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Coverage Policy 
 
CIGNA covers vagus nerve stimulation (VNS) as medically necessary for the treatment of medically 
intractable seizures when there is failure, contraindication or intolerance to all suitable medical and 
pharmacological management. 
 
CIGNA does not cover VNS for the treatment of refractory depression or any other indication, because it 
is considered experimental, investigational or unproven. 
 
 
General Background 
 
Vagus nerve stimulation (VNS) therapy has been marketed in the United States for the treatment of partial 
epilepsy and has been proposed for the treatment of patients with intractable depression. VNS involves the 
implantation of a generator that stimulates the vagus nerve, one of 12 pairs of cranial nerves (Privitera, 2002). 
The procedure is performed under general anesthesia by a neurosurgeon who implants the device in the upper 
left area of the chest, with a connecting wire that runs under the skin from the device to the vagus nerve in the 

 
Page 1 of 12 
Coverage Policy Number: 0350 

http://www.cigna.com/customer_care/healthcare_professional/coverage_positions/medical/mm_0184_coveragepositioncriteria_deep_brain_stimulation_for_pd_and_et.pdf
http://www.cigna.com/customer_care/healthcare_professional/coverage_positions/medical/mm_0237_coveragepositioncriteria_intracranial_electroencepalography_ieeg.pdf
http://www.cigna.com/customer_care/healthcare_professional/coverage_positions/medical/mm_0015_coveragepositioncriteria_phototherapy_for_seasonal_affective_disorder.pdf
http://www.cigna.com/customer_care/healthcare_professional/coverage_positions/medical/mm_0248_coveragepositioncriteria_magnetoencephalography_meg.pdf
http://www.cigna.com/customer_care/healthcare_professional/coverage_positions/medical/mm_0239_coveragepositioncriteria_quantitative_eeg_qeeg.pdf
http://www.cigna.com/customer_care/healthcare_professional/coverage_positions/medical/mm_0383_coveragepositioncriteria_transcranial_magnetic_stimulation.pdf
http://www.cigna.com/customer_care/healthcare_professional/coverage_positions/medical/mm_0238_coveragepositioncriteria_video_eeg_monitoring_veeg.pdf


left side of the neck. Leads are then attached to the nerve. Following this procedure, the generator is 
programmed to stimulate the vagus nerve at a rate determined by the patient and physician (Heck, 2002). 
 
VNS Treatment for Epilepsy/Seizure Disorder 
Although most people with epilepsy have their seizures controlled, many will have seizures despite treatment 
with antiepileptic drugs (AEDs). Vagus nerve stimulation (VNS) has evolved into a safe and effective adjunct 
treatment option for a subset of individuals with medically refractory seizures.  
 
U.S. Food and Drug Administration (FDA)—Seizures: The NeuroCybernetic Prosthesis (NCP) System® 

(Cyberonics, Inc., Webster, TX) was approved by the U.S. Food and Drug Administration (FDA) in 1997 for use 
as an adjunctive therapy in reducing the frequency of seizures in adults and adolescents over age 12 with 
medically refractory, partial-onset seizures. Since the original approval, there have been a number of 
modifications to the device, the instruments used to implant the electrodes, the stimulator, and the software 
used to control and program the stimulator. 
 
Literature Review—Seizures: Evidence in the peer-reviewed scientific literature have shown that VNS may be 
a viable option to reduce the severity and shorten the duration of seizures in those patients who remain 
refractory despite optimal drug therapy or surgical intervention, as well as in those with debilitating side effects 
of antiepileptic medications. Seizure frequency is usually reduced by 50%, which is similar to the result of many 
drugs but without the side effects. Most patients are not seizure-free after treatment with VNS. More recent 
studies have investigated the efficacy of VNS as an adjunct therapy for those epileptics with generalized 
seizures and for children. There is evidence that the use of VNS may provide significant health benefits for 
refractory pediatric patients and generalized seizures (Chin, et al., 2008; Ardesch, et al., 2007; De Herdt, et al., 
2007; You, et al., 2007; Nei, et al., 2006; DeGiorgio et al., 2005; Hui et al., 2004; Buoni, et al., 2004; National 
Institute for Clinical Excellence (NICE), 2004; Smyth, et al., 2003; Labar et al., 2003; DiGiorgio, et al., 2002; 
Zamponi, et al., 2002; Privitera, et al., 2002).  
 
