=
AmeriHealth

Caritas

Care is the heart of our work

Specialized infant formula

Clinical Policy ID: CCP.1501
Recent review date: 11/2024

Next review date: 3/2026

Policy contains: Eosinophilic gastroenteropathy; feeding intolerance; food protein-induced enterocolitis
syndrome; galactosemia; inborn errors of metabolism; lactase deficiency; milk allergy; specialized infant formula;
short bowel syndrome.

AmeriHealth Caritas has developed clinical policies to assist with making coverage determinations. AmeriHealth Caritas’ clinical policies
are based on guidelines from established industry sources, such as the Centers for Medicare & Medicaid Services (CMS), state regulatory
agencies, the American Medical Association (AMA), medical specialty professional societies, and peer-reviewed professional literature.
These clinical policies along with other sources, such as plan benefits and state and federal laws and regulatory requirements, including
any state- or plan-specific definition of “medically necessary,” and the specific facts of the particular situation are considered, on a case
by case basis, by AmeriHealth Caritas when making coverage determinations. In the event of conflict between this clinical policy and plan
benefits and/or state or federal laws and/or regulatory requirements, the plan benefits and/or state and federal laws and/or regulatory
requirements shall control. AmeriHealth Caritas’ clinical policies are for informational purposes only and not intended as medical advice
or to direct treatment. Physicians and other health care providers are solely responsible for the treatment decisions for their patients.
AmeriHealth Caritas’ clinical policies are reflective of evidence-based medicine at the time of review. As medical science evolves,
AmeriHealth Caritas will update its clinical policies as necessary. AmeriHealth Caritas’ clinical policies are not guarantees of payment.

Coverage policy

This policy addresses oral specialized infant formula for use in the home setting. This policy does not address
enteral tube feedings.

Specialized infant formula for home use is clinically proven and, therefore, may be medically necessary when all
of the following criteria are met:

e Breast milk or standard infant formula is insufficient, not tolerated, or contraindicated.

e Formula is deemed medically necessary by a physician/other licensed health care provider who will
supervise the use of the oral formula.

o Formulais exempt from the general requirements for standard infant formula for nutritional labeling under
the statutory and regulatory guidelines of the U.S. Food and Drug Administration (2023), and labeling
contains a description of the medical condition for which the specialized formula is indicated.

CCP.1501



e Documentation supports one of the following medical conditions requiring treatment with specialized
infant formula:

¢ Immunoglobulin E-mediated milk protein allergy (O’Connor, 2009; National Institute of Allergy and
Infectious Diseases, 2010).

e Galactosemia (O’Connor, 2009).

e Phenylketonuria (MacDonald, 2020).

e Congenital or primary lactase deficiency (O’Connor, 2009).

¢ Non-immunoglobulin E-mediated food protein allergy (National Institute of Allergy and Infectious
Diseases, 2010; Nowak-Wegrzyn, 2017).

o Short bowel syndrome (National Institute of Diabetes and Digestive and Kidney Diseases, undated).

e Inborn errors of metabolism (Genetic Metabolic Dietitians International and the Southeast Regional
Newborn Screening and Genetics Collaborative, 2021).

o Homocystinuria (Al-Sadeq, 2020).

o Maple Syrup Urine disease (Hassan, 2022).

e Has gastroesophageal reflux disease and is unresponsive to standard management techniques (Haiden,
2024).

e Other diagnoses mandated by state law.

Requests for specialized infant formula for conditions not listed above are subject to medical review and approval
on a case-by-case basis.

Limitations

Continued coverage for specialized infant formulas is subject to medical review of medical necessity at six
months of use or as requested.

Alternative covered services

o Enteral tube feedings.
e Parenteral feedings.

¢ Nutritional counseling.
¢ Nutritional consultation.

Background

Inborn errors of metabolism are genetic disorders that interfere with the normal metabolism of protein, fat, or
carbohydrate and the generation of energy. They are considered present at birth and permanent. Disturbance
of these metabolic pathways frequently produces a constellation of nonspecific clinical findings, affecting multiple
organ systems with varying severity (Kruszka, 2019).

