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Introduction 

Alzheimer's disease (AD) is a progressive and degenerative brain disorder that primarily affects 
memory, thinking and behavior. It is the most common cause of dementia in older adults. 
Progression of AD is associated with certain indicators, or biomarkers, which are believed to 
assist with diagnosis and disease monitoring. These biomarkers can be measured in fluids such 
as blood, urine, saliva, serum and plasma. Measurement of these biomarkers is considered 
investigational (unproven). There’s not enough medical evidence to show if measuring these 
biomarkers improves individual health or contributes to medical management. 

 

Note:   The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The 
rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for 
providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can 
be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a 
service may be covered. 
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Test Medical Necessity 
Cerebrospinal fluid 
biomarkers of Alzheimer 
disease 

Measurement of cerebrospinal fluid biomarkers of Alzheimer 
disease, including but not limited to amyloid beta peptides, 
tau protein, or neural thread proteins as part of an evaluation 
for the initiation of amyloid beta targeting therapy is 
considered medically necessary in individuals with mild 
cognitive impairment or mild dementia due to Alzheimer 
disease (e.g., lecanemab-irmb [Leqembi}). (See Related 
Policies) 

 

 

Test Investigational 
Biochemical markers of 
Alzheimer’s disease 

Measurement of biochemical markers of Alzheimer’s disease is 
considered investigational, including but not limited to any of 
the following: 
• Measurement of plasma, and/or serum biomarkers of 

Alzheimer disease, including but not limited to, tau protein, 
amyloid beta peptides, neural thread proteins as an adjunct to 
clinical diagnosis in individuals with mild cognitive impairment 
or mild dementia due to Alzheimer disease 

OR 
• Measurement of urinary biomarkers of Alzheimer disease, 

including but not limited to, neural thread proteins, amyloid 
beta peptides, and urinary extracellular vesicle analysis as an 
adjunct to clinical diagnosis in individuals with mild cognitive 
impairment or mild dementia due to Alzheimer disease 

OR 
• Multianalyte assays, algorithmic analysis, skin biopsies, CSF 

testing for alpha-synuclein, or other tests not mentioned above 
used as an adjunct to clinical diagnosis in individuals with mild 
cognitive impairment or mild dementia due to Alzheimer 
disease. 

 

 

Coding  



Page | 3 of 20  ∞ 

 

Code Description 
CPT 
0206U Neurology (Alzheimer disease); cell aggregation using morphometric imaging and 

protein kinase C-epsilon (PKCe) concentration in response to amylospheroid treatment 
by ELISA, cultured skin fibroblasts, each reported as positive or negative for Alzheimer 
disease (DISCERN) 

0207U Neurology (Alzheimer disease); quantitative imaging of phosphorylated ERK1 and 
ERK2 in response to bradykinin treatment by in situ immunofluorescence, using 
cultured skin fibroblasts, reported as a probability index for Alzheimer disease (List 
separately in addition to code for primary procedure) (DISCERN) 

0346U Beta amyloid, AB40 and AB42 by liquid chromatography with tandem mass 
spectrometry (LC-MS/MS), ratio, plasma (Quest AD-Detect, Beta-Amyloid 42/40 Ratio) 

0361U Neurofilament light chain, digital immunoassay, plasma, quantitative (Neurofilament 
Light Chain/Mayo Clinic) 

0393U Neurology (e.g., Parkinson disease, dementia with Lewy bodies), cerebrospinal fluid 
(CSF), detection of misfolded α-synuclein protein by seed amplification assay, 
qualitative (SYNTap Biomarker Test) (new code effective 7/1/2023) 

0412U Beta amyloid, Aβ42/40 ratio, immunoprecipitation with quantitation by liquid 
chromatography with tandem mass spectrometry (LC-MS/MS) and qualitative ApoE 
isoform-specific proteotyping, plasma combined with age, algorithm reported as 
presence or absence of brain amyloid pathology (PrecivityAD) (new code effective 
10/1/2023) 

0443U Neurofilament light chain (NfL), ultra-sensitive immunoassay, serum or cerebrospinal 
fluid (Neurofilament Light Chain/Washington University Neuromuscular Clinical 
Laboratory) (new code effective 4/1/2024) 

81099 Unlisted urinalysis procedure (used for AlzheimAlert) 

86849 Unlisted immunology procedure (used for Innotest, AlzoSure Predict) 

Note:  CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS 
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS). 

 

Related Information  

N/A 
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Evidence Review  

 

Description 

Biochemical changes associated with the pathophysiology of Alzheimer disease (AD) are being 
evaluated to aid in the diagnosis of the disease. This includes the potential use of biomarkers, 
such as amyloid beta peptide 1-42 and total or phosphorylated tau protein, in cerebrospinal 
fluid (CSF), urine, and blood. Additionally, the potential correlation between CSF biomarkers and 
positron emission tomography (PET) amyloid scans has been proposed as useful in selecting 
appropriate individuals for the initiation or discontinuation of amyloid beta plaque targeted 
therapy. 

