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Introduction
Sudden cardiac arrest is when the heart stops beating. It can cause death within minutes if not
treated. A cardiac defibrillator is a device that shocks the heart back into normal rhythm to

prevent sudden cardiac arrest. A wearable cardiac defibrillator is one type of defibrillator. It’s

strapped around the chest and worn underneath clothes. Electrodes (small patches applied to
the skin) monitor the heart’s rhythm. Other electrodes deliver the current. The electrodes are

attached to a small defibrillation unit, usually worn at the waist. When a life-threatening heart

rhythm is detected, an alarm alerts the person and the defibrillator sends a shock to return the
heart to a normal rhythm. These vests are useful when surgery to implant a permanent

defibrillator is temporarily delayed due to a medical reason. This policy describes when a
wearable cardioverter-defibrillator may be considered medically necessary.

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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Policy Coverage Criteria
Device

Medical Necessity

defibrillator

(WCD) to prevent sudden cardiac arrest or death (SCD) may be

Wearable cardioverter-

The use of a wearable (external) cardioverter-defibrillator
considered medically necessary as interim treatment as a

bridge to permanent implantable (internal) cardioverter-

defibrillator (ICD) surgery for a period not to exceed 90 days,
when ALL of the following criteria are met:
•

The criteria for an ICD placement are met in any ONE of the

following (see Related Coverage Indications):

•

The individual has an ejection fraction (LVEF) ≤ 35%; and
o

Has ischemic cardiomyopathy due to a recent (< 40 days)
myocardial infarction (MI); or

o

Has newly diagnosed non-ischemic dilated cardiomyopathy
and guideline-directed medical therapy initiated (e.g., ACE*

inhibitors, ARBs**, beta blockers); or
o

Revascularization was performed (e.g, CABG***,

percutaneous coronary angioplasty and/or stenting within

OR
•

the past 90 days

The individual has familial or inherited conditions with a high

risk of life-threatening ventricular tachyarrhythmia such as long
OR
•

QT syndrome or hypertrophic cardiomyopathy

The individual has a documented episode of ventricular

fibrillation or a sustained (lasting 30 seconds or longer)

ventricular tachyarrhythmia. These dysrhythmias may be either
spontaneous or induced during an electrophysiologic (EP)

study, but may not be due to a transient or reversible cause

and not occur during the first 48 hours of an acute myocardial
infarction

AND
•
OR

A temporary contraindication to receiving an ICD placement
exists, such as a current systemic infection is being treated
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Device

Medical Necessity
•

An ICD was removed due to a concurrent infection or
malfunction

AND
•

The ICD placement or an ICD replacement surgery, if
appropriate, will be scheduled once the temporary
contraindication is treated or managed

Note: *ACE-Angiotensin-converting enzyme, ** ARB-Angiotensin-receptor
blockers, ***CABG-Coronary artery bypass graft

Requests for re-authorization beyond the initial 90 days for
another 30 days (additional one month rental) must be

submitted with physician attestation of ≥90% daily compliance
(demonstrated by the individual’s data reports downloaded

from the manufacturer portal by the treating provider) along
with an updated treatment plan documenting the ongoing

medical necessity of the WCD from the treating provider.

Device

Investigational

defibrillator

of sudden cardiac death (SCD) is considered investigational for

Wearable cardioverter-

Use of a wearable cardioverter-defibrillator for the prevention
the following indications when they are the sole indication for
a WCD:

•
•

High-risk individuals awaiting heart transplant

Women with peripartum cardiomyopathy

Use of WCDs is considered investigational for all other
indications.

Related Coverage Indications

Temporary Contraindications for ICD placement

It is uncommon for individuals to have a temporary contraindication to implantable cardioverter
defibrillator placement. The most common reason will be a systemic infection that requires

treatment before the implantable cardioverter defibrillator can be implanted. The wearable
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Related Coverage Indications

cardioverter defibrillator should only be used short-term while the temporary contraindication

(e.g., systemic infection) is being clinically managed. Once treatment is completed, the permanent
implantable cardioverter defibrillator should be implanted.

Indications for Implantable Cardioverter-Defibrillator (ICD) implantation

Indications for ICD implantation can be broadly subdivided into two categories:

1. Primary prevention, in individuals who are considered at high risk for sudden cardiac death but
who have not yet experienced life-threatening ventricular arrhythmia such as ventricular

tachycardia (VT) or ventricular fibrillation (VF).

2. Secondary prevention, in individuals who have experienced a life-threatening episode of VT,
after reversible causes have been excluded.

Primary Prevention indication33,34 for the use of the automatic ICD in adults includes:
•

Ischemic cardiomyopathy with New York Heart Association (NYHA) functional Class II or Class

III symptoms, a history of myocardial infarction at least 40 days before ICD treatment, and left
OR
•

ventricular ejection fraction of 35% or less

Ischemic cardiomyopathy with NYHA functional Class I symptoms, a history of myocardial

infarction at least 40 days before ICD treatment, and left ventricular ejection fraction of 30% or
OR
•

less

Nonischemic dilated cardiomyopathy (NIDCM) and left ventricular ejection fraction of 35% or

less, after reversible causes have been excluded, and the response to optimal medical therapy
OR
•

has been adequately determined

Hypertrophic cardiomyopathy (HCM) with one or more major risk factors for sudden cardiac

death (history of premature HCM-related sudden death in one or more first-degree relatives

younger than 50 years; left ventricular hypertrophy greater than 30 mm; one or more runs of

non-sustained ventricular tachycardia at heart rates of 120 beats per minute or greater on 24-

hour Holter monitoring; prior unexplained syncope inconsistent with neurocardiogenic origin)
and judged to be at high risk for sudden cardiac death by a physician experienced in the care
OR
•

of individuals with HCM

Diagnosis of any one of the following cardiac ion channelopathies and considered to be at

high risk for sudden cardiac death:
o

Brugada syndrome
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Related Coverage Indications
o
o
o
OR
•

