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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 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  
Turbinoplasty, or turbinate reduction, for children is clinically proven for persistent, symptomatic turbinate 
hypertrophy and, therefore, may be medically necessary when all of the following criteria are met: 

• Turbinate hypertrophy is documented by direct visualization or nasal endoscopy. 
• The enlarged turbinates are causing obstruction to breathing or chronic sinusitis (symptoms >= 6 weeks). 
• Intranasal corticosteroid spray has been trialed for at least 3 months  and failed to adequately improve 

symptoms or is contraindicated/not tolerated  (Maniaci, 2023). 
• A course of medical management has been attempted and failed/medical management is 

contraindicated. 
• Only inferior turbinates are reduced (National Institute for Health and Care Excellence, 2014; Seidman, 

2015). 

Turbinate reduction may be performed during tonsillectomy/adenoidectomy if the turbinates are enlarged and 
causing significant nasal obstruction. 

Limitations 

Children under age two are not candidates for turbinoplasty. The procedure is investigational/not clinically proven 
and therefore not medically necessary before this age. 
 
Turbinectomy, or removal of bone, is not clinically proven and, therefore, not medically necessary. 
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Alternative covered services 

• Balloon ostial sinuplasty. 
• Standard treatments for chronic nasal congestion, deviated septum, snoring, sleep apnea, or nosebleeds, 

including corticosteroid injections and nasal corticosteroid sprays/decongestants.  

Background 
The superior, middle, and inferior turbinates are bonelike structures in the inferior part of the nose that clean, 
warm, and humidify inhaled air. Turbinate hypertrophy, which can be caused by allergy, infection, and hormonal 
changes, results in nasal obstruction (allergic, vasomotor, or infectious rhinitis), as measured by the amount of 
air flow in the nose (Abdullah, 2021). A study of 544 children with allergic rhinitis found 438 (80.8%) were 
diagnosed with turbinate hypertrophy (Ciprandi, 2020). 
 
Antihistamines, topical decongestants, and topical corticosteroids are often effective in treating nasal obstruction. 
If these therapies are unsuccessful after three to six months, surgery can be considered (Komshian, 2019; 
Scheithauer, 2010). Procedures include adenoidectomy, sinus puncture/lavage, open surgical approaches, 
endoscopic sinus surgery, balloon sinuplasty, turbinectomy, and turbinate reduction (Isaacson, 2015). 
 
Surgical reduction of the inferior turbinate can relieve nasal block while retaining turbinate function. Surgery of 
the inferior turbinate involves removal of the mucosa, soft erectile tissue, and turbinate bone. Techniques include 
conventional (partial or total), laser, cryo-, and electrocautery turbinectomy. Because surgery results in excess 
loss of bone and mucosa tissue, turbinoplasty (which preserves functional medial mucosa) can be performed 
instead (Abdullah, 2021), most commonly by submucous resection or tissue ablation (Seidman, 2015). The 
turbinates are composed of fleshy tissue with very fine bones supporting them so that the goal is not to remove 
bone but to decrease the fleshy tissue. 
 
Turbinate reduction surgery in children, as compared with adults, has been described as “contentious and 
debatable” due to concerns over complications like excessive bleeding, damage to the mucosa with synechiae 
and tear, disruption of nasal physiology and function, and disturbance of facial development (Abdullah, 2021). 
 
One review states that “many surgeons feel it is prudent” to wait until the patient’s nasal growth is completed 
before surgery is performed (Gary, 2017). Another contends that “no ideal standard technique for turbinate 
reduction has been developed,” citing a lack of comparable long-term studies, but concedes anterior 
turbinoplasty to be the method of choice based on limited information (Scheithauer, 2010).  
 
A review notes that turbinate reduction in the pediatric population can be achieved through turbinectomy, 
electrocautery, lasers, submucous microdebridement, and radiofrequency volumetric tissue reduction, but that 
consensus on the preferred approach is lacking (Komshian, 2019). In the pediatric population, the procedure 
involves reduction of excess reactive soft  tissues of the turbinate and not the underlying supporting bone. 
A recent review notes that while turbinate surgery in pediatric patients is gradually increasing in popularity 
amongst pediatric otolaryngologists… there is scarce information regarding this surgical procedure in children” 
(Calvo-Henriquez, 2022). 