Newborn screenings have identified multiple inborn errors of metabolism resulting in disorders that remain
incurable but treatable with the feeding of medically specialized infant formulas for survival. The inability of the
infant’s body to breakdown phenylalanine, tyrosine, lysine, tryptophan, and other amino acids can be life
threatening and result in poor growth, abnormal motor skill and coordination, slowed development, and learning
disabilities. Among those more commonly known and treated are Phenylketonuria, Maple Syrup urine disease,
Homocystinuria, Galactosemia (Health Resources and Services Administration, 2023; Nutricia North America,
2023).

Standard infant formula is a manufactured substitute for, or supplement to, human milk for orally feeding term
infants younger than 12 months (Martinez, 2011). It is based most commonly on cow’s milk fortified with
carbohydrates, lipid components, vitamins, minerals, nucleotides, and altered protein content to improve safety
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and digestibility. Other animal milk and plant-based milk are alternatives to cow’s milk for term infants (Milbrandt,
2017).

Bioactive compounds associated with health benefits found in human milk may be added to upgrade the
nutritional quality of infant formulas (Almeida, 2021). Common bioactive additives are a-lactalbumin, lactoferrin,
taurine, milk fat globule membrane, folates, polyamines, and long-chain polyunsaturated fatty acids. Prebiotics
and probiotics, which attempt to mimic the intestinal flora of breast-fed infants, may be beneficial for preventing
necrotizing enterocaolitis in preterm infants who are formula-fed (Downard, 2012; Buhrer, 2020). While these
supplements appear safe and well-tolerated in most instances, there is ho consensus on whether they have the
same functional effects as human milk or how thermal processing and storage may affect bioactivity (Almeida,
2021).

The U.S. Food and Drug Administration (2023) regulates infant formula as a food supplement. No pre-marketing
approval is required, but all formulas marketed in the United States must meet federal nutrient requirements and
manufacturers must comply with naotification requirements prior to marketing a new formula. These nutrient
requirements include minimum amounts for 30 nutrients and maximum amounts for 11 of them (21CFR107.100).

If an infant formula does not meet these nutritional specifications, it is considered an adulterated product. A
formula, such as a specialized infant formula, may be considered "exempt" from certain nutrient requirements if
it is intended for commercial or charitable distribution and is represented and labeled for use by an infant who
has an inborn error of metabolism or low birth weight, or who otherwise has an unusual medical or dietary
problem. Recipes for homemade formulas are not regulated (U.S. Food and Drug Administration, 2023).

Preterm formulas have higher caloric density and concentrations of key nutrients (Martinez, 2011). Preterm and
enriched formulas are considered the standard of care in the hospital setting, as they may improve short-term
growth parameters (O’Connor, 2009). They are usually discontinued at hospital discharge and replaced with
transitional formulas for several months. Follow-up formulas are for infants and young toddlers whose solid food
intake is not fully adequate to meet age-specific nutritional requirements.

Specialized infant formulas are designed to meet the unique nutritional needs of an infant, when such formulas
taken by mouth are the sole source of nutrition, and breast milk or standard infant formula would place the infant
at risk for more severe health consequences. These specialized formulas may include added, subtracted, or
altered nutrients to ensure adequate nutritional status (Martinez, 2011; Milbrandt, 2017).

Specific health conditions with unique nutritional needs may include genetic deficiencies, inborn errors of
metabolism, food intolerance or allergy, and reflux. Specialized formulas for these conditions may contain
partially hydrolyzed proteins, lactose-free or lactose-reduced blends, and thickeners. Hypoallergenic formulas
contain hydrolyzed proteins that are less likely to stimulate antibody production. Non-allergenic amino acid-based
formulas provide simple protein sources that are easier to digest and tolerate. For those wishing to avoid lactose,
soy formulas made with corn-based carbohydrate (without lactose) and lactose-free formulas are alternatives.
Anti-regurgitation formulas contain thickeners such as cornstarch or an increased amount of casein to reduce
the frequency of overt regurgitation and vomiting (Martinez, 2011; Nutricia North America, 2023).

