenomatous polyps;

A personal history of inflammatory bowel disease (e.g.,ulcerative colitis or Crohn’s disease);

A strong family history of colorectal cancer or polyps (Please refer to Description section); or

A known family history of a hereditary colorectal cancer syndrome such as familial adenomatous polyposis (FAP)
or Lynch syndrome (hereditary non-polyposis colon cancer or HNPCC).
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IV. Recommended screening intervals with colonoscopy for increased or high risk of colorectal cancer:

Risk Time Interval

Personal History: Individuals with 1 or 2 small 5 to 10 years after the polyps are removed,
(less than 1 cm) tubular adenomas with low-grade | depending on family history and other clinical
dysplasia factors

Personal History: Individuals with 3 to 10
adenomas, or a large (at least 1 cm) adenoma, or
any adenomas with high-grade dysplasia or
villous features

3 years after the polyps are removed; then every
5 years
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Family history: Lynch syndrome (hereditary non-
polyposis colon cancer or HNPCC), or at
increased risk of Lynch syndrome based on family
history without genetic testing

Age 20 to 25 years, or 10 years before the
'youngest case in the immediate family; repeat
every 1 to 2 years

Familial adenomatous polyposis (FAP) diagnosed
by genetic testing, or suspected FAP without
genetic testing

Age 10 to 12 years; yearly flexible
sigmoidoscopy to look for signs of FAP

Personal History of inflammatory bowel disease:
-chronic ulcerative colitis
-Crohn’s disease

Cancer risk begins to be significant 8 years after
the onset of pancolitis (involvement of entire
large intestine), or 12 to 15 years after the onset
of left-sided colitis; repeat every 1 to 2 years
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Based upon our criteria and assessment of the peer-reviewed literature, including the recommendations of the
American Cancer Society (ACS), the National Comprehensive Cancer Network (NCCN), and the United States
Preventive Services Task Force (USPSTF), the following colorectal cancer screening modalities are considered
medically necessary for individuals aged 45 years or older, who are average risk for colon cancer:

A. Colonoscopy; or

B. Fecal occult blood test* (e.g., guiac-based (gFOBT) or immunochemical (FIT)).

Other screening options include:

C. Flexible sigmoidoscopy*; or
D. Virtual colonoscopy (CT colonography)*; or

E. DNA analysis of stool samples using the Cologuard multi-targeted stool DNA test*.
*If tests results are positive, then colonoscopy should be performed to complete the screening spectrum.

Based upon our criteria and assessment of the peer-reviewed literature, including the ACS guidelines for colorectal
cancer screening and the recommendations of the NCCN, colonoscopy is considered medically necessary for
individuals aged less than 50 years who are at an increased or high risk of colorectal cancer.
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1. Individuals at increased or high risk of colorectal cancer include those with any of the following:

cowm>

A personal history of colorectal cancer or adenomatous polyps;

A personal history of inflammatory bowel disease (e.g.,ulcerative colitis or Crohn’s disease);

A strong family history of colorectal cancer or polyps (Please refer to Description section); or

A known family history of a hereditary colorectal cancer syndrome such as familial adenomatous polyposis (FAP)
or Lynch syndrome (hereditary non-polyposis colon cancer or HNPCC).
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IV. Recommended screening intervals with colonoscopy for increased or high risk of colorectal cancer:

Risk Time Interval

Personal History: Individuals with 1 or 2 small 5 to 10 years after the polyps are removed,
(less than 1 cm) tubular adenomas with low-grade | depending on family history and other clinical
dysplasia factors

Personal History: Individuals with 3 to 10
adenomas, or a large (at least 1 cm) adenoma, or
any adenomas with high-grade dysplasia or
villous features

3 years after the polyps are removed; then every
5 years
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Family history: Lynch syndrome (hereditary non-
polyposis colon cancer or HNPCC), or at
increased risk of Lynch syndrome based on family
history without genetic testing

Age 20 to 25 years, or 10 years before the
'youngest case in the immediate family; repeat
every 1 to 2 years

Familial adenomatous polyposis (FAP) diagnosed
by genetic testing, or suspected FAP without
genetic testing

Age 10 to 12 years; yearly flexible
sigmoidoscopy to look for signs of FAP

Personal History of inflammatory bowel disease:
-chronic ulcerative colitis
-Crohn’s disease

Cancer risk begins to be significant 8 years after
the onset of pancolitis (involvement of entire
large intestine), or 12 to 15 years after the onset
of left-sided colitis; repeat every 1 to 2 years
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Colorectal Cancer Screening and Surveillance
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For an increased- or high-risk individual who fits into any of the categories listed below, more intensive
colorectal cancer screening, surveillance or monitoring are considered medically necessary:

personal history of adenoma or adenomatous polyps found on colonoscopy

familial history of adenoma or adenomatous polyp found at colonoscopy in a first-degree relative
personal or family history of colorectal cancer

personal history of inflammatory bowel disease (e.g., ulcerative colitis, Crohn’s disease)

personal or inherited risk of a colorectal cancer (e.g., familial adenomatous polyposis [FAP], attenuated
FAP, hereditary nonpolyposis colorectal cancer [HNPCC], MYH polyposis)
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Overview

This Coverage Policy addresses screening and surveillance testing regimens for colorectal cancer.
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For an increased- or high-risk individual who fits into any of the categories listed below, more intensive
colorectal cancer screening, surveillance or monitoring are considered medically necessary:

personal history of adenoma or adenomatous polyps found on colonoscopy

familial history of adenoma or adenomatous polyp found at colonoscopy in a first-degree relative
personal or family history of colorectal cancer

personal history of inflammatory bowel disease (e.g., ulcerative colitis, Crohn’s disease)

personal or inherited risk of a colorectal cancer (e.g., familial adenomatous polyposis [FAP], attenuated
FAP, hereditary nonpolyposis colorectal cancer [HNPCC], MYH polyposis)




image27.png
Overview

This Coverage Policy addresses screening and surveillance testing regimens for colorectal cancer.
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