
Southwest Journal of Pulmonary and Critical Care/2021/Volume 23 155 

 
Journal of the Arizona, New Mexico, Colorado and California Thoracic Societies 

www.swjpcc.com 

Payer Coverage of Valley Fever Diagnostic Tests 
 

Chloe E Grace Rose
1
, Joshua E Kessler

1
, Jennifer A Weisbrod

1
, Brittanie V Hoang

2
, Amy J 

Grizzle
3
, Jason T Hurwitz

3
, John N Galgiani 

4,5
 

 
1

University of Arizona College of Pharmacy, Tucson, AZ 
2

University of Arizona College of Science, Tucson, AZ 
3

University of Arizona Center for Health Outcomes & PharmacoEconomic Research, Tucson, AZ 
4

University of Arizona College of Medicine, Tucson, AZ 
5

Banner-University Health Valley Fever Program, Tucson, AZ USA 

 

Abstract 

 

Background 

The nonspecific symptoms of Valley fever, or coccidioidomycosis, hinders its proper diagnosis. 

This results in unnecessary health care costs and antibiotic usage. Thus, this study seeks to 

determine the coverage of the Valley fever diagnostic test as provided by Arizona insurance 

companies to increase early diagnosis rates.  

Methods 

Through scripted messaging and telephone communications, we contacted 40 health insurance 

companies in Arizona about their coverage of CPT 86635 (antibody diagnostic assay for 

Coccidioides) without prior authorization under all plan types provided in both primary and urgent 

care settings. If prior authorization was required, we discussed the coverage of ICD-10 codes J18.9 

(pneumonia, unspecified organism), J18.1 (lobar pneumonia, unspecified organism), or L52 

(erythema nodosum).  

Results 

Of the 40 health insurance companies contacted, 25 did not answer our inquiries, most requiring 

member-specific information to share coverage data. The remaining 15 companies covered Valley 

fever testing, of which 4 required prior authorization for the ICD-10 codes of interest. Of these 15 

companies, 14 provided coverage in primary and urgent care settings, and 13 provided coverage 

for all available plans.  

Conclusion 

All payers that provided information covered Valley fever testing. Most of the insurance companies 

that were unable to answer our inquiry likely cover Valley fever testing, but were unable to share 

information with third party inquiries. Obtaining general coverage information is difficult, which 

can potentially impact patient care.  
 

http://www.swjpcc.com/
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Abbreviation List 
● CPT: Current Procedural Terminology 

● ICD: International Classification of Diseases 

● ELISA: enzyme-linked immunosorbent assay 

 
Introduction 

 

Valley fever (i.e., coccidioidomycosis) is 

caused by the fungus Coccidioides and 

infection occurs through inhalation of the 

airborne fungal spores. Symptoms of Valley 

fever infection can be similar to those of 

other respiratory illnesses. While many 

patients who are exposed to the fungus 

remain asymptomatic, about a third 

experience pneumonia, arthralgias, and skin 

rashes such as Erythema nodosum, which 

typically last many weeks to months. A small 

percentage have more progressive 

complications such as chronic fibrocavitary 

pneumonia or dissemination of infection 

beyond the chest.  

 

Around 150,000 infections are estimated to 

occur in the United States each year, mostly 

from Arizona and California (1). Of those 

infected, 50,000 may seek medical attention 

with 10,000 to 20,000 accurately diagnosed as 

Valley fever (2). Nearly two-thirds of all 

diagnoses nationwide originate from Arizona 

where Valley fever is responsible for  

 

about a quarter of all community acquired 

pneumonia (3,4,5). Because the symptoms of 

Valley fever are similar to those of other 

respiratory illnesses, diagnosis and treatment 

is often delayed if a laboratory diagnosis is 

not pursued, most commonly by a simple 

blood test. For this reason, national 

guidelines recommend that patients should 

be tested for Valley fever if they have 

symptoms of pneumonia or Erythema 
nodosum and either live in or have recently 

travelled to areas where Coccidioides is 
found. 

In addition to problems with under-

diagnosing, there can also be long delays in  

 

 

 

reaching a diagnosis. It has been estimated 

that 43% of Valley fever cases take longer 

than one month to diagnose (6). A 2021 

study reported that of 1,287 new Valley fever 

cases, only 12% were diagnosed in the 

primary care setting, and less than 1% in 

urgent care (7). The majority of cases were 

unnecessarily diagnosed during an average 

three-day hospital stay after patients received 

14 antibiotic doses, contributing to increases 

in both bacterial resistance and healthcare 

costs (7). Promoting awareness of Valley 

fever testing, specifically in urgent care and 

primary care settings where patients often 

present due to symptoms, is important in 

order to avoid delays in diagnosis and 

treatment, especially in endemic areas. 