Catecholaminergic polymorphic ventricular tachycardia

Congenital long QT syndrome
Short QT syndrome

Diagnosis of cardiac sarcoid and considered to be at high risk for sudden cardiac death

Secondary Prevention:
•

Individuals with a history of a life-threatening clinical event associated with ventricular

arrhythmic events such as sustained ventricular tachyarrhythmia, after reversible causes (e.g.,
acute ischemia) have been excluded

Indications where use of an ICD is considered investigational in primary prevention
individuals:
•
•

Individual has had an acute myocardial infarction (i.e., less than 40 days before ICD treatment)

Individual has NYHA Class IV congestive heart failure (unless individual is eligible to receive a

combination cardiac resynchronization therapy ICD device)

•

Individual has had a cardiac revascularization procedure in the past 3 months (coronary artery

bypass graft [CABG] or percutaneous transluminal coronary angioplasty [PTCA]) or are
candidates for a cardiac revascularization procedure
•

Individual has noncardiac disease that would be associated with life expectancy less than 1 year

Documentation Requirements

The individual’s medical records submitted for review should document that medical
necessity criteria are met. The record should include clinical documentation of:
•
•
•
•

Diagnosis/condition

History and physical examination documenting the severity of the condition

Plans for placement of an implantable cardioverter-defibrillator (ICD)
Temporary contraindication(s) to ICD placement

Coding

Code
CPT

Description
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Code

Description

93292*

Interrogation device evaluation (in person) with physician analysis, review and report,
includes connection, recording and disconnection per patient encounter; wearable
defibrillator system

93745

Initial set-up and programming by a physician of wearable cardioverter-defibrillator
includes initial programming of system, establishing baseline electronic ECG,

transmission of data to data repository, patient instruction in wearing system and
patient reporting of problems or events

HCPCS
K0606

Automatic external defibrillator, with integrated electrocardiogram analysis, garment

K0607

Replacement battery for automated external defibrillator, garment type only, each

K0608

Replacement garment for use with automated external defibrillator, each

K0609

Replacement electrodes for use with automated external defibrillator, garment type

type

only, each

*Code 93292 cannot be reported with code 93745.
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

Evidence Review
Description
A wearable cardioverter defibrillator (WCD) is a temporary, external device that is an alternative
to an implantable cardioverter defibrillator (ICD). It is primarily intended for temporary

conditions for which an implantable device is contraindicated, or for the period during which the
need for a permanent implantable device is uncertain.
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Background
Sudden Cardiac Arrest
Sudden cardiac arrest (SCA) is the most common cause of death in individuals with coronary
artery disease.

Treatment
The implantable cardioverter defibrillator (ICD) has proven effective in reducing mortality for

survivors of SCA and for individuals with documented malignant ventricular arrhythmias. More
recently, use of ICDs has been broadened by studies reporting a reduction in mortality for

individuals at risk for ventricular arrhythmias, such as individuals with prior myocardial infarction
(MI) and reduced ejection fraction (EF).

ICDs consist of implantable leads, which are placed percutaneously in the heart, that are

connected to a pulse generator placed beneath the skin of the chest or abdomen. Placement of
the ICD is a minor surgical procedure. Potential adverse events of ICD placement are bleeding,
infection, pneumothorax, and delivery of unnecessary counter shocks.

The wearable cardioverter defibrillator is an external device intended to perform the same tasks
as an ICD, without requiring invasive procedures. It consists of a vest worn continuously

underneath the individual's clothing. Part of this vest is the “electrode belt” that contains the

cardiac-monitoring electrodes and the therapy electrodes that deliver a counter shock. The vest
is connected to a monitor with a battery pack and alarm module worn on the individual’s belt.
The monitor contains the electronics that interpret the cardiac rhythm and determines when a

counter shock is necessary. The alarm module alerts the individual to certain conditions by lights
or voice messages, during which time a conscious individual can abort or delay the shock (see
Appendix for graphic).

U.S. Food and Drug Administration (FDA) labeled indications for the WCD are adults at risk for
(SCA) who either are not candidates for or refuse an implantable ICD.1 Some experts have

suggested that the indications for a WCD should be broadened to include other populations at
high risk for SCA.2 The potential indications include:
•

Bridge to transplantation (i.e., the Use of a Wearable Defibrillator in Terminating

Tachyarrhythmias in Patients at High Risk for Sudden Death [WEARIT] study population)
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•

Bridge to implantable device or clinical improvement (i.e., the Patients at High Risk for

Sudden Death after a Myocardial Infarction or Bypass Surgery not receiving an ICD for up to
four months [BIROAD] study population)
o

Post bypass with ejection fraction less than 30%

o

Post bypass with ventricular arrhythmias or syncope within 48 hours of surgery

o

Post myocardial infarction with ejection fraction less than 30%

o

Post myocardial infarction with ventricular arrhythmias within 48 hours

•

Drug-related arrhythmias (during drug washout or after, during evaluation of long-term risk)

•

Patients awaiting revascularization

•

Patients too ill to undergo device implantation

•

Patients who refuse device therapy.