Professional Societies/Organizations—Seizures: In the opinion of the Therapeutics and Technology 
Assessment Subcommittee of the American Academy of Neurology (AAN) (Fisher, et al., 1999), the VNS 
population studied in pivotal trials was refractory to standard therapy and may, therefore, present a particular 
challenge to new therapies. Efficacy of VNS in less severely affected populations remains to be evaluated. 
Nevertheless, sufficient evidence exists to rank VNS for epilepsy as effective and safe, based on a 
preponderance of Class I evidence (Fisher et al., 1999). This statement was reaffirmed in 2008.  
 
VNS Treatment for Depression 
There are currently three major treatment modalities for which there is substantial evidence of effectiveness in 
the treatment of a major depressive episode (MDE): pharmacotherapy with antidepressant drugs (ADDs), 
specific forms of psychotherapy (e.g., cognitive behavior and interpersonal therapy), and electroconvulsive 
therapy (ECT). ADDs are the usual first-line treatment for depression. Clinical trials have demonstrated efficacy 
for a number of pharmacologic classes of ADDs. Physicians usually reserve ECT for treatment-resistant cases 
or when they determine a rapid response to treatment is desirable. For those patients who do not respond to 
initial antidepressant treatment, physicians generally use one or more of the following strategies: 1) switching to 
an alternative first-line ADD; 2) switching to a second line ADD; 3) adding psychotherapy, a second ADD, or all-
augmentation agent (not generally considered to have significant antidepressant activity when administered 
alone). Additional options for treatment-resistant patients, especially for patients who fail on the above 
alternatives, include monoamine oxidase inhibitors and ECT. For treatment-resistant cases that exhibit a 
marked seasonal pattern, adding phototherapy to pharmacotherapy may also be an option (FDA, 2005). 
 
VNS is being investigated as adjunctive therapy for the treatment of depression. Currently, the precise 
mechanism of how VNS improves depression remains unknown (ECRI, 2009). 
 
U.S. Food and Drug Administration (FDA)—Depression: In July 2005, the system received FDA premarket 
approval (PMA) with limitations. The VNS Therapy System was approved to be used to treat depression for the 
following indications: “the VNS Therapy System is indicated for the adjunctive long-term treatment of chronic or 
recurrent depression for patients 18 years of age or older who are experiencing a major depressive episode and 
have not had an adequate response to four or more adequate antidepressant treatments.” The FDA limitations 
stated that post-approval studies must be conducted to further characterize the optimal stimulation dosing and 
patient selection criteria (FDA, 2005).  
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Literature Review—Depression: Studies supporting the use of the vagus nerve stimulation (VNS) System in 
subjects with treatment-resistant depression (TRD) include: a feasibility trial (Rush, et al., 2000) (referred to in 
the FDA summary of safety and effectiveness data documentation as D-01); a randomized, sham-controlled 
three-month clinical trial (Carpenter, et al., 2004; Rush et al., 2005a) (referred to in the FDA summary of safety 
and effectiveness data documentation as D-02, acute); a long-term (12- and 24-month) open-label extension 
(Rush, et al., 2005b) (referred to in the FDA summary of safety and effectiveness data documentation as D-02, 
long-term); and a long-term (12-month) observational study of subjects receiving standard-of-care treatments 
(D-04) for comparison to D-02 long-term (George, et al., 2005) (referred to in the FDA summary of safety and 
effectiveness data documentation as the D-02/D-04 comparison study) (FDA, 2005). These studies are outlined 
below. Although some studies suggest that VNS may be effective for resistant depression, a random-controlled 
trial did not find a statistically significant difference between sham and active VNS (Rush, et al., 2005a, Rush, et 
al., 2005b). Long-term, controlled trials and additional studies designed to identify patient selection criteria are 
needed. The current available evidence is insufficient to permit conclusions regarding the efficacy and safety of 
VNS as an adjunct therapy in TRD and bipolar disorder. 
 