 

Background 

Alzheimer Disease 

Alzheimer Disease (AD) is a fatal neurodegenerative disease that causes progressive loss in 
memory, language, and thinking, with the eventual loss of ability to perform social and 
functional activities in daily life. Survival after a diagnosis of dementia due to AD generally 
ranges between 4 and 8 years; however, life expectancy can be influenced by other factors, such 
as comorbid medical conditions. It is estimated that 6.2 million Americans aged 65 and older are 
currently living with AD dementia, and the number is projected to reach over 12 million by 
2050.1 Per the 2018 American Academy of Neurology practice guideline update on mild 
cognitive impairment (MCI), the prevalence of MCI was 6.7% for ages 60 to 64, 8.4% for ages 65 
to 69, 10.1% for ages 70 to 74, 14.8% for ages 75 to 79, and 25.2% for ages 80 to 84.2 The 
cumulative dementia incidence was 14.9% in individuals with MCI >65 years of age followed for 
2 years. 

Data from the National Institute on Aging have shown that Black Americans are approximately 
1.5 to 2 times more likely to develop AD and related dementias as compared to Whites.3, 
Additionally, Black participants in AD research studies were 35% less likely to be diagnosed with 
AD and related dementias and were found to have more risk factors for the disease as well as 
greater cognitive impairment and symptom severity than White participants. Findings from two 
national surveys conducted by the Alzheimer's Association also found that people of color face 
discrimination when seeking health care for AD and related dementias with the highest level of 
discrimination in dementia health care reported by Black Americans (50%) followed by Native 
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(42%), Asian (34%), and Hispanic (33%) Americans.4 Non-Hispanic White Americans reported a 
discrimination rate of 9%. 

 

Pathophysiology 

The pathologic hallmarks of AD are extracellular deposits of amyloid beta, referred to as amyloid 
plaques, and intracellular aggregates of hyperphosphorylated tau in the form of neurofibrillary 
tangles. There are different forms of amyloid such as plaques, oligomers, and monomers, and 
the roles of these different forms and their contributions to the pathophysiology of AD is not 
well understood. Generally referred to as the “amyloid hypothesis”, it is believed that 
aggregation of amyloid beta oligomers in the brain leads to amyloid plaques. Amyloid 
aggregation in addition to accumulation of tau pathology and neurodegeneration are thought 
to be the main drivers of the disease process. These changes in the brain result in widespread 
neurodegeneration and cell death, and ultimately cause the clinical signs and symptoms of 
dementia.5,6 

The pathophysiological changes and clinical manifestations of AD are progressive and occur 
along a continuum, and accumulation of amyloid beta may begin 20 years or more before 
symptoms arise.7 The National Institute on Aging-Alzheimer’s Association (NIA-AA) has created 
a “numeric clinical staging scheme” (Table 1) that avoids traditional syndromal labels and is 
applicable for only those in the Alzheimer continuum. This staging scheme is primarily used in 
the research setting and reflects the sequential evolution of AD from an initial stage 
characterized by the appearance of abnormal AD biomarkers in asymptomatic individuals. As 
biomarker abnormalities progress, the earliest subtle symptoms become detectable. Further 
progression of biomarker abnormalities is accompanied by progressive worsening of cognitive 
symptoms, culminating in dementia. 

 

Table 1. National Institute on Aging-Alzheimer’s Association Numerical 
Clinical Staging for Individuals in the Alzheimer Continuuma 

Stage 1 2 3 4 5 6 
Severity Pre-clinical Pre-clinical MCI due to 

Alzheimer 
disease 

Mild 
Dementia 

Moderate 
Dementia 

Severe 
Dementia 

Clinical 
Features 

Performance 
within 

Normal 
performance 

Performance 
in the 

Substantial 
progressive 

Progressive 
cognitive 

Progressive 
cognitive 
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Stage 1 2 3 4 5 6 
expected 
range on 
objective 
cognitive 
tests.
 
No evidence 
of recent 
cognitive 
decline or new 
neurobehavior
al symptoms. 

within 
expected 
range on 
objective 
cognitive 
tests.
 
Transitional 
cognitive 
decline 
(change from 
individual 
baseline 
within past 1 
to 3 years, and 
persistent for 
at least 6 
months). 

Mild 
neurobehavior
al changes 
may coexist or 
may be the 
primary 
complaint 
rather than 
cognitive. 

 

No functional 
impact on 
daily life 
activities. 

impaired/abn
ormal range 
on objective 
cognitive 
tests. 

Evidence of 
decline from 
baseline.
 
Performs daily 
life activities 
independently
, but cognitive 
difficulty may 
result in 
detectable but 
mild 
functional 
impact on the 
more complex 
activities of 
daily life 

cognitive 
impairment 
affecting 
several 
domains, 
and/or 
neurobehavior
al disturbance. 