Immediate Post Myocardial Infarction Period
Olgin et al (2018) randomly allocated 1524 individuals with acute MI and an ejection fraction

≤35% to WCD and 778 to receive only guideline-based therapy (tal N=2302).13 Individuals in the
treatment group wore the device a median of 18.0 hours per day (interquartile range, 3.8 to

22.7). Within 90 days, 1.6% of participants in the WCD group and 2.4% of those in the control

group had died of arrhythmia (relative risk [RR], 0.67; 95% CI, 0.37 to 1.21; p=0.18). In the WCD

group, death from any cause was seen in 3.1% of participants; in the control group, the death

rate was 4.9% (RR, 0.64; 95% CI, 0.43 to 0.98; uncorrected p=0.04). In the WCD group, of the 48
individuals who died, 12 were wearing the WCD at time of death. Twenty participants in the

WCD (1.3%) group received appropriate shock, and 9 (0.6%) an inappropriate shock. The results

of this trial show that for individuals with these specific conditions, the WCD did not improve the
rate of arrhythmic death compared with usual care.

Epstein et al (2013) reported on the results of postmarket registry data from 8453 post-MI

individuals who received WCDs for risk of SCA while awaiting ICD placement.14 The WCD was
worn a median of 57 days (mean, 69 days), with a median daily use of 21.8 hours. Study

characteristics and results are summarized in Table1 and Table2, respectively. While 1.4% of this
registry population was successfully treated with WCDs, interpretation of registry data is limited.
It is not possible to determine whether outcomes were improved without a control group, and
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the registry contained limited patient and medical information making interpretation of results
difficult.

Clark et al (2019) reported on the results of a retrospective cohort analysis of Medicare claims
data of 16,935 individuals who were post-MI and received WCDs.15 The analysis utilized a 5%

sample of Medicare’s Standard Analytical Files (2010–2012) and included individuals with an

inpatient admission for acute MI. One-year adjusted mortality rates were compared between

individuals who received a WCD within 15 days of discharge and those who did not receive a
WCD (Tables 1 and 2). The 30-day mortality rate in the WCD group was not reported due to

Medicare restrictions on reporting that represents <11 beneficiaries, but was stated to be lower

than that in the no WCD group (10.4%; p=0.18). While these results favored WCD, interpretation
of these findings is limited; for example, the authors noted the potential for confounding by

indication and performance bias, and the WCD group was significantly younger and had more
frequent congestive heart failure, unstable angina and other acute ischemic heart disease.

Uyei and Braithwaite (2014) reported on the results of a systematic review conducted to evaluate
the effectiveness of WCD use in several clinical situations, including individuals soon after postMI (≤40 days) with a LVEF of 35% or less.16 Four studies (Chung et al [2010],5 Epstein et al

[2013],14 2 conference abstracts) assessed the effectiveness of WCD use in post-MI patients.

Outcomes reported were heterogeneous. For two studies that reported VF- and VT-related

mortality, on average, 0.52% (2/384) of the study population died of VF or VT over a mean of

58.3 days of WCD use. For two studies that reported on VT and VF incidence, on average, 2.8%
(11/384) of WCD users experienced a VT and/or VF event over a mean of 58.3 days of WD use
(range, 3-146 days). Among those who experienced a VT or VF event, on average, 82% (9/11)

had successful termination of 1 or more arrhythmic events. Reviewers concluded that the quality
of evidence was low to very low quality and confidence in the reported estimates was weak.

In summary one RCT of WCD in the early post-acute MI period found no benefit to WCD over
guideline-directed therapy. Two RCTs of ICD use in this period concluded that mortality rates

did not improve compared with usual care. In both trials, SCD was reduced in the ICD group, but
non-SCD events increased, resulting in no difference in overall mortality. Analysis of data from a
retrospective post market registry reported a success rate of 82% but interpretation of registry

data was limited in the absence of a control group. Similarly, a retrospective cohort of Medicare
data found that WCD use was associated with lower 1-year mortality than no WCD use, but

potential biases were noted. Because a permanent ICD does not appear to be beneficial in the

early post-MI period, a WCD would also not be beneficial for these patient populations. Use of

WCD in the immediate post-MI period as a bridge to permanent ICD placement was reviewed in
a TEC Assessment (2010).3 For these individuals, indications for a permanent ICD cannot be

reliably assessed immediately post-MI because it is not possible to determine the final EF until at
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least 30 days after the event. Because the first 30 days after an acute MI represent a high-risk
period for lethal ventricular arrhythmias, there is a potential to reduce mortality using other

treatments. Despite the rationale for this potential indication, the TEC Assessment concluded

that the available evidence does not support the contention that any cardioverter defibrillator
improves mortality in individuals in the immediate post-MI period. Two RCTs (Defibrillator in
Acute Myocardial Infarction Trial [DINAMIT], Immediate Risk Stratification Improves Survival
[IRIS]) and a post hoc analysis of an RCT, the Prophylactic Implantation of a Defibrillator in
Patients with Myocardial Infarction and Reduced Ejection Fraction (MADIT-II) led to this

conclusion. In the DINAMIT (674 patients) and IRIS (898 patients) trials, which randomized
patients with LVEF of 35% or less to early ICD implantation 6 to 40 days after acute MI or

medical therapy alone, there was no significant improvement in overall mortality.17,18 The

hazard ratios (HR) for OS in the DINAMIT and IRIS trials were 1.08 (95% CI, 0.76 to 1.55; p=.66)
and 1.04 (95% CI, 0.81 to 1.35; p=.78), respectively. Despite a reduction in arrhythmic deaths

among individuals with an ICD, there was a higher risk of nonarrhythmic deaths during this early
period, resulting in similar overall mortality rates in the 2 trials. Secondary analysis of data from
the MADIT-II trial showed that the survival benefit associated with ICDs appeared to be greater
for remote MI and remained substantial for up to 15 or more years after MI. Within the first 18
months post-MI, there was no benefit found for ICD placement (HR, 0.97; 95% CI, 0.51 to 1.81;
p=.92). In contrast, there was a significant mortality benefit when the length of time since MI
was greater than 18 months (HR, 0.55; 95% CI, 0.39 to 0.78; p=.001).