In 2008, Daban et al. reported the results of a systematic review and meta-analysis to evaluate the safety and 
efficacy of VNS in TRD. A total of 18 studies were included in the review (six short term and 12 long term 
studies). Some studies included patients who had already been enrolled in previous studies. Only one study 
was randomized and therefore, a meta-analysis could not be performed. According to the authors, the current 
literature suggests that VNS therapy is promising and may have a potential role in the treatment of TRD, but 
experience and the evidence base are still limited. They also stated that VNS is an invasive treatment involving 
risk and that although the evidence is weak, it may have a role in the treatment of depressed patients not 
responding well to medication, particularly those with a chronic, disabling course. The authors reported that 
large, well-designed studies are needed to confirm the results reported in mainly open studies regarding the 
efficacy of VNS in major depression.  
 
Schlaepfer et al. (2008) reported the results of an uncontrolled open-label European study of VNS for TRD 
(D03) which was conducted to determine if the USA results (D01) could be replicated using a similar study 
design in a different patient population with different severity and in a different health-care environment. 
Seventy-four patients with TRD were enrolled from six European countries. The primary outcome was response 
rate which was defined as a ≥50% reduction in the 28-item Hamilton Depression Rating Scale (HAMD-28) was 
measured at baseline, three months and 12 months. The Montgomery-Asberg Depression Rating Scale 
(MADRS), the Inventory of Depressive Symptomatology Self-Rated (IDS-SR), and adverse events were also 
assessed at baseline, three months, and 12 months. After three months of VNS, the response rate was 37% 
and the remission rate (HAMD-28 score <10) was 17%. At one year, the response rate increased to 53% and 
the remission rate was 33%. Median time to response was nine months. The most frequent side effects were 
voice alteration and cough. Most of the efficacy ratings were in the same range as those reported in the USA 
study. At 12 months, however, the reduction of symptoms was significantly higher in the European study. This 
may be due to the significant difference in baseline measures of depression (HAMD-28) (D03 34.0±5.8 vs. D01 
36.8±5.8; p=0.006). The authors reported that VNS may be effective in patients with very treatment resistant 
depression, but could not assess the contribution of the placebo effect on the results. The limitations of this 
study, including lack of control, blinding and randomization, did not allow definitive determinations to be made 
regarding the safety and efficacy of VNS for TRD at this time.  
 
Corcoran et al. (2006) studied the safety and efficacy of VNS therapy in 11 patients with chronic TRD in an 
open-label study. Patients were eligible if they had the following: a diagnosis of major depressive disorder; 
suffered from a chronic (>2 years) current episode; scored ≥ 20 on the Hamilton Rating Scale for Depression 
(HRSD); and failed to respond to antidepressants from at least two categories, There were two periods 
studied—the acute phase (12 weeks), which started two weeks after implantation, and the long-term phase (40 
weeks). No changes in antidepressant medications were allowed during the acute phase, but changes were 
allowed during the long-term phase. Patients were rated on three different rating scales: HRSD, Montgomery-
Asberg Depression Rating Scale (MADRS), and Inventory of Depressive Symptomatology-Subjective Rating 
(IDS-SR). Response was defined as a ≥ 50% decrease in the HRSD from baseline, and remission was defined 
as an HRSD score < 10. All three measures of depression were statistically reduced at one year when 
compared to baseline (HDRS p=0.001, MADRS p=0.013, IDS-SR p=0.002). There was one responder at three 
months, two at six months, and six (55%) at one year. Three patients (27%) remitted by one year. Severe 
adverse events included one suicide (a treatment nonresponder), one patient with multiple occurrences of 
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pulmonary emboli, and two patients with vocal cord palsies. This study suggests that vagus nerve stimulation 
(VNS) may be an effective treatment for patients with chronic treatment-resistant depression (TRD). Limitation 
of this study included small sample size, lack of comparison, and the unknown impact of the medication 
adjustments made during the long-term phase.  
 