Clearly 
evident 
functional 
impact on 
daily life, 
affecting 
mainly 
instrumental 
activities. 

No longer 
fully 
independent/r
equires 
occasional 
assistance 
with daily life 
activities. 

impairment or 
neurobehavior
al changes. 

Extensive 
functional 
impact on 
daily life with 
impairment in 
basic 
activities. 

No longer 
independent 
and requires 
frequent 
assistance 
with daily life 
activities. 

impairment or 
neurobehavior
al changes. 

Clinical 
interview may 
not be 
possible. 

Complete 
dependency 
due to severe 
functional 
impact on 
daily life with 
impairment in 
basic 
activities, 
including 
basic self-care. 

Adapted from Table 6, Jack et al (2018)8 
aApplicable only to individuals in the Alzheimer continuum that fall into 1 of the 4 biomarker groups: 1) A+T+N+ 2) 
A+T-N- 3) A+T+N- 4) A+T-N+ where A: Aggregated Aβ or associated pathologic state (CSF Aβ42, or Aβ42/Aβ40 ratio 
or Amyloid PET), T: Aggregated tau (neurofibrillary tangles) or associated pathologic state (CSF phosphorylated tau or 
Tau PET) and N: Neurodegeneration or neuronal injury (anatomic MRI, FDG PET or CSF total tau) 
For stages 1 to 6: Cognitive test performance may be compared to normative data of the investigator's choice, with or 
without adjustment (choice of the investigators) for age, sex, education, etc.  
For stages 2 to 6: Although cognition is the core feature, neurobehavioral changes—for example, changes in mood, 
anxiety, or motivation—may coexist.  
For stages 3 to 6: Cognitive impairment may be characterized by presentations that are not primarily amnestic. 
CSF: cerebrospinal fluid; FDG: fluorodeoxyglucose; MCI: mild cognitive impairment; MRI: magnetic resonance imaging; 
PET: positron emission tomography. 
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Biomarkers 

Several potential biomarkers of AD are associated with AD pathophysiology (e.g., amyloid beta 
plaques, neurofibrillary tangles). Altered cerebrospinal fluid (CSF) levels of specific proteins have 
been found in individuals with AD. These include tau protein, phosphorylated at AD-specific 
epitopes such as phosphorylated threonine 181 or total tau protein, an amyloid beta peptide 
such as 1-42 (Aβ42), and the synaptic protein, neurogranin.9 Other potential CSF10,11, urinary, and 
blood12, peptide markers have been explored. Tau protein is a microtubule-associated molecule 
found in neurofibrillary tangles that are typical of AD. Tau protein is thought to be related to 
degenerating and dying neurons and high levels of tau protein in the CSF have been associated 
with AD. Amyloid beta-42 is a subtype of amyloid beta peptide produced from the metabolism 
of the amyloid precursor protein. Amyloid beta-42 is the key peptide deposited in amyloid 
plaques characteristic of AD. Low levels of amyloid beta-42 in the CSF have been associated with 
AD, perhaps because amyloid beta-42 is deposited in amyloid plaques instead of remaining in 
the fluid. Investigators have suggested the tau/amyloid beta-42 ratio may be a more accurate 
diagnostic marker than either alone.13 Neurogranin is a dendritic protein and CSF measurement 
may serve as a biomarker for dendritic instability and synaptic degeneration.9, Elevated CSF 
neurogranin may predict prodromal AD in MCI and has been confirmed in AD dementia and 
prodromal AD in several studies. 

A variety of kits are commercially available to measure amyloid beta-42 and tau proteins. 
Between-laboratory variability in CSF biomarker measurement is large.14,15 Neural thread protein 
is associated with neurofibrillary tangles of AD. Both CSF and urine levels of this protein have 
been investigated as a potential marker of AD. Urine and CSF tests for neural thread protein may 
be referred to as the AD7C test. 

More recently, research has focused on blood as a new matrix for AD biomarkers that have 
already been validated in the CSF. As blood is more accessible than CSF, blood sampling would 
be preferable to CSF when taking samples to measure AD biomarkers, both for clinical diagnosis 
or screening.9 However, developing blood AD biomarkers has proven complex. While the CSF is 
continuous with the brain extracellular fluid, with a free exchange of molecules from the brain to 
the CSF, only a fraction of brain proteins enter the bloodstream. Examples of blood biomarkers 
that are currently under examination for use in AD include amyloid beta, tau protein, and 
neurofilament light.16 Results from initial studies show that these blood biomarkers may 
potentially assist in early and more precise diagnosis, prognosis, or monitoring of disease 
progression and treatment in AD. In 2019, the Geneva AD Biomarker Roadmap Initiative expert 
panel concluded that of the currently assessed blood biomarkers plasma pTau has shown 
analytical validity and initial evidence of clinical validity, whereas the maturity level for amyloid 
beta remains to be partially achieved.17 
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Skin fibroblast testing is being explored as a means to diagnose and differentiate AD from other 
dementias. The Discern™ Alzheimer's disease test (NeuroDiagnostics, Rockville, MD) examines 
skin fibroblast cells to identify and quantify three biomarkers (the phosphorylated extracellular 
signal-related kinases, Erk1 and Erk2, measure protein kinase C€ levels [PKCe], and measure skin 
fibroblast networks). At this time, peer-reviewed studies assessing the clinical validity or utility of 
this test are limited. This test currently does not have FDA clearance or approval. Large, 
randomized, controlled trials demonstrating this test is as accurate as autopsy results (the gold 
standard in the definitive diagnosis of AD) are needed. 