Table 1: Key Nonrandomized Trial Characteristics in Immediate Post-MI
Period
Study

Study

Country

Dates

Participants

Treatment

FU

Epstein et

Retrospective

U.S.

2005-

High-risk post-MI patients during

WCD

3 mo

WCD

1y

al (2013)4

Type

registry

(postmarket

2011

study)
Clark et al
(2019)15

Retrospective
cohort

United
States

20102012

the 40-d and 3-mo waiting
periods

Medicare patients hospitalized
for MI

MI: myocardial infarction; WCD: wearable cardioverter defibrillator.
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Table 2: Key Nonrandomized Trial Results in Immediate Post MI Period
Study

Epstein et al

(2013)14

Wearable cardioverter defibrillator

Outcomes
N=8453
•

Number of patients receiving shock: n=133

•

Shock events: n=146

•

Appropriate shocks: n=309a

•

Shocks successful in terminating VT or VF: n=252 (82% success)

•

Shocks leading to asystole: n=9

•

Unsuccessful shocks: n=41 (10% failure)

•

Inappropriate shocks: n=99 patients received 114 inappropriate
shocks

Clark et al (2019)15

N=16,935

WCD, n/N (%) (n=89)

1-y mortality: NR (11.5%)

No WCD, n/N (%) (n=16,846)

1-y mortality: NR (19.8%)

HR (95% CI)

1-y mortality 0.46 (NR)

CI: confidence interval; HR: hazard ratio; NR: not reported; VF: ventricular fibrillation; VT: ventricular tachycardia; WCD: wearable
cardioverter defibrillator.
a

Shocks deemed appropriate if they occurred during sustained (>30 seconds) VT or VF and inappropriate if not.

Individuals with Newly Diagnosed Nonischemic Cardiomyopathy
In individuals with newly diagnosed nonischemic cardiomyopathy, final EF is uncertain because

some individuals show an improvement in EF over time. The Defibrillators in Nonischemic

Cardiomyopathy Treatment Evaluation (DEFINITE) RCT compared ICD implantation plus standard
medical therapy with standard medical therapy alone for primary prevention of SCD in

individuals who had nonischemic cardiomyopathy, nonsustained VT, and a LVEF of 35% or less.

Results of this trial did not show a significant reduction in mortality with ICD regardless of

duration since diagnosis (HR,0.65; 95% CI, 0.40 to 1.06; p=0.08). Kadish et al (2006) conducted a
post hoc analysis of the same trial that evaluated use of an ICD in individuals with nonischemic

dilated cardiomyopathy and examined the benefit of ICD use by time since diagnosis (<3

months and >9 months).24 This trial excluded individuals with a clinical picture consistent with a

reversible cause of cardiomyopathy and thus may differ from the population considered for a

WCD. The difference in survival was of borderline significance for the ICD group compared with
controls, both for the recently diagnosed subgroup (HR,0.38; 95% CI, 0.14 to 1.00; p=0.05) and

the remotely diagnosed subgroup (HR,0.43; 95% CI, 0.22 to 0.99; p=0.046).
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Study characteristics and results are summarized in Tables 3 and 4, respectively. In the WEARIT-II
Registry study (discussed previously), 46% (n=927) of individuals were prescribed WCD for

nonischemic cardiomyopathy.10 After three months of follow-up, the rate of sustained VTs was

1% among those with nonischemic cardiomyopathy. However, outcomes data (appropriate and
inappropriate shocks) were not reported separately for individuals with nonischemic
cardiomyopathy.

Another potential indication for the WCD is alcoholic cardiomyopathy where cardiomyopathy is
reversible but temporary protection against arrhythmias is needed. Salehi et al (2016) reported

on the results of analysis of a subset of individuals identified from manufacturer registry.25 Mean
EF was 19.9% on presentation. Patients wore the WCD for a median of 51 days and a median of
18.0 hours a day. At the end of WCD use, 33% of patients had improved EF and did not require

ICD placement; 24% received an ICD. Four deaths occurred during this period, with one death in
a patient wearing WCD (due to ventricular asystole).

Wässnig et al (2016) reported on the results of a national German registry of 6043 individuals

with multiple etiologies including dilated cardiomyopathy, myocarditis, and ischemic and
nonischemic cardiomyopathies who were prescribed WCD.22 Overall seven (1%) of 735

individuals with nonischemic cardiomyopathy were appropriately shocked for sustained VT or
VF.

Duncker et al (2017) reported on the results of the Avoiding Untimely Implantable

Cardioverter/Defibrillator Implantation by Intensified Heart Failure Therapy Optimization

Supported by the Wearable Cardioverter/Defibrillator (PROLONG) study of 156 individuals of

whom 111 with nonischemic cardiomyopathy with a newly diagnosed LVEF of 35% or less were

prescribed WCD and analyzed separately26 from the full cohort.27

The Uyei and Braithwaite (2014) systematic review also identified four studies (Saltzberg et al

[2012],28 Chung et al [2010],5 2 conference abstracts) that assessed WCD use in newly diagnosed

nonischemic cardiomyopathy.16 In the 3 studies that reported VT and VF incidences, on average,

0.57% (5/871) subjects experienced VT and/or VF over a mean duration of 52.6 days. Among

those who experienced a VT or VF event, on average, 80% had successful event termination.