 

Increasing Valley fever diagnosis rates could 

have numerous benefits. Routine serology 

testing in patients who are suspected to have 

pneumonia would help increase Valley fever 

diagnosis, and reduce antibiotic use, which is 

often used empirically in these patients 

without effect, since Valley fever is a fungal 

infection and does not respond to antibiotics. 

Some of the excess costs associated with 

Valley fever are due to long delays to identify 

Valley fever. Reductions in unnecessary 

healthcare costs due to repeated primary and 

urgent care visits, and hospital admissions 

could be expected. Lifetime costs for the 

10,359 cases of Valley fever diagnosed in 

Arizona in 2019 were estimated at $736 

million (8). This represents a potentially 

important target that could lead to cost 

savings for patients and the healthcare 

system.  
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The purpose of this research is to determine 

coverage of the diagnostic test for Valley fever 

by insurance payers in Arizona. This is in 

response to the frequently asked question by 

both patients and clinicians regarding 

whether testing would incur out-of-pocket 

costs, and thus be declined by patients. 

Findings from this research will inform 

healthcare providers about coverage of the 

Valley fever test in Arizona to help increase 

early diagnosis of Valley fever, improve 

patient outcomes, and reduce healthcare 

costs (7). 

 

Methods 
 

Design  

This is a descriptive study designed to 

determine payer coverage of Valley fever 

diagnostic tests. We used scripted messaging 

and telephone communications to contact 

payer organizations directly. All 

communications aimed to answer the 

question: is the Current Procedural 

Terminology (CPT) code 86635, an antibody 

diagnostic assay for Coccidioides, covered 

without prior authorization in primary and 

urgent care settings? CPT codes refer to a set 

of medical codes created and maintained by 

the American Medical Association (AMA) to 

represent procedures and services. This CPT 

code was chosen because it encompasses all 

forms of Valley fever diagnostic tests, 

including complement fixation, 

immunodiffusion and enzyme-linked 

immunosorbent assay (ELISA).  

 

While precise sensitivity and specificity has 

not been established for ELISA, it is thought 

to be highly specific and more sensitive than 

older methods (9). Serologic ELISA testing is 

done by reference laboratories and results 

are returned between two days and two 

weeks, depending upon the clinic’s location 

and procedures for send-out tests.  A rapid 

test is available, but it requires a CLIA-

certified laboratory which is not normally on 

site in most clinics (10). Clearly a point-of-

care test would improve diagnosis. 

 

We attempted to elucidate coverage further 

by inquiring about plan types, coverage 

settings, and specific ICD-10 diagnostic 

codes. Plan type was identified as all, not 
specified, or other. Payers that did not specify 

the plan type or provided coverage 

information for the most basic plan were 

assumed to cover all plans. In addition, we 

focused on coverage in urgent care and 

primary care settings, which have the greatest 

potential for improving diagnoses. Lastly, if 

coverage was dependent upon diagnosis and 

required prior authorization, we inquired 

whether ICD-10 codes J18.9 (pneumonia, 

unspecified organism), J18.1 (lobar 

pneumonia, unspecified organism), or L52 

(erythema nodosum) would qualify for 

coverage of CPT 86635. 

 

Study Population 

We identified payers based on a list of claims 

for CPT 86635 retrieved from Sonora Quest 

Laboratories, one of Arizona’s market share 

leaders among clinical laboratories (11). 

Claims data was provided by Brian Mochon 

PhD, Clinical Associate Professor at the 

University of Arizona College of Medicine, 

and System Medical Director of Clinical 

Microbiology and Infectious Disease 

Serology for Banner Health and Sonora 

Quest Laboratories. The claims list was 

generated from patient visits at Banner 

Health facilities across Arizona. Sonora 

Quest Laboratories processed the samples 

used in Valley fever diagnoses and billed 

payers using CPT 86635. We used this 

claims list to identify payers to contact after 

removing duplicate payer entries and third-

party claims processors.  

 

Data Collection 

We used a predefined protocol to 

standardize the data collection process. 

When available, we contacted payers 
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electronically through the use of built-in chat 

or messaging systems on the company 

websites, using a standardized message. We 

allowed 3 business days for a response. If 

they did not respond, did not provide an 

appropriate answer, or there was no 

messaging service available, we phoned the 

company using member or provider services. 

A copy of our data collection protocol is 

included in the supplemental materials 

(Figure S1).  

 

Data collection and management used 

REDCap (Research Electronic Data Capture) 

hosted at The University of Arizona (version 

11.3.4). REDCap is a secure, web-based 

software platform designed to support data 

capture for research studies (12,13). The list 

of variables obtained from communication 

with payer organizations included: payer 

name, method of communication used 

(message and telephone), department 

contacted, CPT 86635 coverage (including 

ICD-10 codes in the event of prior 

authorization), settings of coverage (urgent 

care, primary care, both), type of plan 

covered, and miscellaneous data including 

reason for non-disclosure of coverage. A 

copy of the complete data collection form is 

included in the supplemental materials 

(Figure S2).  