In 2005, Nahas and colleagues reported the response and remission rates of a two-year follow-up study of 59 
participants with treatment-resistant, nonpsychotic depressive disorders (D-01 study participants). Response 
was defined as a ≥ 50% reduction from baseline of the HRSD score, and remission was defined as a Hamilton 
Rating Scale for Depression (HRSD) score ≤ 10. Changes in treatment, including VNS parameters, medication 
dose and type, and the use of electroconvulsive therapy were allowed after the 12-week acute phase. Response 
rates did not significantly increase from 30.5% at three months to 44.1% at 12 months (p=.096), nor did they 
decrease significantly to 42.4% at 24 months (p=.648). Remission rates showed a nonsignificant increase from 
15.3% at three months to 27.1% at 12 months (p=.07) and a nonsignificant decrease to 22.0% from 12 to 24 
months (p=.549). At 24 months, 48/59 participants (81%) were still receiving VNS. In the 24 months following 
initiation of stimulation, 40 serious adverse events occurred in 25 participants and included three for suicide 
attempts, 10 for worsened depression, one for dysphoria, two for a manic episode, one for agitation, and one for 
central nervous system toxicity. The follow-up data suggests that VNS therapy for treatment–resistant 
participants may be sustained over a 24-month period. This study is limited by the small sample size, the lack of 
control and comparator, and the use and changes in concomitant treatments.  
 
Rush et al. (2005a) conducted a randomized, double-blind study (D-02, acute) of patients with treatment-
resistant depression at 21 sites. A total of 222 participants were included; 112 were randomized to the active 
VNS group, and 110 were randomized to the sham VNS group. Inclusion criteria consisted of a current 
Diagnostic and Statistical Manual of Mental Disorders IV (DSM-IV) primary diagnosis of major depressive 
disorder (MDD) or bipolar I or II disorder (BPI or BPII). The participants were required to be in the current major 
depressive episode (MDE) for ≥ two years or to have had at least four lifetime major depressive episodes, 
including their current MDE. Results were based on response rates (≥ 50% reduction from baseline on the 24-
item Hamilton Rating Scale for Depression [HRSD-24]). At ten weeks, the primary outcome, the HRSD-24 
response rate, was 15.2% in the active VNS group and 10.0% in the sham group and was statistically 
insignificant. There was a statistically significant response in the Inventory of Depressive Symptomatology - Self 
Report (IDS-SR30), with a 17% response rate in the active VNS group and 7.3% in the sham group. The 
authors summarized that, although the VNS therapy was well-tolerated, there was no evidence of short-term 
efficacy for adjunctive VNS in treatment-resistant depression.  
 
Rush et al. (2005b) conducted a 12-month study (D-02, long-term) of the symptomatic outcomes in patients 
receiving adjunctive VNS. Participants included in this study had been randomized to receive either active or 
sham VNS during a 12-week acute phase trial (D-02, active) (Rush et al., 2005a). The initial active VNS group 
received another nine months of VNS, while the initial sham group received 12 months of VNS. In total, there 
were 205 evaluable participants. The participants received antidepressant treatments and VNS. Changes in 
type or dose of any psychotropic or other medication as well as the introduction or discontinuation of somatic 
treatments (e.g., ECT and rTMS) or psychotherapy were allowed. The primary outcome (repeated measures 
linear regression) showed a reduction in the HRSD-24 scores (average improvement of 0.45 points per month). 
At conclusion of the study, the HRSD-24 response rate was 27.2%, and remission was 15.8%. The most 
common were voice alteration, dyspnea, and neck pain. Of the 205 participants, there were three reports of 
manic syndrome over the 12 months of this study, as well as 30 participants requiring hospitalization for 
depression. The authors reported that VNS was well-tolerated at one year with a potential benefit, although 
changes in depression treatments occurred. To determine if these benefits are due to VNS, long-term, 
comparative studies are needed.  
 