In summary, for individuals with newly diagnosed nonischemic cardiomyopathy, the evidence

includes an RCT for ICD and multiple retrospective analyses of registry data for WCD. The RCT
found that prophylactic ICD placement in nonischemic cardiomyopathy did not improve

mortality compared with usual clinical care. The retrospective analysis did not provide sufficient
evidence to determine whether a WCD improves outcomes compared with usual care. Thus,

given the lack of evidence that a permanent ICD improves outcomes, a WCD is not expected to
improve outcomes under the conditions studied in this trial.
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Table 3: Key Nonrandomized Trial Characteristics for Newly Diagnosed
Nonischemic Cardiomyopathy
Study

Kutyifa et al
(2015)10;

Study Type

Prospective registry

Country
U.S.,

Germany

Dates

2011-2014

Participants
Patients with
nonischemic

Treatment

FU

WCD

100 d

WCD

90 d

cardiomyopathy

WEARIT-II
Registry

Salehi et al
(2016)25

Retrospective registry

U.S.

2005- 2012

Patients with
nonischemic

cardiomyopathy

who self-reported a
history of excess
alcohol use
Duncker et al
(2017)26,27

Retrospective cohort

Germany

2012- 2016

Newly diagnosed

WCD

11 mo

Retrospective cohort

Germany,

2010- 2013

Patients with

WCD

NR

PROLONG
Wässnig et al
(2016)22

multiple
sites

LVEF ≤35%

multiple etiology

LVEF: left ventricular ejection fraction; NR: not reported; PROLONG: Avoiding Untimely Implantable Cardioverter/Defibrillator

Implantation by Intensified Heart Failure Therapy Optimization Supported by the Wearable Cardioverter/Defibrillator; WCD: wearable
cardioverter defibrillator; WEARIT-II: Use of the Wearable Cardioverter Defibrillator in High-Risk Cardiac Patients.

Table 4: Key Nonrandomized Trial Results for Newly Diagnosed
Nonischemic Cardiomyopathy
Study; Trial

Kutyifa et al (2015)10;
WEARIT-II Registry
WCD

Appropriate Shocka Inappropriate Shocka Nonadherence
927

Not reported

Not reported

7/127 (6%)

13/127 (10.2%)

Not reported

Salehi et al (2016)25
WCD
Duncker et al (2017)26,27;
PROLONG
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Study; Trial
WCD

Appropriate Shocka Inappropriate Shocka Nonadherence
8/117 (7%)

None

Of 156 (entire cohort), 48

terminated WCD treatment

before 3-mo follow-up. Of the

48, 24 (50%) discontinued due to
noncompliance
Wässnig et al (2016)22
WCD

7/735 (1%)

Stratified data not reported

Stratified data not reported

PROLONG: Avoiding Untimely Implantable Cardioverter/Defibrillator Implantation by Intensified Heart Failure Therapy Optimization
Supported by the Wearable Cardioverter/Defibrillator; VF: ventricular fibrillation; VT: ventricular tachycardia; WCD: wearable
cardioverter defibrillator; WEARIT-II: Use of the Wearable Cardioverter Defibrillator in High-Risk Cardiac Patients.
a

Appropriate WCD therapy was classified as ventricular tachycardia or ventricular fibrillation episodes detected and treated by a

WCD shock and inappropriate if not.

Summary of Evidence
Overview of Wearable Cardioverter Defibrillator Versus Implantable
Cardioverter Defibrillator

One RCT has compared WCD with usual guideline-based care and found no significant benefit
to WCD over usual care. No studies have directly compared the performance of a WCD with a
permanent ICD. One small study in an electrophysiology lab demonstrated that the WCD can

correctly identify and terminate most induced ventricular arrhythmias. Similarly, a study of the

ASSURE WCD in individuals with cardiomyopathy found the WCD to detect all events recorded

by an ICD with few false-positive shock alarms in a 30-day period. A cohort study of WCD use

estimated that the percentage of successful resuscitations was approximately 70%. Multiple

studies have demonstrated suboptimal adherence. Device failures were largely attributed to

incorrect device use and/or nonadherence. A more recent registry study has reported a high
compliance rate, although these results may be biased by self-selection. Collectively, this

evidence indicates that the WCD can successfully detect and terminate arrhythmias in at least
some individuals but that overall performance in clinical practice might be inferior to a
permanent ICD.

Temporary Contraindications
For individuals who have a temporary contraindication to an ICD who receive a WCD, the

evidence includes prospective cohort studies and a technology assessment that assessed ICD
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devices, given the absence of evidence on WCD devices. Relevant outcomes are overall survival,
morbid events, functional outcomes, and treatment-related morbidity. A small number of

individuals meet established criteria for an ICD but have a transient contraindication for an

implantable device, most commonly an infectious process. The available data have established

that the WCD device can detect lethal arrhythmias and can successfully deliver a countershock in
most cases. In individuals scheduled for ICD placement, the WCD will improve outcomes as an
interim treatment. The evidence is sufficient to determine that the technology results in an

improvement in the net health outcome.

