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Policy: 202017 Effective Date: 07/08/2025 

SUBJECT: Digestive Enzyme Cartridge (Relizorb) Annual Review Date: 07/01/2025 

Last Revised Date: 07/01/2025 

 

Some or all procedure codes listed in this Corporate Medical Policy may be considered 

experimental/investigational. 

 

Definition: Digestive enzyme cartridges (e.g., Relizorb, Alcresta Therapeutics, Inc.) are used in conjunction with enteral 

tube feeding. They contain a lipase enzyme that helps to break down fats in enteral formulas to allow for their absorption 

and utilization by the body. This allows the delivery of more absorbable calories to the patient and helps maintain or 

increase weight gain, leading to increased patient growth and development. 

 

Medical Necessity: The Company considers digestive enzyme cartridges medically necessary and eligible for 

reimbursement providing that all of the following medical criteria are met: 

 

• Enteral feedings are necessary. 

• Diagnosis of exocrine pancreatic insufficiency (due to complications of cystic fibrosis, pancreatitis, diabetes etc).  

 

Use of digestive enzyme cartridges for any other indication may be considered experimental/investigational. 

 

Documentation Requirements: 

 

The Company reserves the right to request additional documentation as part of its coverage determination process. The 

Company may deny reimbursement when it has determined that the services performed were not medically necessary, 

investigational or experimental, not within the scope of benefits afforded to the member, and/or a pattern of billing or 

other practice has been found to be either inappropriate or excessive. Additional documentation supporting medical 

necessity for the services provided must be made available upon request to the Company. Documentation requested may 

include patient records, test results, and/or credentials of the provider ordering or performing a service. The Company also 

reserves the right to modify, revise, change, apply, and interpret this policy at its sole discretion, and the exercise of this 

discretion shall be final and binding. 

 

NOTE: After reviewing the relevant documentation, the Company reserves the right to apply this policy to the 

service, or procedure, supply, product, or accommodation performed or furnished regardless of how the service, or 

procedure, supply, product, or accommodation was coded by the Provider. 

 

Approval or clearance by the U.S. Food and Drug Administration alone is not a basis for coverage. 
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Coverage may differ for Medicare Advantage plan members; please see any applicable national and/or local coverage 

determinations for details. This information may be available at the Centers for Medicare & Medicaid Services (CMS) 

website. 
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Applicable Code(s): 

CPT:  

HCPCS: 

 

B4105 

ICD10 Procedure Codes: 

 

 

 


