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HIV-1 Co-Receptor Tropism Assay 
Clinical Coverage Criteria 

Overview 

Selzentry (miraviroc) is a CCR5 co-receptor antagonist indicated in combination with other 
antiretroviral agents for the treatment of only CCR5-tropic HIV-1 infection. Prior to initiation of 
miraviroc for treatment of HIV-1 infection, patients must be testing for CCR5 tropism using a 
tropism assay. HIV tropism testing is available by either phenotypic or genotypic methods. 
Guidelines for the Use of Antiretroviral Agents in Adults and Adolescent Living with HIV 
recommend the use of a phenotypic tropism assay to determine HIV-1 co-receptor usage. A 
genotypic tropism assay can be considered as an alternative (HHS, p. C22-C25). TrofileTM 
(Monogram Biosciences, South San Francisco, CA) is a phenotypic assay.  

Policy 
This Policy applies to the following Fallon Health products: 

☒ Commercial  

☒ Medicare Advantage  

☒ MassHealth ACO 

☒ NaviCare 

☒ PACE 

 
Fallon Health follows guidance from the Centers for Medicare and Medicaid Services (CMS) for 
organization (coverage) determinations for Medicare Advantage plan members. National 
Coverage Determinations (NCDs), Local Coverage Determinations (LCDs), Local Coverage 
Articles (LCAs) and guidance in the Medicare manuals are the basis for coverage determinations. 
When there is no NCD, LCD, LCA or manual guidance, Fallon Health Clinical Coverage Criteria 
are used for coverage determinations. 
 
Medicare has an NCD for Human Immunodeficiency Virus (HIV) Testing (Prognosis Including 
Monitoring) (190.13). National Government Services, Inc. does not have an LCD or LCA for HIV-1 
Co-Receptor Tropism Assay (MCD search 06-23-2021).  
 
For plan members enrolled in NaviCare and PACE plans, Fallon Health follows guidance from 
CMS for coverage determinations. In the event that there is no Medicare guidance or if the plan 
member does not meet medical necessity criteria in Medicare guidance, Fallon Health will follow 
guidance published by MassHealth. When there is no Medicare or MassHealth guidance, Fallon 
Health Clinical Coverage Criteria are used for coverage determinations for NaviCare members. 
Each PACE plan member is assigned to an Interdisciplinary Team. When there is no Medicare or 
MassHealth guidance, the member’s Interdisciplinary Team is responsible for coverage 
determinations. 
 
Prior authorization is required. CCR5 tropism testing is considered medically necessary for 
individuals with HIV-1 infection considering treatment with a CCR5 inhibitor. 
 
Fallon Health utilizes InterQual® Clinical Criteria for this policy as of 11/01/2014.  
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Exclusions 

 Any use of HIV-1 co-receptor tropism testing not described above.  

Coding 
The following codes are included below for informational purposes only; inclusion of a code does 
not constitute or imply coverage or reimbursement. 
 

Code Description 

87901 HIV-1, reverse transcriptase and protease regions 

87906 HIV-1, other region (eg, integrase, fusion) 

87999 Unlisted microbiology procedure 
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Not all services mentioned in this policy are covered for all products or employer groups. 
Coverage is based upon the terms of a member’s particular benefit plan which may contain its 
own specific provisions for coverage and exclusions regardless of medical necessity. Please 
consult the product’s Evidence of Coverage for exclusions or other benefit limitations applicable 
to this service or supply. If there is any discrepancy between this policy and a member’s benefit 
plan, the provisions of the benefit plan will govern. However, applicable state mandates take 
precedence with respect to fully-insured plans and self-funded non-ERISA (e.g., government, 
school boards, church) plans. Unless otherwise specifically excluded, federal mandates will apply 
to all plans.  
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