Immediate Post Myocardial Infarction
For individuals who are in the immediate post MI period who receive a WCD, the evidence
includes a RCT comparing WCD with guideline-based therapy, two cohort studies, and a

systematic review. Relevant outcomes are overall survival, morbid events, functional outcomes,
and treatment-related morbidity. The RCT reported no benefit of WCD over guideline-based

therapy. The cohort study of 8453 individuals showed that 252 shocks successfully terminated
VF or VT (82% success rate), but without a control group, interpretation is difficult. Similarly, a
retrospective cohort of Medicare data found that WCD use was associated with lower 1-year
mortality than no WCD use, but potential biases were noted. Evidence from the systematic

review was deemed of low to very low quality, and the reviewers had weak confidence in the

reported estimates. The evidence is insufficient to determine that the technology results in an
improvement in the net health outcome.

Post–Coronary Artery Bypass Graft Surgery at High Risk for Lethal
Arrhythmias

For individuals who are post coronary artery bypass graft (CABG) surgery and are at high risk for

lethal arrhythmias, the evidence includes an RCT for ICD and a registry study. Relevant outcomes
are overall survival, morbid events, functional outcomes, and treatment-related morbidity. For
high-risk post coronary artery bypass graft patients, an RCT reported no difference in OS

associated with early ICD placement. The registry study found survival benefits with WCD but

had limited interpretation of data. The evidence is insufficient to determine that the technology
results in an improvement in the net health outcome.
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Awaiting Heart Transplantation at High Risk for Lethal Arrhythmias
For individuals who are awaiting heart transplantation and are at high risk for lethal arrhythmias,
the evidence includes analyses of subsets of individuals from the manufacturer registry, a subset
from a prospective cohort study, and a case series. Relevant outcomes are overall survival,

morbid events, functional outcomes, and treatment-related morbidity. These studies do not

provide sufficient evidence to determine whether a WCD is of benefit compared with usual care.
The evidence is insufficient to determine that the technology results in an improvement in the
net health outcome.

Newly Diagnosed Nonischemic Cardiomyopathy
For individuals who have newly diagnosed nonischemic cardiomyopathy, the evidence includes
an RCT for ICD and several retrospective analyses of WCD registry data. Relevant outcomes are

overall survival, morbid events, functional outcomes, and treatment-related morbidity. The RCT
found that prophylactic ICD placement for nonischemic cardiomyopathy did not improve

mortality compared with usual care. Evidence from the retrospective analysis was not sufficient
to determine whether WCD improves outcomes compared with usual care. Given the lack of

evidence that ICD improves outcomes, WCD is not expected to improve outcomes under the

conditions studied in these trials. The evidence is insufficient to determine that the technology
results in an improvement in the net health outcome.

Peripartum Cardiomyopathy
For individuals who have peripartum cardiomyopathy, the evidence includes a retrospective

registry data analysis and a small cohort study. Relevant outcomes are overall survival, morbid

events, functional outcomes, and treatment-related morbidity. The registry study revealed that
no shocks were delivered during use over an average of 124 days. The cohort study identified
four episodes of appropriate electric shock over 133 days. The evidence is insufficient to
determine that the technology results in an improvement in the net health outcome.

Ongoing and Unpublished Clinical Trials
Some currently ongoing and unpublished trials that might influence this review are listed in
Table 5.
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Table 5: Summary of Key Trials
NCT No.

Trial Name

Planned

Completion

NCT05201495

A Clinical Evaluation of the Jewel P-WCD in Subjects at High Risk

290

Jun 2023

NCT02816047

Indications for and Experience With the Wearable Cardioverter

450

Dec 2021

Ongoing

Enrollment

for Sudden Cardiac Arrest

Defibrillator (WCD)–Austrian WCD Registry

Date

EURObservational research programme: Peripartum
Cardiomyopathy (PPCM) Registrya
NCT: national clinical trial.
a

Available at: https://www.escardio.org/Research/Registries-&-surveys/Observational-research-programme/PeriPartum-

CardioMyopathy-PPCM-Registry Accessed June 10, 2022.

Clinical Input from Physician Specialty Societies and Academic Medical
Centers

While the various physician specialty societies and academic medical centers may collaborate
with and make recommendations during this process, through the provision of appropriate
reviewers, input received does not represent an endorsement or position statement by the
physician specialty societies or academic medical centers, unless otherwise noted.

2014 Input
In response to requests, further input was received from two physician specialty societies and

seven academic medical centers while this policy was under review in 2014. Input related to the
role of WCDs in preventing SCD among high-risk patients awaiting a heart transplant. Overall,

input on the use of WCDs in this patient population was mixed. Some reviewers indicated that it
may have a role among certain individuals awaiting heart transplant, but there was no
consensus on specific patient indications for use.
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2013 Input
In response to requests, input was received from three physician specialty societies and eight
academic medical centers while this policy was under review in 2013. Overall, the input was

mixed. Most, but not all, providing comments suggested that the WCD may have a role in select
high-risk patients following acute MI or in newly diagnosed cardiomyopathy. However,

reviewers acknowledged the lack of evidence for benefit and that available evidence was not
consistent in defining high-risk subgroups that may benefit.

Practice Guidelines and Position Statements
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
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.

American Heart Association et al
In 2018, the American Heart Association (AHA), the American College of Cardiology and the

Heart Rhythm Society published a guideline on the management of individuals with ventricular
arrhythmias and prevention of SCD.30 The guidelines note that "the patients listed in this

recommendation are represented in clinical series and registries that demonstrate the safety and
effectiveness of the WCD. Patients with recent MI, newly diagnosed NICM, recent

revascularization, myocarditis, and secondary cardiomyopathy are at increased risk of VT/SCA.