 

Summary of Evidence 

For individuals who have mild cognitive impairment (MCI) or AD who receive CSF biomarker 
testing for AD, the evidence includes systematic reviews. These studies assess using CSF 
biomarkers for diagnosis of AD or for the prognosis of progression of MCI to AD. Relevant 
outcomes include test validity, correct treatment, avoiding unnecessary subsequent testing, 
harms of invasive testing, and quality of life (QOL). Most clinical validity studies have been 
derived from select individual samples and defined optimal test cutoffs without validation; thus, 
the generalizability of results is uncertain. For predicting conversion from MCI to AD, limited 
evidence has suggested that testing may define increased risk. Whether an earlier diagnosis 
leads to improved health outcomes through a delay of AD onset due to medical therapy or 
other interventions or improved QOL is unknown. The evidence is insufficient to determine that 
the technology results in an improvement in the net health outcome. 

For individuals who have MCI or AD who receive urinary biomarker testing for AD, the evidence 
includes a systematic review. Relevant outcomes include test validity, correct treatment, avoiding 
unnecessary subsequent testing, harms of invasive testing, and QOL. Clinical validity studies 
have included normal healthy controls and defined optimal test cutoffs without validation; thus, 
clinical validity is uncertain. Whether an earlier diagnosis leads to improved health outcomes 
through a delay of AD onset or improved QOL is unknown. The evidence is insufficient to 
determine that the technology results in an improvement in the net health outcome. 

For individuals who have MCI or AD who receive blood biomarker testing for AD, the evidence 
includes a systematic review and cohort studies. Relevant outcomes include test validity, correct 
treatment, avoiding unnecessary subsequent testing, harms of invasive testing, and QOL. Clinical 
validity studies have primarily focused on the biomarker, plasma pTau, and have shown that this 
biomarker may be beneficial in screening for and diagnosing AD. Whether an earlier diagnosis 
leads to improved health outcomes through a delay of AD onset or improved QOL is unknown. 
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The evidence is insufficient to determine that the technology results in an improvement in the 
net health outcome. 

For individuals who have MCI or mild dementia due to AD who are being considered for initial 
treatment with an approved amyloid beta plaque targeting therapy, the evidence includes 
multisite longitudinal studies and an analysis of a mixed cohort. Two of these studies assess the 
correlation between CSF biomarkers and PET amyloid scans and another assesses the clinical 
utility of amyloid PET in cognitively impaired individuals who met appropriate use criteria for 
clinical amyloid PET. Relevant outcomes include test validity, symptoms, change in disease 
status, functional outcomes, health status measures, and QOL. Overall, the diagnostic accuracy 
of CSF biomarkers versus amyloid PET scans to identify MCI-AD was found to be similar but 
there are no data to support the clinical utility of CSF biomarker use as a component of 
determining appropriate initiation of amyloid beta targeting therapy. Prior to the availability of 
amyloid beta targeting therapy, additional data exist suggesting that amyloid beta PET scan 
results impacted diagnosis of dementias and individual management including use of 
symptomatic treatment. Further research is required to determine whether use of CSF 
biomarkers alone or in conjunction with amyloid PET scans is associated with improved clinical 
outcomes. The evidence is insufficient to determine that the technology results in an 
improvement in the net health outcome. 

For individuals who have MCI or mild dementia due to AD, who are being treated with an 
amyloid beta plaque targeting therapy and are being evaluated for therapy continuation, the 
evidence includes multisite longitudinal studies and an analysis of a mixed cohort. Two of these 
studies assess the correlation between CSF biomarkers and PET amyloid scans and another 
assesses the clinical utility of amyloid PET in cognitively impaired individuals who met 
appropriate use criteria for clinical amyloid PET. Relevant outcomes include test validity, 
symptoms, change in disease status, functional outcomes, health status measures, and QOL. The 
diagnostic accuracy of CSF biomarkers versus amyloid beta PET scans to identify MCI-AD was 
found to be similar. Prior to the availability of amyloid beta targeting therapy, additional data 
exist suggesting that amyloid beta PET scan results impacted diagnosis of dementias and 
individual management including use of symptomatic treatment. Further research is required to 
determine whether use of CSF biomarkers alone or in conjunction with amyloid beta PET scans 
are useful for determining whether or not amyloid beta targeting therapy should be continued. 
The evidence is insufficient to determine that the technology results in an improvement in the 
net health outcome. 
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Ongoing and Unpublished Clinical Trials 

Some currently ongoing and unpublished trials that might influence this review are listed in 
Table 2. 