 

Data Analysis  

This is a descriptive study; no statistical 

significance testing was performed. Results 

are displayed as measures of frequency, 

including counts and percentages.  

 

Results 
 

Between 01/01/2021 and 09/21/2021 claims 

were submitted to 53 insurance payers. 

Duplicates and different plans under the 

same payer were merged and third-party 

claims processors were also excluded, 

resulting in 40 insurance payers for our study.  

 

Data collection through contact with 

insurance companies occurred during 

September and October 2021. Of the 40 

insurance payers identified, 12 (30.0%) had 

accessible online messaging via a messaging 

portal or email address. After messaging each 

of these payers with the scripted message, 6 

responded. We contacted 35 (87.5%) 

insurance payers via telephone.  

 

CPT 86635 was identified as covered in 15 

(37.5%) of our communications (Figure 1).  

 

 
Click here to view Figure 1 in an enlarged 

window. 
Figure 1. Coverage of CPT code 86635 

(Valley fever diagnostic tests) by 40 payers. 

 

Of those 15 payers, 4 required prior 

authorization while 11 (73.3%) did not. All 

three of the ICD-10 codes (J18.1, J18.9, and 

L52) were accepted to obtain authorization. 

Those that did require prior authorization 

were either Department of Defense 

associated plans, or were not based out of 

Arizona, where coccidioidomycosis 

infections may not be as prominent. 

 

Both the online message and phone script 

included differences in CPT coverage 

between an urgent care and primary care 

setting. Positive coverage responses that did 

not differentiate variations in coverage based 

on setting were recorded as covered in both 

urgent care and primary care. Of all positive 

coverages, 14 (93.3%) were covered in both 

urgent care and primary care and 1 (6.7%) 

https://static1.1.sqspcdn.com/static/f/654826/28488242/1639165089717/052-21+Figure+S1.jpg?token=RCttENzr9D5PZm7WXF0bdLoVsnM%3D
https://static1.1.sqspcdn.com/static/f/654826/28488243/1639165091010/052-21+Figure+S2.jpg?token=iiLSpr8REBXsPTGORCcsl8lfxug%3D
https://static1.1.sqspcdn.com/static/f/654826/28488225/1639162531060/052-21+Figure+1.jpg?token=UpFundu2BCZX%2FB8CUZFGtO5vc4U%3D
https://static1.1.sqspcdn.com/static/f/654826/28488225/1639162531060/052-21+Figure+1.jpg?token=UpFundu2BCZX%2FB8CUZFGtO5vc4U%3D
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did not specify if coverage was for both 

urgent care and primary care. Table 1 

summarizes CPT coverage details.  

 

Table 1. Coverage details for CPT code 

86635 among payers (N = 40)
 a

. 

 
Click here to view Table 1 in an enlarged 

window. 
a

List of payers (N=40) included: AARP 

Medicare, Aetna, All Savers, Allied Benefits 

System, Allwell, Ambetter, American Indian 

Health Program, ASR Health Benefits, AZ 

Foundation for Medical Care, Banner Family 

Care, BCBS Alabama, BCBS AZ, Bright 

Health, Care 1st Wellcare, CHAMP, Cigna, 

GEHA, Health Net, Humana, Imperial 

Health Texas Inc., Intel Arizona Connected 

Care, Kaiser Permanente, The Loomis 

Company, Medicare, Mercy Care, Meritain, 

Molina Complete Care of AZ, Multiplan 

Unified Life Insurance Company, OneCare 

Wellcare Medicare Advantage, Oscar Health 

Plan, Philadelphia American Life, Railroad 

MCR, Sierra Health and Life, Steward 

Health Choice, Summit, Tricare, Triwest 

VAPC, United Health, United Healthcare 

Community Plan, and WellCare MCR. 

 

Of the 15 covered communications, 13 

(86.7%) covered all plans, while 1 (6.7%) 

communication did not specify variation 

between plans, and 1 (6.7%) was member-

specific to one of our researchers and 

denoted as “other”. 

 

Of the 40 insurers contacted, 25 (62.5%) 

were unable to provide coverage information 

for Valley fever testing. The majority 

required member-specific information in 

order to disclose coverage details about a 

contracted plan. Given we had no specific 

patient for each plan and were only making 

general inquiries on behalf of a physician, we 

listed these communications as “Unable to 

Determine”. None of the 40 payers indicated 

that CPT code 86635 was not covered.  