George et al. (2005) reported a one-year comparison study of VNS of patients who had treatment as usual 
(TAU) for TRD to better understand the effects on long-term outcome (D-02/D04 comparison study). The 
authors compared 12-month VNS+TAU outcomes to those of a comparable TRD group. Admission criteria were 
similar for those receiving VNS+TAU (n=205) or only TAU (n=124). In the primary analysis, repeated measures 
of linear regression were used to compare the VNS+TAU group (monthly data) to the TAU group (quarterly 
data) according to scores of the 30-item Inventory of Depressive Symptomatology Self Report (IDS-SR 30). The 
two groups had similar baseline demographic data, psychiatric treatment histories, and degrees of treatment 
resistance, except that more TAU participants had at least 10 prior MDEs, and the VNS+TAU group had more 
ECT before study entry. VNS plus TAU was associated with greater improvement per month in IDS-SR (30) 
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than treatment as usual (TAU) across 12 months (p<.001). Response rates, according to the 24-item Hamilton 
Rating Scale for Depression (HRSD) (last observation carried forward) at 12 months, were 27% for vagus nerve 
stimulation (VNS)+TAU and 13% for TAU (p<.011). Both groups received similar TAU (drugs and ECT) during 
follow-up. The authors reported that the comparison of two similar but nonrandomized treatment-resistant 
depression (TRD) groups showed that VNS+TAU was associated with a greater antidepressant benefit over 12 
months.  
 
Neu et al. (2005) reported a randomized controlled trial conducted to investigate if VNS has an influence on 
cerebral blood flow (CBF) in humans. This investigation was designed as an add-on study (DO1; Rush, 2000). 
In 10 patients with an implanted stimulator who participated in a multicenter clinical trial to evaluate the efficacy 
of VNS in depression, CBF was investigated by functional transcranial Doppler at baseline (before the stimulator 
was turned on for the first time) and during stimulation with three different stimulation intensities in a randomized 
order. No significant change of CBF above standard deviation could be registered. The authors reported that 
VNS does not have an influence on CBF velocity in depressive patients.  
 
Carpenter et al. (2004) (partial results DO2 randomized controlled trial) reported that VNS has shown promising 
antidepressant effects in TRD, but the mechanisms of action are not known. Cerebrospinal fluid (CSF) studies in 
epilepsy patients show that VNS alters concentrations of monamines and gamma aminobutyric acid (GABA), 
neurotransmitter systems possibly involved in the pathogenesis of depression. Twenty-one adults with 
treatment-resistant, recurrent, or chronic major depression underwent standardized lumbar puncture for 
collection of 12 mL CSF on three separate but identical procedure days during participation in the VNS D-02 
clinical trial. All subjects remained on stable regimens of mood medications. Collections were made at baseline 
(two weeks after surgical implantation but before device activation), week 12 (end of the acute-phase study), 
and week 24. Cerebrospinal fluid concentrations of norepinephrine (NE), 5-hydroxyindoleacetic acid (5-HIAA), 
homovanillic acid (HVA), and 3-methoxy-4-hydroxyphenylglycol (MHPG) were determined with high-
performance liquid chromatography. Concentrations of GABA were assayed with mass spectrometry. 
Comparison of sham versus active VNS revealed a significant (mean 21%) VNS associated increase in CSF 
HVA. Mean CSF concentrations of NE, 5-HIAA, MHPG, and GABA did not change significantly. Higher baseline 
HVA/5-HIAA ratio predicted worse clinical outcome. The authors reported that although several of the CSF 
neurochemical effects observed in the VNS study were similar to those described in the literature for 
antidepressants and ECT, the results did not suggest a supposed antidepressant mechanism of action for VNS.  
 