 

Table 2. Summary of Key Trials 

NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

Ongoing 
NCT05020106  Study on the Diagnostic Cut-off Value for Core 

Biomarkers in Cerebrospinal Fluid and Blood of 
Alzheimer's Disease 

3200 Sep 2022 
(recruiting) 

NCT03136679 Discovery of Novel Biomarkers That Will Lead to the 
Early Detection of Alzheimer's Disease 

220 Dec 2022 
(recruiting) 

NCT02612376 Rocky Mountain Alzheimer's Disease Center at the 
University of Colorado School of Medicine (RMADC 
at UCSOM) Longitudinal Biomarker and Clinical 
Phenotyping Study 

800 Jan 2024 
(recruiting) 

NCT03860857 MRI and PET Biomarkers for Cognitive Decline in 
Older Adults 

200 Dec 2024 
(recruiting) 

NCT04575337 Study on Body Fluid, Gene and Neuroimaging 
Biomarkers for Early Diagnosis of Alzheimer's Disease 

6000 Jun 2025 
(recruiting) 

Unpublished 
NCT01642420  Quantitative Electroencephalography, Cerebrospinal 

Fluid Biomarkers, Linear CT Analyses, and Timed Up 
and GO Dual Task as Diagnostic Tools in Dementia 
and Their Ability to Predict Disease Progression 

115 Feb 2017   
(status unknown; 
updated 
09/2012) 

NCT: national clinical trial. 

 

Practice Guidelines and Position Statements 

The purpose of the following information is to provide reference material. Inclusion does not 
imply endorsement or alignment with the policy conclusions. 

Guidelines or position statements will be considered for inclusion if they were issued by, or 
jointly by, a US professional society, an international society with US representation, or National 

https://classic.clinicaltrials.gov/ct2/show/NCT05020106?term=NCT05020106&draw=2&rank=1
https://classic.clinicaltrials.gov/ct2/show/NCT03136679?term=NCT03136679&draw=2&rank=1
https://classic.clinicaltrials.gov/ct2/show/NCT02612376?term=NCT02612376&draw=2&rank=1
https://classic.clinicaltrials.gov/ct2/show/NCT03860857?term=NCT03860857&draw=2&rank=1
https://classic.clinicaltrials.gov/ct2/show/NCT04575337?term=NCT04575337&draw=2&rank=1
https://classic.clinicaltrials.gov/ct2/show/NCT01642420?term=NCT01642420&draw=2&rank=1
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Institute for Health and Care Excellence (NICE). Priority will be given to guidelines that are 
informed by a systematic review, include strength of evidence ratings, and include a description 
of management of conflict of interest. 

 

National Institute of Aging 

2011 Revised Diagnostic Criteria 

In 2011, probable Alzheimer disease (AD) was defined by the National Institute on Aging and 
the Alzheimer's Association workgroup using the following diagnostic criteria:40 

"Meets criteria for dementia…and in addition has the following characteristics: 

• Insidious onset. Symptoms have a gradual onset over months to years, not sudden over 
hours or days; 

• Clear-cut history of worsening of cognition by report or observation; and 

• The initial and most prominent cognitive deficits are evident on history and examination in 
one of the following categories. 

o Amnestic presentation: It is the most common syndromic presentation of AD dementia. 
The deficits should include impairment in learning and recall of recently learned 
information. There should also be evidence of cognitive dysfunction in at least one other 
cognitive domain, as defined earlier in the text. 

o Nonamnestic presentations: Language presentation: The most prominent deficits are in 
word-finding, but deficits in other cognitive domains should be present. Visuospatial 
presentation: The most prominent deficits are in spatial cognition, including object 
agnosia, impaired face recognition, simultanagnosia, and alexia. Deficits in other 
cognitive domains should be present. Executive dysfunction: The most prominent deficits 
are impaired reasoning, judgment, and problem-solving. Deficits in other cognitive 
domains should be present. 

• The diagnosis of probable AD dementia should not be applied when there is evidence of: 

o Substantial concomitant cerebrovascular disease, defined by a history of a stroke 
temporally related to the onset or worsening of cognitive impairment; or the presence of 
multiple or extensive infarcts or severe white matter hyperintensity burden; or 

o Core features of dementia with Lewy bodies other than dementia itself; or 
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o Prominent features of behavioral variant frontotemporal dementia; or 

o Prominent features of semantic variant primary progressive aphasia or 
nonfluent/agrammatic variant primary progressive aphasia; or 

o Evidence for another concurrent, active neurological disease, or a non-neurological 
medical comorbidity or use of medication that could have a substantial effect on 
cognition." 