Standard infant formulas are established alternatives to human milk when breastfeeding is inadequate or not
possible to meet infants’ nutritional needs (Milbrandt, 2017; O’Connor, 2009). There is consensus among
guidelines that the primary therapy for an infant with feeding intolerance involves elimination of the dietary
allergen or substance that cannot be adequately absorbed or metabolized and places the infant at risk for serious
health consequences (Genetic Metabolic Dietitians International and the Southeast Regional Newborn
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Screening and Genetics Collaborative, 2021; National Institute of Allergy and Infectious Diseases, 2010;
O’Connor, 2009).

The Genetic Metabolic Dietitians International and the Southeast Regional Newborn Screening and Genetics
Collaborative (2021) have developed joint evidence-based nutrition management guidelines for several inherited
metabolic disorders, in which diet management is an integral treatment for individuals at all ages. The inherited
metabolic diseases addressed in their guidelines are phenylketonuria, maple syrup urine disease, propionic
acidemia, very-long-chain acyl-CoA dehydrogenase deficiency, and medium-chain acyl CoA dehydrogenase
deficiency. The evidence for medical nutrition therapy for these conditions is based primarily on expert opinion
and limited case series, many of which reported outcomes for patients diagnosed prior to newborn screening
requirements. For infants diagnosed with inborn errors of metabolism, breast feeding or standard formula feeding
may need to be replaced, in part or in whole, with specialized infant formula specific to the diagnosis, severity,
and infant tolerability.

A comprehensive review for the European Society for Pediatric Gastroenterology, Hepatology, and Nutrition
Nutrition Committee, focusing on the effectiveness of specialized infant formulas for treating functional
gastrointestinal disorders such as regurgitation, colic, and constipation in infants up to six months old. Study
authors reviewed 72 studies in their analysis. For regurgitation, an overview of 13 randomized controlled trials
involving (n = 265) infants found that thickened formulas reduced daily regurgitation episodes from an average
of 5.4 to 2.5 over 1 to 4 weeks.

However, for colic, the evidence supporting the use of specialized formulas—including those with reduced
lactose content, hydrolyzed proteins, or added probiotics—is insufficient, as most studies had small sample sizes
and methodological limitations. In the case of constipation, formulas with higher magnesium content or beta-
palmitate may improve stool consistency, but the evidence is limited and based on small studies with low
certainty. Overall, the study emphasizes that breastfeeding should not be discontinued due to functional
gastrointestinal disorders, and that specialized formulas should be used only under medical supervision. The
findings are relevant to our policy as they underscore the importance of medical necessity and the limited
evidence supporting the routine use of specialized infant formulas for these conditions (Haiden, 2024).

For a minority of infants with feeding intolerance due to milk protein allergy or congenital, primary, or secondary
lactase deficiency, specialized formula may be indicated (O’Connor, 2009). Abnormal immunologic reaction to
dietary proteins contribute to several different gastrointestinal disorders in infants (National Institute of Allergy
and Infectious Diseases, 2010). They are generally classified as immunoglobulin E-mediated, non-
immunoglobulin E-mediated, or mixed. Classic food allergies are immunoglobulin E-mediated with a rapid onset
of symptoms primarily involve the skin (e.g., itching, hives) that, in severe cases, may lead to anaphylaxis.

A non-immunoglobulin E-mediated reaction to foods is characterized by profuse vomiting and diarrhea; and, with
continued ingestion, poor growth (National Institute of Allergy and Infectious Diseases, 2010). Atopy or a strong
family allergy history may also exist. An example is food protein-induced enterocolitis syndrome.

Hypoallergenic formula with hydrolyzed protein is indicated for infants with true immunoglobulin E-mediated milk
protein allergy (O’Connor, 2009). Hydrolyzed formula appears to be safe and well-tolerated among infants with
cow’s milk protein allergy (Strozyk, 2020). It may have protective effects against atopic disease and a short trial
may be beneficial in cases of refractory colic, but systematic reviews cited low-quality evidence supporting these
indications (Gordon, 2018; Ng, 2019; Osborn, 2018; Vandenplas, 2019).