Marangell et al. (2002) reported a nonrandomized, open-label, single-arm study (DO1) of adults in a treatment-
resistant major depressive episode (MDE). This open follow-up study was conducted to determine whether the 
initial promising effects were sustained, and whether changes in function would be observed. Thirty adult 
outpatients in a treatment-resistant, nonpsychotic MDE received an additional nine months of VNS treatment 
following exit from the three-month acute study. Changes in psychotropic medications and VNS stimulus 
parameters were allowed during this longer term follow-up study. A priori definitions were used to define 
response (≥50% reduction in baseline HDRS) and remission (HDRS ≥10). The response rate was sustained 
(40%–46%); p<0.317) and the remission rate significantly increased (17–29%; p<0.045) with an additional nine 
months of long-term VNS treatment after exit from the acute study (one year total VNS treatment). Significant 
improvements in function between acute study exit and the one-year follow-up assessment as measured by the 
Medical Outcomes Study Short Form-36 were observed. The authors reported that longer term VNS treatment 
was associated with sustained symptomatic benefit and sustained or enhanced functional status in this follow-up 
study.  
 
Sackeim et al. (2001b) reported a nonrandomized, open-label, single-arm study of VNS in 60 patients with 
treatment-resistant MDEs. The study aimed to: 1) define the response rate; 2) determine the profile of side 
effects; and 3) establish predictors of clinical outcome. Participants (DO-1) were outpatients with nonatypical, 
nonpsychotic major depressive or bipolar disorder who had not responded to at least two medication trials from 
different antidepressant classes in the current MDE. While on stable medication regimens, the patients 
completed a baseline period followed by device implantation. A two-week, single- blind recovery period (no 
stimulation) was followed by 10 weeks of VNS. Of 59 completers (one patient improved during the recovery 
period), the response rate was 30.5% for the HRSD measure, 34.0% for the Montgomery-Asberg Depression 
Rating Scale (MADRAS) and 37.3% for the Clinical Global Impressions-Improvement index (CGI-I). The most 
common side effect was voice alteration or hoarseness (55.0%, 33/60), which was generally mild and related to 
output current intensity. History of treatment resistance was predictive of VNS outcome. Patients who had never 
received ECT (lifetime) were 3.9 times more likely to respond. Of the 13 patients who had not responded to 
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more than seven adequate antidepressant trials in the current major depressive episode (MDE), none 
responded, compared to 39.1% of the remaining 46 patients (p<0.0057). The author reports vagus nerve 
stimulation (VNS) appears to be most effective in patients with low to moderate, but not extreme, antidepressant 
resistance. Given the finding that VNS is unlikely to be successful as a “last resort” treatment, its role in the care 
of patients with low to moderate levels of treatment resistance will require careful consideration. Evidence 
concerning the long-term therapeutic benefits of VNS and tolerability will be critical in determining its role in 
treatment-resistant depression (TRD). 
 
Sackeim et al. (2001a) reported a prospective, nonrandomized, open-label study to determine whether VNS 
leads to neurocognitive deterioration. A neuropsychological battery was administered to 27 patients (from DO-1) 
with TRD before and after 10 weeks of VNS. Thirteen neurocognitive tests sampled the domains of motor 
speed, psychomotor function, language, attention, memory, and executive function. The authors report that no 
evidence of deterioration in any neurocognitive measure was detected. Relative to baseline, improvement was 
found in motor speed (i.e., finger tapping), psychomotor function (i.e., digit symbol test), language (i.e., verbal 
fluency), and executive functions (i.e., logical reasoning, working memory, response inhibition, or 
impulsiveness). For some measures, improved neurocognitive performance correlated with the extent of 
reduction in depressive symptoms, but VNS output current was not related to changes in cognitive performance. 
The authors state that VNS in TRD may result in enhanced neurocognitive function, primarily among patients 
who show clinical improvement. Controlled investigation is needed to rule out the contribution of practice effects.  
 
