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CMM-600.1: Prior Authorization Requirements 
 Prior-authorization requests should be submitted at least two weeks prior to the 

anticipated date of an elective spinal surgery. 
 Minimum documentation requirements needed to complete a prior authorization 

request for spinal surgery include ALL of the following: 
 CPT codes, disc level(s) or motion segments involved for planned surgery, and 

ICD-10 codes 
 Detailed documentation of the type, duration, and frequency of provider-directed 

non-surgical treatment (e.g. interventional pain management, medication 
management, physical therapy, chiropractic care, provider-directed active 
exercise program, etc.) and the response to each treatment 
 Detailed documentation explaining why a sufficient trial of non-surgical 

treatment was contraindicated if applicable 
 Detailed documentation of less than clinically meaningful improvement for 

each treatment. 
 Written reports/interpretations of the most recent advanced diagnostic imaging 

studies (e.g. CT, MRI, Myelography) by an independent radiologist. Clinically 
significant discrepancies in interpretations between the surgeon and the 
radiologist need to be reconciled in the documentation submitted for prior 
authorization. 
 Acceptable imaging modalities for purposes of the Spine Surgery guidelines 

are: CT, MRI, and Myelography. 
 Discography or MR Spectroscopy results will not be used as a determining 

factor of medical necessity for any requested procedure. Discography or MR 
Spectroscopy use is not endorsed. 

 For spinal fusion surgery requests: documentation of flexion-extension plain X-
rays based upon indications for instability and/or other plain X-rays that 
document failure of instrumentation, fusion, etc. 

 Documentation of nicotine-free status as evidenced by EITHER of the following, 
unless this is an urgent/emergent request for fusion, disc arthroplasty, or when 
myelopathy is present: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 
 Note: In order to complete the prior authorization process for spinal fusion 

surgery, allow for sufficient time for submission of lab results performed 
after the 6-week cessation period. 

 Some procedures in the eviCore Spine Surgery Guidelines require a trial of 
epidural steroid injection(s) (ESIs)/selective nerve root blocks (SNRBs) unless 
there is a documented contraindication(s) to ESIs/SNRBs.; Contraindications to 
ESIs/SNRBs include the presence of ANY of the following: 
 Allergy to the medication to be administered 
 A significantly altered or eliminated epidural space (e.g. congenital anatomic 

anomalies or previous surgery) 
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 Anticoagulation therapy 
 Bleeding disorder 
 Localized infection in the region to be injected 
 Systemic infection 
 Other co-morbidities which could be exacerbated by steroid usage (e.g. 

poorly controlled hypertension, severe congestive heart failure, diabetes, etc.) 

CMM-600.2: Urgent/Emergent Requests
 All patients being evaluated for spine surgery should be screened for indications of a

medical condition that requires urgent/emergent treatment. The presence of such
indications/conditions warrants definitive surgical treatment in lieu of provider-
directed non-surgical management and/or proof of smoking cessation. Confirmatory
imaging studies are required.

 An urgent/emergent request is based on the 2019 NCQA standards for utilization
management and is as follows:
 A request for medical care or services where application of the time frame for

making routine or non-life threatening care determinations: 
 Could seriously jeopardize the life or health of the member or the member’s 

ability to regain maximum function, based on a prudent layperson’s judgment, 
OR 

 Could seriously jeopardize the life, health, or safety of the member or others, 
due to the member’s psychological state, OR 

 In the opinion of a practitioner with knowledge of the member’s medical or 
behavioral condition, would subject the member to adverse health 
consequences without the care or treatment that is the subject of the request. 

CMM-600.3: Definitions
 Meyerding Classification Grade of Spondylolisthesis is determined by

measuring the degree of slip using standing, neutral lateral radiographs of the
lumbar spine. The classification system divides slip into five grades: 0% to 25% is
Grade I, 25% to 50% is Grade II, 50% to 75% is Grade III, 75% to 100% is Grade IV,
and greater than 100% is Grade V.

 Motor deficits (weakness) should be defined by the specific myotomal distribution
(e.g., weakness of toe flexion/extension, knee flexion/extension, ankle dorsi/plantar
flexion, wrist dorsi/palmar flexion) and gradation of muscle testing should be
documented as follows:

Grading of Manual Muscle Testing 
0 No muscle activation 
1 Trace muscle activation, such as a twitch, without achieving full range of motion 
2 Muscle activation with gravity eliminated, achieving full range of motion 
3 Muscle activation against gravity, full range of motion 
4 Muscle activity against some resistance, full range of motion 
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Grading of Manual Muscle Testing 
5 Muscle activation against examiner’s full resistance, full range of motion 

 Radiculopathy (for the purpose of this policy):, the presence of pain,
dysesthesia(s), or paresthesia(s) reported by the individual in a level-specific referral
pattern of an involved named spinal root(s) causing significant functional limitations,
(i.e., diminished quality of life and impaired age-appropriate activities of daily living).