The diagnosis for possible AD dementia should meet the following criteria: 

• Core criteria for the nature of cognitive deficits for AD dementia but is marked by sudden 
onset of cognitive impairment or insufficient history or documentation describing 
progressive decline; or 

• All core clinical criteria for AD dementia but presents with concomitant cerebrovascular 
disease, features of dementia with Lewy bodies, or evidence of another neurological disease 
or any condition that could affect cognition. 

Additionally, a category "Probable AD dementia with evidence of the AD pathophysiological 
process" has been added. Evidence of the AD pathophysiologic process is supported by 
detection of low cerebrospinal fluid (CSF) amyloid beta peptide 1-42 (Aβ42), positive positron 
emission tomography amyloid imaging, or elevated CSF tau, and decreased fluorine 18 
fluorodeoxyglucose uptake on positron emission tomography in the temporoparietal cortex with 
accompanying atrophy by magnetic resonance imaging in relevant structures. Detection of the 
"pathophysiological process" is further divided by when in the disease natural history markers 
are expected to be detectable. Biomarker evidence in cases of probable AD may increase the 
certainty that the dementia is due to AD pathophysiological process. 

 

Note on the 2011 Revised Criteria and Biomarkers 

Some of the biomarkers considered in this policy are in a category among the 2011 revisions to 
AD diagnostic criteria, "probable AD dementia with evidence of the AD pathophysiological 
process."40 However, the diagnostic criteria workgroup noted the following: 

"[We] do not advocate the use of AD biomarker tests for routine diagnostic purposes at the 
present time. There are several reasons for this limitation: 1) the core clinical criteria provide very 
good diagnostic accuracy and utility in most individuals; 2) more research needs to be done to 
ensure that criteria that include the use of biomarkers have been appropriately designed, 3) 
there is limited standardization of biomarkers from one locale to another, and 4) access to 
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biomarkers is limited to varying degrees in community settings. Presently, the use of biomarkers 
to enhance certainty of AD pathophysiological process may be useful in three circumstances: 
investigational studies, clinical trials, and as optional clinical tools for use where available and 
when deemed appropriate by the clinician."40 

 

Alzheimer's Association 

In 2009, the Alzheimer's Association initiated a quality control program for CSF markers, noting 
that "Measurements of CSF AD biomarkers show large between laboratory variability, likely 
caused by factors related to analytical procedures and the analytical kits. Standardization of 
laboratory procedures and efforts by kit vendors to increase kit performance might lower 
variability and will likely increase the usefulness of CSF AD biomarkers."19, In 2012, the 
Alzheimer's Biomarkers Standardization Initiative published consensus recommendations for 
standardization of preanalytical aspects (e.g., fasting, tube types, centrifugation, storage time, 
temperature) of CSF biomarker testing.47 

In 2013, the Alzheimer's Association published recommendations for operationalizing the 
detection of cognitive impairment during the Medicare annual wellness visit in primary care 
settings.48 The recommended algorithm for cognitive assessment was based on "current 
validated tools and commonly used rule-out assessments." Guidelines noted that the use of 
biomarkers (e.g., CSF tau and β-amyloid proteins) "was not considered as these measures are 
not currently approved or widely available for clinical use." 

In 2018, the Alzheimer’s Association published appropriate use criteria for lumbar puncture and 
CSF testing for AD.49 Table 3 summarizes the indications for these practices. In 2021, the 
Alzheimer's Association also published international guidelines for the appropriate handling of 
CSF for routine clinical measurements of amyloid beta and tau.50 

 

Table 3. Indications for Appropriate Use of Lumbar Puncture and CSF 
Testing in Diagnosing AD 

Appropriate Indications Inappropriate Indications 
• Patients with SCD who are considered at increased 

risk for AD 

• MCI that is persistent, progressing, and 
unexplained 

• Cognitively unimpaired and within normal range 
functioning for age as established by objective 
testing; no conditions suggesting high risk and no 
SCD or expressed concern about developing AD 
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Appropriate Indications Inappropriate Indications 
• Patients with symptoms that suggest possible AD 

• MCI or dementia with an onset at an early age (<65 
y) 

• Meeting core clinical criteria for probable AD with 
typical age of onset 

• Patients whose dominant symptom is a change in 
behavior and where AD diagnosis is being 
considered 

• Cognitively unimpaired patient based on objective 
testing, but considered by patient, family 
informant, and/or clinician to be at risk for AD 
based on family history 

• Patients with SCD who are not considered to be at 
increased risk for AD 

• Use to determine disease severity in patients 
having already received a diagnosis of AD 

• Individuals who are apolipoprotein E (APOE) ε4 
carriers with no cognitive impairment 

• Use of lumbar puncture in lieu of genotyping for 
suspected ADAD mutation carriers 

• ADAD mutation carriers, with or without symptoms 

AD: Alzheimer disease; ADAD: autosomal-dominant Alzheimer disease; CSF: cerebrospinal fluid; MCI: mild cognitive 
impairment; SCD: subjective cognitive decline. 