Rush et al. (2000) investigated VNS as delivered by the NeuroCybernetic Prosthesis (NCP) System. The open-
label nonrandomized, uncontrolled clinical study (D-01) covered 30 adult outpatients with nonpsychotic 
treatment-resistant major depressive (n=21) or bipolar I (n=4) or bipolar II (n=5) depressed phase disorders, 
who had failed at least two robust medication trials in the current MDE while on stable medication regimens. The 
patients completed a baseline period followed by NCP System implantation. A two-week single-blind recovery 
period (no stimulation) was followed by 10 weeks of VNS. Results indicated that in the current MDEs (median 
length=4.7 years), patients had not adequately responded to two (n=9), three (n=2), four (n=6) or five or more 
(n=13) robust antidepressant medication trials or ECT (n=17). Baseline 28 item Hasegawa's Dementia Scale 
(HDS) scores averaged 38.0. Response rates (≥50% reduction in baseline scores) were 40% for both the 
HDRS28 and the Clinical Global Impressions-Improvement index (CGI-I) (score of 1 or 2) and 50% for the 
Montgomery-Asberg Depression Rating Scale (MADRAS). Symptomatic responses (accompanied by 
substantial functional improvement) have been largely sustained during long-term follow-up to date. The 
researchers concluded that these open trial results suggest that VNS has antidepressant effects in TRD. This 
uncontrolled study was small, without long-term outcome and with no comparison group.  
 
In August 2006, the BlueCross BlueShield Association (BCBSA) Medical Advisory Panel conducted a review of 
evidence through June 2006 to determine if the use of vagus nerve stimulation in patients with treatment-
resistant depression met BlueCross Blue Shield Association Technology Evaluation Center (TEC) criteria. The 
panel found that the same studies reported by the FDA in 2005, including a case series (D-01), a randomized 
trial (D-02), and an observational study (D-02/D0-4), had now been published in peer-reviewed journals. Any 
other articles had utilized this same data and patient population, but in different ways. Based on the above 
evidence, the panel made the following judgments:  
 

• The clinical trials reviewed report weak evidence that does not demonstrate efficacy. 
• The available evidence does not permit conclusions regarding the effect of VNS therapy on health 

outcomes or its effect compared with alternative therapies. 
• Whether VNS therapy for treatment-resistant depression improves health outcomes has not yet been 

determined in the investigational setting.  
 
Therefore, it was determined by the panel that “VNS therapy for the indication of treatment-resistant depression 
does not meet TEC criteria.”  
 
The ECRI Emerging Technology Evidence Report on VNS reports that while some patients may benefit from 
VNS, approximately 60% of VNS-treated TRD patients do not achieve clinical response (based on study 
definitions), even after two years of treatment. Further research must focus on identifying criteria for optimal 
patient selection. The available efficacy and safety data are limited and additional well-designed, large 
randomized controlled studies are needed to determine optimal stimulation protocols and the actual impact of 
vagus nerve stimulation (VNS) on treatment resistant depression (ECRI, 2008).  
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The Institute for Clinical Systems Improvement (ICSI) Health Care guideline major depression in adults in 
primary care states: “VNS is approved by the FDA for treatment-resistant depression. However, given the lack 
of double-blind controlled studies and the inconclusive result in the one available study (Rush, et al., 2005), this 
does not meet the threshold for recommendation at this point in time (Daban, et al., 2008)” (ICSI, 2010).  
 
In December 2009, the National Institute for Clinical Excellence (NICE) (United Kingdom) published a guidance 
document addressing vagus nerve stimulation for treatment-resistant depression stating, “Current evidence on 
the safety and efficacy of vagus nerve stimulation (VNS) for treatment-resistant depression is inadequate in 
quantity and quality. Therefore this procedure should be used only with special arrangements for clinical 
governance, consent and audit or research. It should be used only in patients with treatment-resistant 
depression” The authors stated that for efficacy outcomes the interpretation of the evidence was complicated by 
different publications reporting on the same patients but at different follow-up periods (NICE, 2009).  
 
Other Indications 
VNS has been proposed for use in a number of other indications, including Alzheimer’s disease (AD), obesity, 
and chronic headache. In AD, it has been proposed that stimulation of the vagus nerve may cause surges in 
norepinephrine in an area of the brain that is involved with memory storage (Adelson, 2004). The peer-reviewed 
scientific literature regarding the use of VNS for AD or other indications is limited by small sample size and lack 
of a comparator and therefore conclusions about safety and efficacy cannot be made at this time (Merrill, et al., 
2006; Sjogren, et al., 2002).  
 