In rare cases, nonallergenic amino acid-based elemental formula may be indicated if the infant is unable to digest
or tolerate whole proteins found in other formulas due to food protein allergies or malabsorptive gastrointestinal
conditions, such as food protein-induced enterocolitis syndrome, eosinophilic gastroenteropathies, and short
bowel syndrome (National Institute of Diabetes and Digestive and Kidney Diseases, undated; Nowak-Wegrzyn,
2017; O’Connor, 2009).
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There is insufficient evidence to support a clear preventive or protective health benefit of prebiotics and probiotics
for managing cow’s milk protein allergy. One systematic review (Sorensen, 2021) of four randomized controlled
trials (n = 410 infants) found that infants with confirmed immunoglobulin E-mediated and nonimmunoglobulin E-
mediated cow’s milk protein allergy who were fed an amino acid formula with a “synbiotic" supplement (i.e., a
mix of prebiotic and probiotic supplements) had significantly fewer infections (odds ratio 0.35, 95% confidence
interval 0.19 to 0.67; P = .001), lower antimicrobial medication use, and fewer hospital admissions (P = .036;
56% reduction), than infants receiving unsupplemented amino acid formula. The supplement improved gut
microbiota profile. All studies used a special formula blend of bifidobacterium breve M16-V and prebiotics
including chicory-derived oligofructose and long-chain inulin. The study results are not generalizable to other
synbiotic supplements, and the relationship of supplement to gut microbiota profile requires further study.

Soy formula is indicated for term infants with galactosemia or congenital lactase deficiency or for vegan families
who wish to avoid animal protein (O’Connor, 2009). Soy formula is not indicated for preterm infants. There is
insufficient proven benefit of soy formula for preventing or treating other conditions including animal milk protein
allergy, generalized colic, and acute gastroenteritis (O’Connor, 2009; Gordon, 2018). In the treatment of infant
colic, parental counseling is more effective than changing formula (O’Connor, 2009).

Lactose-free formulas are indicated for galactosemia and congenital lactase deficiency, as well as primary
lactase deficiency (O’Connor, 2009). Some infants younger than three months or those who are malnourished
may benefit from a trial of lactose-free formula following acute gastroenteritis.

While most episodes of infant reflux will resolve on their own, anti-regurgitation formula is safe and may be trialed
for severe or persistent cases (O’Connor, 2009; Kwok, 2017). There is no consensus on which anti-regurgitation
formulas are most effective. Commercial thickening agents should not be used because of their association with
necrotizing enterocolitis (O’Connor, 2009).

In 2023, we identified no newly published, relevant literature to add to the policy. No policy changes are
warranted.

In 2024, we identified a new systematic review (Bognanni, 2024).. We also found a new guideline that focused
on the use of formula for children with significant regurgitation. Policy was revised based on guideline (Haiden,
2024). The systematic review by the World Allergy Organization focused on infants and toddlers with cow's milk
allergy who cannot be breastfed. The review analyzed 14 randomized controlled trials and seven observational
studies, involving a total of n = 2,430 patrticipants (n = 1,132 from trials and n = 1,298 from observational studies).

The study evaluated the efficacy and safety of various specialized formulas—including extensively hydrolyzed
cow's milk-based formulas, amino acid formulas, hydrolyzed rice formulas, and soy formulas—uwith or without
added probiotics. Findings indicated that extensively hydrolyzed cow's milk-based formulas might increase the
likelihood of infants outgrowing cow's milk allergy compared to amino acid formulas (risk ratio 2.32; risk difference
25 more per 100) and might reduce the risk of severe vomiting and development of food protein-induced
enterocolitis syndrome. However, the evidence was of very low certainty due to limitations in study quality and
sample sizes (Bognanni, 2024).

References

On October 5, 2024, we searched PubMed and the databases of the Cochrane Library, the U.K. National Health
Services Centre for Reviews and Dissemination, the Agency for Healthcare Research and Quality, and the
Centers for Medicare & Medicaid Services. Search terms were “Metabolism, Inborn Errors/diet therapy” (MAJR),
“eosinophilic enteropathy,” “galactosemia,” “lactase deficiency,” “food intolerance”, “milk hypersensitivity”
(MeSH), “phenylketonuria” (MeSH), “homocystinuria” (MeSH), and “maple syrup urine disease”. We included
the best available evidence according to established evidence hierarchies (typically systematic reviews, meta-

CCP.1501 50f7



analyses, and full economic analyses, where available) and professional guidelines based on such evidence and
clinical expertise.