 

In 2022, the Alzheimer's Association Global Workgroup released appropriate use 
recommendations for blood biomarkers in AD.51 The Workgroup recommended "use of blood-
based markers as (pre-)screeners to identify individuals likely to have AD pathological changes 
for inclusion in trials evaluating disease-modifying therapies, provided the AD status is 
confirmed with PET or CSF testing." The Workgroup also encouraged "studying longitudinal 
blood-based marker changes in ongoing as well as future interventional trials" but cautioned 
that these markers "should not yet be used as primary endpoints in pivotal trials." Further, the 
Workgroup also recommended cautiously starting to use blood-based biomarkers "in 
specialized memory clinics as part of the diagnostic work-up of individuals with cognitive 
symptoms" with the results confirmed with CSF or PET whenever possible. Additional data are 
needed before use of blood-based biomarkers as stand-alone diagnostic AD markers, or before 
considering use in primary care. 

 

National Institute for Health and Care Excellence 

In 2018, the National Institute for Health and Care Excellence (NICE) released a guideline on 
assessment, management, and support for people living with dementia and their caregivers.52 
The guideline states that in cases of uncertain diagnosis, but highly suspicious for AD, providers 
can consider examining CSF for total tau or total tau and phosphorylated-tau 181 and either 
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beta amyloid 42 or beta amyloid 42 and beta amyloid 40. People who are older are more likely 
to receive a false positive with a CSF analysis. 

 

US Preventive Services Task Force Recommendations 

In 2020, the US Preventive Services Task Force released recommendations for screening 
cognitive impairment in older adults, concluding that the current evidence is insufficient to 
determine benefits versus harms of screening for cognitive impairment in older adults.53 The 
statement discusses that screening tests are not intended to diagnose MCI or dementia, but a 
positive screening test result should prompt additional testing consisting of blood tests, 
radiology examinations, and/or medical and neuropsychologic evaluation. 

  

Medicare National Coverage 

There is no national coverage determination. 

 

Regulatory Status 

Clinical laboratories may develop and validate tests in-house and market them as a laboratory 
service; laboratory-developed tests must meet the general regulatory standards of the Clinical 
Laboratory Improvement Amendments (CLIA). Laboratories that offer laboratory-developed 
tests must be certified by CLIA for high-complexity testing. To date, the FDA has chosen not to 
require any regulatory review of these tests. AlzheimAlert and AdMark CSF analysis are examples 
of tests that may be available in CLIA certified labs. 

In November 2020, C2N Diagnostics gained CLIA certification for its Precivity mass-spec amyloid 
beta assay. This plasma test has received breakthrough device designation from the US Food 
and Drug Administration (FDA) for review as an in-vitro diagnostic. The test uses a proprietary 
mass spectrometry platform that combines quantitative measurement of amyloid beta 42 and 
40 peptides in plasma along with apolipoprotein E proteotype (equivalent to ApoE genotype) to 
calculate an individual's likelihood of amyloid plaques in the brain. The test is currently not 
intended to be used as a stand-alone diagnostic. 

In May 2022, the FDA permitted marketing for the first in vitro diagnostic test for early detection 
of amyloid plaques with AD. The cerebrospinal fluid immunoassay was granted breakthrough 
device designation and was reviewed through the De Novo premarket review pathway. The 
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Lumipulse G ß-Amyloid Ratio (1-42/1-40) immunoassay (Fujirebio Diagnostics, Inc.) is intended 
to be used in adult individuals, ≥ 55 years, presenting with cognitive impairment who are being 
evaluated for AD and other causes of cognitive decline. A positive test result is consistent with 
the presence of amyloid plaques, similar to what would be seen in a PET scan. 

In July 2022, the FDA granted breakthrough device designation to the Elecsys Amyloid Plasma 
Panel (Roche). The Elecsys Amyloid Plasma Panel measures phosphorylated Tau (pTau) 181 
protein assay and apolipoprotein (APOE) E4 assay in human blood plasma. Positive results 
indicate the need for further confirmatory testing for AD. The panel test is intended to be used 
in conjunction with other clinical information in symptomatic individuals who are being 
evaluated for AD and other causes of cognitive decline. 