However, the wearable cardioverter-defibrillator is of unproven benefit in these settings, in part
because the clinical situation may improve with therapy and time." The specific

recommendations are summarized in Table 6. Level of evidence class IIa is moderate

recommendation, and class IIb is a weak recommendation, and class III is a moderate
recommendation for no benefit or a strong recommendation for harm.
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Table 6. Guidelines for WCD Therapy
Recommendation

"In patients with an ICD and a history of SCA or sustained VA in whom removal of the ICD is
required (as with infection, the WCD is reasonable for the prevention of SCD."a

"In patients at an increased risk of SCD but who are not ineligible for an ICD, such as awaiting
cardiac transplant, having an LVEF of 35% or less and are within 40 days from an MI, or have

COR LOE
IIa

B-NR

IIb

B-NR

newly diagnosed, NICM, revascularization within the past 90 days, myocarditis or secondary
cardiomyopathy or a systemic infection, the WCD may be reasonable."

B-NR: Level B - nonrandomized; COR: class of recommendation; ICD: implantable cardioverter defibrillator; LOE: level of evidence;

LVEF: left ventricular ejection fraction; MI: myocardial infarction; NICM: non-ischemic cardiomyopathy; SCA: sudden cardiac arrest;
SCD: sudden cardiac death; VT: ventricular tachycardia; WCD: wearable cardioverter defibrillator.

a

Removal of an ICD for a period of time, most commonly due to infection, exposes the patient to risk of untreated VT/SCD unless

monitoring and access to emergency external defibrillation is maintained. In 1 series of 354 patients who received the WCD, the

indication was infection in 10%.31, For patients with a history of SCA or sustained ventricular arrhythmia, the WCD may allow the

patient to be discharged from the hospital with protection from VT/SCD until the clinical situation allows reimplantation of an ICD.
b

The patients listed in this recommendation are represented in clinical series and registries that demonstrate the safety and

effectiveness of the WCD. Patients with recent MI, newly diagnosed nonischemic cardiomyopathy, recent revascularization,

myocarditis, and secondary cardiomyopathy are at increased risk of VT or SCD. However, the WCD is of unproven benefit in these
settings, in part because the clinical situation may improve with therapy and time. In patients awaiting transplant, even with

anticipated survival <1 year without transplant, and depending on clinical factors such as use of intravenous inotropes and ambient
ventricular arrhythmia, a WCD may be an alternative to an ICD.

c

B-NR: data derived from ≥1 nonrandomized trials or meta-analysis of such studies.

In 2016, the American Heart Association published a scientific advisory on theWCD.32 The AHA
stated that "because there is a paucity of prospective data supporting the use of the WCD,

particularly in the absence of any published, randomized, clinical trials, the recommendations

provided in this advisory are not intended to be prescriptive or to suggest an evidence-based

approach to the management of individuals with FDA-approved indications for use." The
specific recommendations are summarized in Table 7.

Table 7. Guidelines for WCD Therapy
Recommendation

“Use of WCDs is reasonable when there is a clear indication for an implanted/permanent device

COR LOE
IIa

C

“Use of WCDs is reasonable as a bridge to more definitive therapy such as cardiac transplantation”

IIa

C

“Use of WCDs may be reasonable when there is concern about a heightened risk of SCD that may

IIb

C

accompanied by a transient contraindication or interruption in ICD care such as infection.”

resolve over time or with treatment of left ventricular dysfunction/ for example, in ischemic heart
disease with recent revascularization, newly diagnosed nonischemic dilated cardiomyopathy in
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Recommendation

patients starting guideline-directed medical therapy, or secondary cardiomyopathy (tachycardia

COR LOE

mediated, thyroid mediated, etc.) in which the underlying cause is potentially treatable.”

“WCDs may be appropriate as bridging therapy in situations associated with increased risk of death

IIb

C

“WCDs should not be used when nonarrhythmic risk is expected to significantly exceed arrhythmic

III

C

in which ICDs have been shown to reduce SCD but not overall survival such as within 40 D of MI.”
risk, particularly in patients who are not expected to survive >6 mo.”

COR: class of recommendation; ICD: implantable cardioverter defibrillator; LOE: level of evidence; MI: myocardial infarction; SCD:
sudden cardiac death; WCD: wearable cardioverter defibrillator.

a

Level C evidence is based on limited data or expert opinion.

Medicare National Coverage
There is no national coverage determination.

Regulatory Status
In 2001, the Lifecor WCD® 2000 system was approved by the FDA through the premarket
approval process for “adult patients who are at risk for cardiac arrest and are either not

candidates for or refuse an implantable defibrillator.” The vest was renamed the LifeVest®.
In 2015, FDA approved the LifeVest® “for certain children who are at risk for sudden cardiac

arrest but are not candidates for an implantable defibrillator due to certain medical conditions
or lack of parental consent.”

In 2021, the FDA approved the ASSURE® WCD for adult patients at risk for SCA who are not
candidates for (or refuse) an ICD.
FDA product code: MVK.
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Figure 1.