 

Discussion 

 

In this study, we obtained coverage 

information for Valley fever diagnostic tests 

from 15 of the 40 payers we contacted. Of 

note, none of the remaining 25 payers said 

CPT code 86635 was not covered under 

their plans, only that they could not provide 

information, largely because such 

information requires specific member 

identification for one of their plan holders. In 

addition, 4 of the total providers required 

prior authorization for the diagnostic. These 

providers were either Department of Defense 

associated plans or were not based out of 

Arizona or California. Since 

coccidioidomycosis is largely endemic to 

Arizona and California, it is not unreasonable 

for an out of state insurance provider to 

require a prior authorization for a condition 

that is not endemic to their population. 

However, some national providers and out of 

state providers did state they cover the 

diagnostic without a prior authorization.  

 

The difficulty of obtaining general coverage 

information from an insurance payer quickly 

became apparent. We anticipated that some 

payers would not disclose coverage 

information, however, given that we were 

requesting information on behalf of a 

practicing physician, we did not anticipate 

this response from most payers. The lack of 

transparency in providing benefit information 

to potential patients or providers is 

https://static1.1.sqspcdn.com/static/f/654826/28488227/1639162532207/052-21+Table+1.jpg?token=lLOwVdCGeOUw8kZn6PInb%2FGswuw%3D
https://static1.1.sqspcdn.com/static/f/654826/28488227/1639162532207/052-21+Table+1.jpg?token=lLOwVdCGeOUw8kZn6PInb%2FGswuw%3D
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concerning and may negatively impact patient 

care. However, based upon the favorable 

response we received from payers that did 

provide information, it is likely that most of 

the insurers unable to provide information 

do cover the Valley fever diagnostic test.  

 

Our findings build upon literature describing 

the lack of diagnoses of Valley fever, 

predominantly in the urgent care setting. Pu 

et al. (2020) reported the total diagnosis of 

coccidioidomycosis was a mere 0.5% in the 

urgent care setting from 2017-2019. At the 

time of our study, we found no previous 

publications on payer coverage of Valley 

fever diagnostic tests. However, we identified 

similar methods utilized in the existing 

literature. Cohen et al. (2019) researched 

insurance policies for coverage of gender re-

affirming surgeries via online and telephonic 

methods and identified policies for 124 of 

150 payers (14). A report by Park et al. 

(2019) researched insurance coverage 

policies for multiple pharmacogenomic tests 

via online methods and identified policies for 

33 of 41 payers (15). Both of these studies 

were able to identify a larger proportion of 

coverage from the identified payers than our 

current study, though Park et al. (2019) did 

highlight difficulties from a patient or 

provider perspective in identifying payer 

coverage (13). 

 

Results, however, must be considered in light 

of several study limitations. Payers were 

limited to those that were available via claims 

data from Sonora Quest Laboratories for 

predominantly Arizona payers. In addition, 

the claims data were derived solely from 

patients seen at Banner Health facilities, 

excluding patients seen for diagnosis and 

claims filed outside of the Banner Health 

network. The actual population of Valley 

fever patients is likely larger and may have 

had different coverage patterns than we 

collected. This data source and focus on 

Arizona limits generalizability of findings. 

However, Valley fever is endemic to Arizona 

and the Southwestern region of the United 

States.  

 

This study also faced data collection 

limitations. Although our communications 

were scripted, the payers’ representatives may 

have not had a similar procedure. We may 

have obtained different results based upon 

the individual who was communicated with, 

and this may have impacted our ability to 

gather information.  

 

For this study, we assumed that confirming 

CPT 86635 coverage by the payer’s 

representative meant coverage was 

generalizable to all plan types offered by the 

payer and all care settings where a patient 

might be seen. If a payer did not specify 

variability in coverage based on plan or care 

setting, we assumed all plans and all care 

settings were covered without need for prior 

authorization.   

 

Due to barriers that often exist for patients to 

see a primary care provider in a timely 

manner, many patients’ first interaction for 

Valley fever is in an urgent care setting. 

There remains a need to educate these 

providers about the availability and coverage 

of tests for patients, as current lack of 

knowledge may negatively impact patient care 

by delaying diagnoses and potentially leading 

to hospitalization.  While insurance coverage 

or cost may or may not be a limiting factor 

for a provider to order the diagnostic test, 

cost could be a limiting factor for the patient. 

Education can be provided to providers 

about recognition and testing coverage for 

Valley fever. Patients could then be educated 

as well in recognition of symptoms and 

insurance coverage trends, which could 

increase total tests ordered. Increased testing 

rates could help identify Valley fever 

diagnoses sooner and more frequently. This 

study highlights an important step of 

identifying payer coverage for Valley fever 
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diagnosis in an urgent care setting. These 

results may help to inform providers about 

insurance coverage for their patients and 

increase early diagnosis of Valley fever cases. 

Future research could build upon this study 

by incorporating provider knowledge and 

education in relation to the impact on 

patients presenting with Valley fever in urgent 

care and primary care settings. 
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