21CFR107.100, C.F.R. (Code of Federal Regulations) Title 21.
https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/CERSearch.cfm?fr=107.100. Page last updated
August 30, 2024.

Almeida CC, Mendonca Pereira BF, Leandro KC, et al. Bioactive compounds in infant formula and their effects
on infant nutrition and health: A systematic literature review. Int J Food Sci. 2021;2021:8850080. Doi:
10.1155/2021/8850080.

Al-Sadeq DW, Nasrallah GK. The spectrum of mutations of homocystinuria in the MENA region. Genes
(Basel). 2020;11(3):330. D0i:10.3390/genes11030330.

Bognanni A, Firmino RT, Arasi S, et al. World Allergy Organization diagnosis and rationale for action against
cow's milk allergy (DRACMA) guideline update - XI - Milk supplement/replacement formulas for infants and
toddlers with CMA - Systematic review. World Allergy Organ J. 2024;17(9):100947.
Do0i:10.1016/j.waojou.2024.100947.

Bihrer C, Fischer HS, Wellmann S. Nutritional interventions to reduce rates of infection, necrotizing
enterocolitis and mortality in very preterm infants. Pediatr Res. 2020;87(2):371-377. Doi: 10.1038/s41390-019-
0630-2.

Downard CD, Renaud E, St Peter SD, et al. Treatment of necrotizing enterocolitis: An American Pediatric
Surgical Association Outcomes and Clinical Trials Committee systematic review. J Pediatr Surg.
2012;47(11):2111-2122. Doi: 10.1016/j.jpedsurg.2012.08.011.

Genetic Metabolic Dietitians International and the Southeast Regional Newborn Screening and Genetics
Collaborative. Nutrition guidelines. https://gmdi.org/Members/Clinical-Practice-Tools/Nutrition-Guidelines. Last
updated August 2021.

Gordon M, Biagioli E, Sorrenti M, et al. Dietary modifications for infantile colic. Cochrane Database Syst Rev.
2018;10(10):Cd011029. Doi: 10.1002/14651858.CD011029.pub2.

Haiden N, Savino F, Hill S, et al. Infant formulas for the treatment of functional gastrointestinal disorders: A
position paper of the ESPGHAN Nutrition Committee. J Pediatr Gastroenterol Nutr. 2024;79(1):168-180.
D0i:10.1002/jpn3.12240.

Hassan SA, Gupta V. Maple syrup urine disease. In: StatPearls. Treasure Island (FL).
https://www.nchbi.nlm.nih.gov/books/NBK557773/. Last updated September 5, 2022.

Health Resources and Services Administration. Federal Advisory Committee on Heritable Disorders in
Newborns and Children. Recommended Uniform Screening Panel. https://www.hrsa.gov/advisory-
committees/heritable-disorders/rusp/index.html. Last reviewed August 2023.

Kruszka P, Regier D. Inborn errors of metabolism: From preconception to adulthood. Am Fam Physician.
2019;99(1):25-32. https://www.aafp.org/afp/2019/0101/p25.htmli#sec-3.

Kwok TC, Ojha S, Dorling J. Feed thickener for infants up to six months of age with gastro-oesophageal reflux.
Cochrane Database Syst Rev. 2017;12(12):Cd003211. Doi: 10.1002/14651858.CD003211.pub2.

MacDonald A, van Wegberg AMJ, Ahring K, et al. PKU dietary handbook to accompany PKU guidelines
[published correction appears in Orphanet J Rare Dis. 2020;15(1):230]. Orphanet J Rare Dis. 2020;15(1):171.
D0i:10.1186/s13023-020-01391-y.