Selected components of the wearable cardioverter-defibrillator1

History

Date

11/13/12

Comments

New Policy. Premera policy created to include in the policy statement, information

about when coverage for the WCD will stop; and to maintain the allowance of newly

diagnosed nonischemic cardiomyopathy (as explained in the Policy Guidelines) as an
indication for the temporary use of the WCD. The Policy Guidelines statement on

nonischemic cardiomyopathy was changed to investigational in the October 2012
version of BCBSA policy 2.02.15. Therefore, Policy 2.02.15 is deleted.
12/09/13

Replace policy. Policy updated with literature review. References 6, 7, 13, 15 added. No

03/25/14

Replace policy. Policy statement unchanged. References 5, 6 added. ICD-9 and ICD-10

change to policy statement.

diagnosis codes removed; these are not utilized in adjudication.
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Date

05/12/14

Comments

Interim review. Added primary prevention criteria found in 7.01.44 to the Policy
Guidelines section.

12/01/14

Update Related Policies. Remove 2.02.10 as it was archived.

03/31/15

Annual Review. Policy statements unchanged. References 8,17,23,26,27,28 added.

06/09/15

Interim review. Policy statement and policy guidelines rewritten for clarification.

Reference 28 the Noridian LCD on WCD for jurisdiction D added; others renumbered.
Policy statements revised as noted, intent is unchanged.

12/15/15

Update Related Policies. Remove 7.01.44 as it is archived.

04/01/16

Update Related Policies Removed 2.02.505 as it was archived.

08/01/16

Annual Review, approved July 12, 2016. Policy updated with literature review through

10/07/16

Minor formatting update. Updated hyperlink in reference number 1.

07/01/17

Annual Review, approved June 22, 2017. Updated 2016 ACC -AHA guidelines. Policy

08/01/18

Annual Review, approved July 10, 2018. Policy updated with literature review through

March 22, 2016; references added. Policy statements unchanged.

moved into new format.

March 2018; reference 28 added; Policy statements edited for clarity. Added “patients
post coronary artery bypass graft (CABG) surgery, high-risk patients awaiting heart

transplant, patients with newly diagnosed nonischemic cardiomyopathy and women
with peripartum cardiomyopathy” as indications that are considered investigational.
04/01/19

Minor update, added Documentation Requirements section.

08/01/19

Annual Review, approved July 25, 2019. Policy updated with literature review through

04/01/20

Delete policy, approved March 10, 2020. This policy will be deleted effective July 2,

07/02/20

Delete policy.

11/01/20

Policy reinstated effective February 5, 2021, approved October 13, 2020. Annual

March 2019; reference 31 added. Policy statements unchanged.

2020, and replaced with InterQual criteria for dates of service on or after July 2, 2020.

review. Policy updated with literature review through March, 2020; reference added.
Policy statements unchanged.

08/01/21

Annual Review, approved July 9, 2021. Policy updated with literature review through

06/01/22

Interim Review, approved May 10, 2022. Added “for a period not to exceed 90 days” to

April 10, 2021; reference added. Policy statements unchanged.

medically necessary statement for use of a WCD as interim treatment as a bridge to
permanent implantable (internal) cardioverter-defibrillator (ICD) surgery for greater

clarity. This becomes effective for dates of service on or after September 2, 2022. Policy
intent unchanged.
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Date

08/01/22
01/01/23

Comments

Annual Review, approved July 11, 2022. Policy updated with literature review through
March 16, 2022; reference added. Policy statements unchanged.

Interim Review, approved December 13, 2022. Added additional criteria for ICD

placement: The individual has LVEF < 35% and has ischemic cardiomyopathy due to a
recent (< 40 days) myocardial infarction (MI); or has newly diagnosed non-ischemic
dilated cardiomyopathy and guideline-directed medical therapy initiated (e.g., ACE

inhibitors, ARBs, beta blockers); or revascularization was performed (e.g., CABG,

percutaneous coronary angioplasty and/or stenting within the past 90 days, or the

individual has familial or inherited conditions with a high risk of life-threatening
ventricular tachyarrhythmia such as long QT syndrome or hypertrophic

cardiomyopathy, or the individual has a documented episode of ventricular fibrillation
or a sustained (lasting 30 seconds or longer) ventricular tachyarrhythmia. These

dysrhythmias may be either spontaneous or induced during an electrophysiologic (EP)
study but may not be due to a transient or reversible cause and not occur during the
first 48 hours of an acute myocardial infarction. Added documentation requirements
for reauthorization of WCD beyond initial 90 days for another 30 days (one month

rental). Changed the wording from "patient" to "individual" throughout the policy for
standardization.

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). ©2023 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.
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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: ຖ້ າວ່ າ ທ່ ານເວ້ າພາສາ ລາວ, ການບໍລິການຊ່ ວຍເຫຼື ອດ້ ານພາສາ, ໂດຍບໍ່ເສັຽຄ່ າ, ແມ່ ນມີພ້ ອມໃຫ້ ທ່ ານ. 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៖ បរើសិនជាអ្ន កនិយាយ ភាសាខ្មែ រ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្នល
ួ គឺអាចមានសំរារ់រំប រ ើអ្ន ក។ ចូ រ ទូ រស័ព្ទ 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 والبكم800-722-1471  اتصل برقم. فإن خدمات المساعدة اللغوية تتوافر لك بالمجان، إذا كنت تتحدث اذكر اللغة:ملحوظة
ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰ ਜਾਬੀ ਬੋਲਿੇ ਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹੈ। 800-722-1471 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ।
เรี ยน: ถ้าคุณพูดภาษาไทยคุณสามารถใช้บริ การช่วยเหลือทางภาษาได้ฟรี 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 بگیريد800-722-1471 (TTY: 711)  با. تسهیالت زبانی بصورت رايگان برای شما فراهم می باشد، اگر به زبان فارسی گفتگو می کنید: توجه
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