Summary 
Although questions remain regarding patient selection criteria and optimal stimulation parameters, there is 
sufficient evidence regarding the effectiveness and safety of vagus nerve stimulation (VNS) to conclude that 
VNS may improve health outcomes in patients with medically refractory seizures. There is evidence to support 
the use of VNS in children and in patients with generalized seizures. 
 
The use of VNS for treatment-resistant depression (TRD) has been considered approvable by the U.S. Food 
and Drug Administration (FDA), conditional on the conduct of post-market clinical trials. Although some studies 
suggest that VNS may be effective for resistant depression, a random-controlled trial did not find a statistically 
significant difference between sham and active VNS (Rush, et al., 2005a, Rush, et al., 2005b). Long-term, 
controlled trials and additional studies designed to identify patient selection criteria are needed. The current 
available evidence is insufficient to permit conclusions regarding the efficacy and safety of VNS as an adjunct 
therapy in TRD and bipolar disorder. 
 
There is insufficient, peer-reviewed scientific evidence to support the use of VNS for any other indication, 
including, but not limited to, Alzheimer’s disease. 
 
 
Coding/Billing Information 
 
Note: This list of codes may not be all-inclusive. 
 
Covered when medically necessary: 
 
CPT®* 
Codes 

Description 

61885 Insertion or replacement of cranial neurostimulator pulse generator or receiver, 
direct or inductive coupling; with connection to a single electrode array 

61886 Insertion or replacement of cranial neurostimulator pulse generator or receiver, 
direct or inductive coupling; with connection to two or more electrode arrays 

64553 Percutaneous implantation of neurostimulator electrodes; cranial nerve 
64573 Incision for implantation of neurostimulator electrodes; cranial nerve 

 
HCPCS 
Codes 

Description 
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L8680 Implantable neurostimulator electrode, each 
L8681 Patient programmer (external) for use with implantable programmable 

neurostimulator pulse generator 
L8682 Implantable neurostimulator radiofrequency receiver 
L8683 Radiofrequency transmitter (external) for use with implantable neurostimulator 

radiofrequency receiver 
L8685 Implantable neurostimulator pulse generator, single array, rechargeable, 

includes extension 
L8686 Implantable neurostimulator pulse generator, single array, non-rechargeable, 

includes extension 
L8687 Implantable neurostimulator pulse generator, dual array, rechargeable, includes 

extension 
L8688 Implantable neurostimulator pulse generator, dual array, non-rechargeable, 

includes extension 
 
ICD-9-CM 
Diagnosis 
Codes 

Description 

345.01 Generalized nonconvulsive epilepsy with intractable epilepsy
345.11 Generalized convulsive epilepsy with intractable epilepsy
345.40 Localization-related (focal) (partial) epilepsy and epileptic syndromes with 

complex partial seizures, without mention of intractable epilepsy
345.41 Localization-related (focal) (partial) epilepsy and epileptic syndromes with 

complex partial seizures, with intractable epilepsy 
345.50 Localization-related (focal) (partial) epilepsy and epileptic syndromes with simple 

partial seizures, without mention of intractable epilepsy
345.51 Localization-related (focal) (partial) epilepsy and epileptic syndromes with simple 

partial seizures; with intractable epilepsy 
345.61 Infantile spasms without mention of intractable epilepsy
345.71 Epilepsia partialis continua with intractable epilepsy
345.81 Other forms of epilepsy and recurrent seizures, with intractable epilepsy
345.91 Unspecified epilepsy with intractable epilepsy

 
Experimental/Investigational/Unproven/Not Covered: 
 
ICD-9-CM 
Diagnosis 
Codes 

Description 

296.30–
296.36 

Major depressive disorder, recurrent episode 

301.12 Chronic depressive personality disorder 
311 Depressive disorder, not elsewhere classified 
 All other codes 

 
 *Current Procedural Terminology (CPT ) 2010 American Medical Association: Chicago, IL.® ©
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