Findings 
The American Association of Family Physicians’ guideline on rhinosinusitis only addresses adult cases 
(Sedaghat, 2017). The American Academy of Otolaryngology’s guideline on allergic rhinitis with nasal obstruction 
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and enlarged inferior turbinates supports the referral of patients who failed medical management to specialists 
for surgery; children younger than age 2 were excluded from this guideline. The Academy concludes that “inferior 
reduction surgery is a reasonable option” for allergic rhinitis patients who have inferior turbinate hypertrophy with 
symptoms despite medical management; benefits cited include improved symptoms, improved quality of life, 
improved medication delivery, reduced medication use, and better sleep. The Academy graded evidence for 
necessity Moderate/Grade C, due to a lack of head-to-head trials between medical and surgical outcomes 
(Seidman, 2015). 
 
An American Academy of Pediatrics guideline on diagnosis and treatment of acute bacterial rhinosinusitis in 
children 1-18 years mentions that swelling of nasal turbinates are non-specific findings but does not mention 
turbinate surgery as an option (Wald, 2013). 
 
A guideline from the United Kingdom states that, in cases of turbinate hypertrophy refractory to medical 
management, evidence supports the safety of radiofrequency tissue reduction for turbinate hypertrophy, and 
supports efficacy up to two years after surgery. However, the guideline includes microdebrider-assisted and 
laser-assisted turbinoplasty as acceptable, but not turbinectomy (National Institute for Health and Care 
Excellence, 2014). 
 
A review recommended that pediatric inferior turbinate hypertrophy treatment should start with three months of 
medical management, evaluation for adenoid hypertrophy for consideration of concurrent adenoidectomy, and, 
finally, radiofrequency volumetric tissue reduction or submucous microdebridement as first-line surgery 
(Komshian, 2019). 
 
In 2023, to address this gap and the absence of specific surgical guidelines for children, an international group 
of otolaryngologists developed a clinical consensus statement using a modified Delphi process, incorporating a 
literature review of eight articles including meta-analysis, systematic reviews, and case studies (n = 3, 088). The 
recommendations made pertained to the diagnosis, treatment, and follow-up of pediatric turbinate hypertrophy. 
They included guidance on using diagnostic tools like anterior rhinoscopy and fiberoptic examination, medical 
therapies like intranasal corticosteroids and saline irrigations, and surgical interventions such as pediatric 
turbinoplasty with minimally invasive techniques (Maniaci, 2023).  
 
A literature review observed that non-mucosal-sparing turbinectomy surgery often results in postoperative 
complications (excessive bleeding, crusting, pain, and prolonged recovery period), and thus mucosal-sparing 
procedures (turbinoplasty) are typically the preferred option for cases of nasal obstruction refractory to 
conservative treatment (Abdullah, 2021). 
 
A systematic review of 13 studies (n = 1,111) of turbinate surgery in children showed postoperative improvement 
in nasal congestion. Authors concluded the procedure to be safe, based on a complication rate of 3.12% —
mostly minor bleeding, crust, and pain. Due to poor quality of studies, a surgical technique could not be 
recommended, but the safest are microdebrider-assisted inferior turbinoplasty, radiofrequency, coblation, and 
laser (Calvo-Henriquez, 2020). 
 
A review of 1,770 children treated with an inferior turbinoplasty procedure at a Colorado hospital from 2003 to 
2013 included 107 with an isolated procedure, namely radiofrequency ablation (72); microdebridement (19); and 
partial turbinate resection (21). None experienced major complications. Over half (54.0%) continued to require 
medical management; and authors note hypertrophy is not solely a surgical disease (Arganbright, 2015). 
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A systematic review of 58 studies analyzed results of surgery for inferior turbinate hypertrophy, excluding patients 
with refractory allergic/vasomotor/hypertrophic rhinitis. Turbinectomy and submucosal resection had elevated 
rates of crusting and epistaxis. Conservative treatments such as cryotherapy and submucous diathermy did not 
provide long-term results. Authors judged submucosal resection and radiofrequency ablation to have the most 
positive outcomes (decreased nasal resistance and preserved mucosal function (Sinno, 2016). 
 
The Sinno review did not distinguish results for children and adults separately. Other large reviews exclude 
pediatric patients (Acevedo, 2015; Mirza, 2020; Pedersen, 2018; Wright, 2020). 