Roche has also received a Breakthrough Device Designation for the Elecsys ß-Amyloid (1-42) 
CSF and Elecsys Phospho-Tau (181P) CSF in vitro diagnostic immunoassays measuring ß-
Amyloid (1-42) and Phospho-Tau concentrations in cerebrospinal fluid (CSF) in adult individuals 
with cognitive impairment who are being evaluated for Alzheimer’s disease (AD) or other causes 
of dementia. These tests received 510(k) clearance (K221842) in December 2022 for adults aged 
55 years and older being evaluated for AD and other causes of cognitive impairment to 
generate a pTau181/Abeta42 ratio value which is used as an adjunct to other clinical diagnostic 
evaluations reported as a negative or positive. In June 2023, Roche received 5109(k) clearance 
(K231348) for Elecsys ß-Amyloid (1-42) CSF II, Elecsys Total-Tau CSF in vitro immunoassays for 
the measurement of the ß Amyloid (1-42) (Abeta42) and Total-Tau (tTau) concentrations in 
cerebrospinal fluid (CSF) from adults aged 55 years or older being evaluated for AD and other 
causes of cognitive impairment to generate a tTau/Abeta42 ratio value reported as negative or 
positive. 

Additional diagnostic blood tests that have received FDA breakthrough device designation 
include AlzoSure Predict (Diadem) in January 2022 and SOBA-AD (AltPep Corporation) in March 
2022. 
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History  

 

Date Comments 
05/01/24 New policy, approved April 9, 2024, effective for dates of service on or after August 2, 

2024, following a 90-day provider notification. Measurement of biochemical markers 
of Alzheimer’s disease is considered investigational. Added CPT codes 0206U, 0207U, 
0346U, 0361U, 0393U, 0412U, 0443U, 81099 and 86849. 

 

Disclaimer: This medical policy is a guide in evaluating the medical necessity of a particular service or treatment. The 
Company adopts policies after careful review of published peer-reviewed scientific literature, national guidelines and 
local standards of practice. Since medical technology is constantly changing, the Company reserves the right to review 
and update policies as appropriate. Member contracts differ in their benefits. Always consult the member benefit 
booklet or contact a member service representative to determine coverage for a specific medical service or supply. 
CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). ©2024 Premera 
All Rights Reserved. 

Scope: Medical policies are systematically developed guidelines that serve as a resource for Company staff when 
determining coverage for specific medical procedures, drugs or devices. Coverage for medical services is subject to 
the limits and conditions of the member benefit plan. Members and their providers should consult the member 
benefit booklet or contact a customer service representative to determine whether there are any benefit limitations 
applicable to this service or supply. This medical policy does not apply to Medicare Advantage. 

 



Premera Blue Cross is an independent licensee of the Blue Cross Blue Shield Association serving businesses and residents of Alaska and Washington State, excluding Clark County.  

052493 (07-01-2021) 

Discrimination is Against the Law 

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to 
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible 
electronic formats, other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters 
and information written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to 
provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, 
you can file a grievance with: Civil Rights Coordinator ─ Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592, 
TTY: 711, Email AppealsDepartmentInquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a 
grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  

Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through 
the Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by 
phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.  

Alaska residents: Contact the Alaska Division of Insurance via email at insurance@alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state, 
outside Anchorage). 

Language Assistance 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 800-722-1471 (TTY: 711). 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711). 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 800-722-1471 (TTY：711）。 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 800-722-1471 (TTY: 711). 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-722-1471 (TTY: 711) 번으로 전화해 주십시오. 

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 800-722-1471 (телетайп: 711). 

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (TTY: 711). 

MO LOU SILAFIA: Afai e te tautala  Gagana fa'a Sāmoa, o loo iai auaunaga  fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-722-1471 (TTY: 711). 

ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 800-722-1471 (TTY: 711). 

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。800-722-1471 （TTY:711）まで、お電話にてご連絡ください。 

PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.  Awagan ti 800-722-1471 (TTY: 711). 

УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки.  Телефонуйте за 

номером 800-722-1471 (телетайп:  711). 

ប្រយ័ត្ន៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ   800-722-1471 (TTY: 711)។ 

ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 800-722-1471 (መስማት ለተሳናቸው: 711). 

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711). 

 (. 711)رقم هاتف الصم والبكم:    800-722-1471:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم  ملحوظة

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਿੇ ਹ,ੋ ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹ।ੈ 800-722-1471 (TTY: 711) 'ਤ ੇਕਾਲ ਕਰੋ। 
เรียน: ถา้คุณพูดภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  โทร 800-722-1471 (TTY: 711). 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-722-1471 (TTY: 711). 

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 800-722-1471 (TTY: 711). 

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.  Rele 800-722-1471 (TTY: 711). 

ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711). 

ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis.  Ligue para 800-722-1471 (TTY: 711). 

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero  800-722-1471 (TTY: 711).  

 تماس بگیريد.   1471-722-800 (TTY: 711): اگر به زبان فارسی گفتگو می کنید، تسهیلات زبانی بصورت رايگان برای شما فراهم می باشد. با  توجه 
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