CCP.1501 6 of 7


https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/CFRSearch.cfm?fr=107.100
https://gmdi.org/Members/Clinical-Practice-Tools/Nutrition-Guidelines
https://www.ncbi.nlm.nih.gov/books/NBK557773/
https://www.hrsa.gov/advisory-committees/heritable-disorders/rusp/index.html
https://www.hrsa.gov/advisory-committees/heritable-disorders/rusp/index.html
https://www.aafp.org/afp/2019/0101/p25.html#sec-3

Martinez JA, Ballew MP. Infant formulas. Pediatr Rev. 2011;32(5):179-189; quiz 189. Doi: 10.1542/pir.32-5-
179.

Milbrandt TP. Specialized infant formulas. Pediatr Rev. 2017;38(5):241-242. Doi: 10.1542/pir.2016-0212.

National Institute of Allergy and Infectious Diseases. Guidelines for the diagnosis and management of food
allergy in the United States. Summary of the NIAID-sponsored expert panel report.
https://www.niaid.nih.gov/sites/default/files/faguidelinesexecsummary.pdf. Published December 2010.

National Institute of Diabetes and Digestive and Kidney Diseases. Short bowel syndrome.
https://www.niddk.nih.gov/health-information/digestive-diseases/short-bowel-syndrome. Undated.

Ng DHC, Klassen JR, Embleton ND, McGuire W. Protein hydrolysate versus standard formula for preterm
infants. Cochrane Database Syst Rev. 2019;7(7):Cd012412. Doi: 10.1002/14651858.CD012412.pub3.

Nowak-Wegrzyn A, Chehade M, Groetch ME, et al. International consensus guidelines for the diagnosis and
management of food protein-induced enterocolitis syndrome: Executive summary-workgroup report of the
Adverse Reactions To Foods Committee, American Academy of Allergy, Asthma & Immunology. J Allergy Clin
Immunol. 2017;139(4):1111-1126.e1114. Doi: 10.1016/j.jaci.2016.12.966.

Nutricia North America. Formula coverage. Nutricia navigator. https://www.nutriciametabolics.com/formula-
coverage/. Last updated 2023.

O’Connor NR. Infant formula. Am Fam Physician. 2009;79(7):565-570.
https://www.aafp.org/afp/2009/0401/p565.htmi#afp20090401p565-b16.

Osborn DA, Sinn JK, Jones LJ. Infant formulas containing hydrolysed protein for prevention of allergic disease.
Cochrane Database Syst Rev. 2018;10(10):Cd003664. Doi: 10.1002/14651858.CD003664.pub6.

Sorensen K, Cawood AL, Gibson GR, Cooke LH, Stratton RJ. Amino acid formula containing synbiotics in
infants with cow's milk protein allergy: A systematic review and meta-analysis. Nutrients. 2021;13(3):935. Doi:
10.3390/nu13030935.

Strozyk A, Horvath A, Meyer R, Szajewska H. Efficacy and safety of hydrolyzed formulas for cow's milk allergy
management: A systematic review of randomized controlled trials. Clin Exp Allergy. 2020;50(7):766-779. Doi:
10.1111/cea.13669.

U.S. Food and Drug Administration. Questions & answers for consumers concerning infant formula.
https://www.fda.gov/food/people-risk-foodborne-illness/questions-answers-consumers-concerning-infant-
formula#2. Last updated May 17, 2023.

Vandenplas Y, Latiff AHA, Fleischer DM, et al. Partially hydrolyzed formula in non-exclusively breastfed
infants: A systematic review and expert consensus. Nutrition. 2019;57:268-274. Doi:
10.1016/j.nut.2018.05.018.

Policy updates

11/2021: initial review date and clinical policy effective date: 12/2021
11/2022: Policy references updated.

11/2023: Policy references updated.
11/2024: Policy reference updated.

CCP.1501 7of7


https://www.niaid.nih.gov/sites/default/files/faguidelinesexecsummary.pdf
https://www.niddk.nih.gov/health-information/digestive-diseases/short-bowel-syndrome
https://www.nutriciametabolics.com/formula-coverage/
https://www.nutriciametabolics.com/formula-coverage/
https://www.aafp.org/afp/2009/0401/p565.html#afp20090401p565-b16
https://www.fda.gov/food/people-risk-foodborne-illness/questions-answers-consumers-concerning-infant-formula#2
https://www.fda.gov/food/people-risk-foodborne-illness/questions-answers-consumers-concerning-infant-formula#2