A large review included children younger than age 18 who underwent tonsillectomy/adenoidectomy (n = 
72,043), turbinectomy (n = 639), or both (n = 3,079). Adding turbinectomy did not significantly raise rates of 14-
day relevant revisits (9.4% versus 8.6%, P = .11) or hemorrhage requiring cauterization (1.5% versus 1.4%; P 
= .64) (Yeun, 2017). 
 
A review of 3,669 patients younger than 18 years old with endoscopic sinus surgery showed turbinate 
reduction had no significant impact on rates of readmission within 30 days (McKeon, 2019). 

In 2024, we removed threenon-seminal studies that were published more than 10 years ago. In addition, we 
found three studies that examined the efficacy, safety, and long-term outcomes of pediatric turbinate reduction 
surgery. A meta-analysis (n = 510) showed improved nasal patency post-surgery with similar success in various 
surgical techniques, highlighting the effectiveness of rhinoplasty in treating a nasal obstruction in the midterm 
(Alves de Sousa, 2023). A separate meta-analysis found that (n = 1411) durable symptom relief and low 
complications from turbinate surgery in long-term management of allergic rhinitis. Finally, a systematic review of 
23 studies (n = 5206) found turbinate reduction generally safe and effective, particularly for cases resistant to 
medical treatment, with low complication rates such as crust formation (Aljeraisi, 2023).  

References 
On October 14, 2022, 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 “nasal congestion,” “rhinitis,” “rhinosinusitis,” 
“turbinate hypertrophy,” “turbinectomy,” and “turbinoplasty.” We included the best available evidence according 
to established evidence hierarchies (typically systematic reviews, meta-analyses, and full economic analyses, 
where available) and professional guidelines based on such evidence and clinical expertise. 
 
Abdullah B, Singh S. Surgical interventions for inferior turbinate hypertrophy: A comprehensive review of current 
techniques and technologies. Int J Environ Res Public Health. 2021;18(7):3441. Doi: 10.3390/ijerph18073441. 
 
Acevedo JL, Camacho M, Brietzke SE. Radiofrequency ablation turbinoplasty versus microdebrider-assisted 
turbinoplasty: A systematic review and meta-analysis. Otolaryngol Head Neck Surg. 2015;153(6):951-956. Doi: 
10.1177/0194599815607211.  
 
Aljeraisi T. Efficacy and safety of turbinate reduction surgery in children: a systematic review. Eur Arch 
Otorhinolaryngol. Published online November 9, 2023. Doi:10.1007/s00405-023-08327-9 
 
Alves de Sousa F, Santos M, Casanova M, et al. Pediatric inferior turbinate surgery: A review and meta-analysis 
of midterm nasal patency. Int J Pediatr Otorhinolaryngol. 2023;172:111661. Doi:10.1016/j.ijporl.2023.111661 
 



CCP.1507  5 of 6 

Arganbright JM, Jenses EL, Mattingly J, Gap D, Chan KH. Utility of inferior turbinoplasty for the treatment of 
nasal obstruction in children: A 10-year review. JAMA Otolaryngol Head Neck Surg. 2015;141(10):901-904. Doi: 
10.1001/jamaoto.2015.1560. 
 
Calvo-Henriquez C, Capasso R, Martinez-Capoccioni G, et al. Safeness, subjective and objective changes after 
turbinate surgery in pediatric patients: A systematic review. Int J Pediatr Otorhinolaryngol. 2020;135:110128.  
Doi: 10.1016/j.ijporl.2020.110128.  
 

Calvo-Henriquez C, Lechien JR, Mendez-Benegassi I, et al. Pediatric turbinate radiofrequency improves quality 
of life and rhinomanometric values. A prospective study. Int J Pediatr Otorhinolaryngol. 2022;154:111050. 
 Doi: 10.1016/j.ijporl.2022.111050. 
 

Ciprandi G, Tosca MA, Gallo F, Bassali GC, Ameli F. Turbinate hypertrophy in children with allergic rhinitis: 
Clinical relevance. Acta Biomed. 2020;91(1-S):43-47. Doi: 10.23750/abm.v91i1-S.9254.  

 
Gary CC. Pediatric nasal surgery: Timing and technique. Curr Opin Otolaryngol Head Neck Surg. 
2017;25(4):286-290. Doi: 10.1097/MOO.0000000000000378.  
. 
Isaacson G. Surgical treatment of pediatric rhinosinusitis. Minerva Pediatr. 2015;67(4):357-e368. 
https://pubmed.ncbi.nlm.nih.gov/25369207/. 
 
Komshian SR, Cohen MB, Brook C, Levi JR. Inferior turbinate hypertrophy: A review of the evolution of 
management in children. Am J Rhinol Allergy. 2019;33(2):212-219. Doi: 10.1177/1945892418815351. 
 
Maniaci A, Calvo-Henriquez C, Cammaroto G, et al. Pediatric inferior turbinate hypertrophy: diagnosis and 
management. A YO-IFOS consensus statement. Laryngoscope. 2024. Doi:10.1002/lary.30907 
 
McKeon M, Medina G, Kawai K, Cunningham M, Adil E. Readmissions following ambulatory pediatric endoscopic 
sinus surgery. Laryngoscope. 2019;129(12):2681-2686. Doi: 10.1002/lary.27898.  
 
Mirza AA, Alandejani TA, Shawli HY, Alsamel MS, Albakrei MO, Abdulazeem HM. Outcomes of microdebrider-
assisted versus radiofrequency-assisted inferior turbinate reduction surgery: A systematic review and meta-
analysis of interventional randomised studies. Rhinology. 2020;58(6):530-537. Doi: 10.4193/Rhin19.350.  
 
National Institute for Health and Care Excellence. Radiofrequency tissue for turbinate hypertrophy. Interventional 
procedures guidance IPG495. https://www.nice.org.uk/guidance/ipg495/chapter/2-Indications-and-current-
treatments. Published June 25, 2014. 
 
Pedersen L, Schiöler L, Holmberg K, Ahlström Emanuelsson C, Hellgren J. Age and unplanned postoperative 
visits predict outcome after septoplasty: a national Swedish register study. Int J Otolaryngol. 
2018;2(2018):2379536. Doi: 10.1155/2018/2379536. 
 
Scheithauer MO. Surgery of the turbinates and “empty nose syndrome”. GMS Curr Top Otorhinolaryngol Head 
Neck Surg. 2010;9:Doc03. Doi: 10.3205/cto000067.  
 
Sedaghat AR. Chronic rhinosinusitis. Am Fam Physician. 2017;96(8):500-506. 
https://pubmed.ncbi.nlm.nih.gov/29094889/. 
 
Seidman MD, Gurgel RK, Lin SY, et al. Clinical practice guideline: Allergic rhinitis. Otolaryngol Head Neck Surg. 
2015;152(1 Suppl):S1-43. Doi: 10.1177/0194599814561600.  
 

https://www.nice.org.uk/guidance/ipg495/chapter/2-Indications-and-current-treatments
https://www.nice.org.uk/guidance/ipg495/chapter/2-Indications-and-current-treatments


CCP.1507  6 of 6 

Sinno S, Mehta K, Lee Z-H, Kidwai S, Saadeh PB, Lee MR. Inferior turbinate hypertrophy in rhinoplasty: 
Systematic review of surgical techniques. Plast Reconstr Surg. 2016;138(3):419e-429e. Doi: 
10.1097/PRS.0000000000002433. 
 
Wald ER, Applegate KE, Bordley C, et al. Clinical practice guideline for the diagnosis and management of acute 
bacterial sinusitis in children aged 1 to 18 years. Pediatrics. 2013;132(1):e262-e280. Doi: 10.1542/peds.2013-
1071. 
 
Wright L, Grunzweig KA, Totonchi A. Nasal obstruction and rhinoplasty: A focused literature review. Aesthetic 
Plast Surg. 2020;44(5):1658-1669. Doi: 10.1007/s00266-020-01710-5.  
 
Yuen SN, Leung PP, Funamura J, Kawai K, Roberson DW, Adil FA. Complications of turbinate reduction surgery 
in combination with tonsillectomy in pediatric patients. Laryngoscope. 2017;127(8):1920-1923. Doi: 
10.1002/lary.26421.  

Policy updates 
1/2022: initial review date and clinical policy effective date: 2/2022 

4/2023: Policy modified from investigational to medically necessary, references updated. 
3/2024: Policy references updated. 
 
 


	Coverage policy
	Limitations
	Alternative covered services

	Background
	Findings
	References
	Policy updates