 Spinal stenosis: the narrowing of the spinal canal usually due to spinal degeneration
that occurs with aging. It may also be the result of spinal disc herniation,
osteoarthritis, or a tumor.
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CMM-601.1: General Guidelines 
 The determination of medical necessity for the performance of cervical fusion with 

and without discectomy is always made on a case-by-case basis. 
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 
 The presence of urgent/emergent indications/conditions warrants definitive surgical 

treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management  
 Proof of smoking cessation  
 Recent (within 6 months) plain X-rays of the cervical spine  
 Absence of unmanaged significant mental and/or behavioral health disorders  

 Urgent/emergent conditions for cervical fusion with and without discectomy include 
ANY of the following:  
 Acute/unstable traumatic spinal fractures or dislocations with neural compression 
 Central cord syndrome 
 Documentation of progressive neurological deficit on two separate physical 

examinations 
 ANY of the following due to a neurocompressive pathology: 

 Motor weakness of grade 3/5 or less of specified muscle(s) 
 Rapidly progressive symptoms of motor loss 
 Bowel incontinence 
 Bladder incontinence/retention  

 Epidural hematoma 
 Infection (e.g. discitis, epidural abscess, osteomyelitis) 
 Myelopathy or Cord signal changes on MRI due to cord compression 
 Occipitocervical and/or Atlantoaxial (C1-C2) instability (non-traumatic) due to 

ANY of the following: 
 Rheumatoid arthritis 
 Congenital abnormality of occipitocervical/C1-C2 vertebrae 
 Os odontoideum 

 Neoplasms of the spine 
 Primary or metastatic neoplastic disease causing pathologic fracture, cord 

compression or instability 
 Documentation of severe debilitating pain and/or dysfunction to the point of being 

incapacitated 
 Flexion-extension plain X-rays demonstrate instability and include ANY of the 

following: 
 >3.5 mm sagittal plane translation 
 >20% sagittal plane translation of vertebral body width 
 >11 degrees relative sagittal plane angulation 
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CMM-601.2: Initial Primary Anterior Cervical Discectomy and Fusion 
(ACDF) 
Initial primary anterior cervical discectomy and fusion (ACDF) is considered medically 
necessary when ALL of the following are met: 
 Recent (within 6 months) plain X-rays of the cervical spine have been performed 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Performed for EITHER of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following:  
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity with or 
without concordant objective physical examination findings resulting in 
disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) MRI/CT identifies nerve root impingement caused 
by herniated disc(s) and/or osteophytes that is concordant with the patient’s 
symptoms and physical examination findings 

 Documentation of nicotine-free status with EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 
 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
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 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand  

 Recent (within 6 months) MRI/CT findings that are concordant with the 
patient’s symptoms and physical examination findings including EITHER of 
the following: 
 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis  

CMM-601.3: Repeat Anterior Cervical Discectomy and Fusion (ACDF) 
at the Same Level 
Repeat anterior cervical discectomy and fusion (ACDF) at the same level is considered 
medically necessary for ANY of the following: 
 Painful pseudarthrosis documented by confirmatory imaging that is unresponsive to 

6 months of non-surgical treatment  
 Recent (within 6 months) post-operative plain X-rays of the cervical spine including 

flexion/extension lateral views with radiographic evidence of implant/structural bone 
graft malposition or implant/structural bone graft failure 

 Performed for ANY of the following conditions: 
 Unremitting neck pain when ALL of the following are met: 

 Significant level of pain on a daily basis defined as EITHER of the following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7  
 Severe, disabling, crippling, or incapacitating pain 

 Greater than 6 months since prior anterior cervical discectomy and fusion 
(ACDF) procedure at the same level  

 Absence of unmanaged significant mental and/or behavioral health disorders 
(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders) 

 Less than clinically meaningful improvement with BOTH of the following 
unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks 
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 Provider-directed exercise program prescribed by a physical therapist, 
chiropractic provider, osteopathic or allopathic physician for 6 weeks 

 Recent (within 6 months) post-operative MRI/CT findings that are concordant 
with the patient’s symptoms and/or physical examination findings presenting 
post-operatively  

 Documentation of nicotine-free status including EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Radiculopathy secondary to herniated disc or osteophyte when ALL of the 
following are met: 
 Initial relief of symptoms following previous disc decompression procedure at 

the same level 
 Absence of unmanaged significant mental and/or behavioral health disorders 

(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders)  

 Greater than 6 weeks since the initial anterior cervical discectomy/fusion 
surgery 

 Subjective symptoms including BOTH of the following:  
 Significant level of pain on a daily basis defined as EITHER of the 

following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit  
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Selective nerve root block(s) performed at the same level(s) as the 

requested ACDF or epidural steroid injection(s) 
 Recent (within 6 months) post-operative confirmatory imaging including 

EITHER of the following that is concordant with the patient’s symptoms and 
physical examination findings: 
 MRI /CT confirms evidence of neural structure compression (e.g. either 

retained disc material or a recurrent disc herniation) 
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 CT documenting pseudarthrosis, no less than 6 months after initial fusion 
 Documentation of nicotine-free status including EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Myelopathy when ALL of the following are met: 
 Initial relief of symptoms following previous disc decompression procedure at 

the same level 
 Absence of unmanaged significant mental and/or behavioral health disorders 

(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders)  

 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand 

 Recent (within 6 months) post-operative confirmatory MRI/CT findings 
including ANY of the following: 
 MRI /CT confirms evidence of neural structure compression 
 MRI /CT identifies stenosis  
 CT scan documenting pseudarthrosis, no less than 6 months after initial 

fusion  

CMM-601.4: Adjacent Segment Disease 
Anterior cervical discectomy and fusion (ACDF) for a degenerative spinal segment 
adjacent to a previous decompression or fusion procedure is considered medically 
necessary when ALL of the following are met:  

 Recent (within 6 months) plain X-rays of the cervical spine including 
flexion/extension lateral views and advanced diagnostic imaging demonstrating 
successful decompression and/or fusion at the adjacent level 
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 The prior decompression or fusion procedure at an adjacent level was performed at 
least 6 months prior.  

 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 
major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders)  

 Performed for EITHER of the following conditions:  
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks  
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) MRI/CT identifies nerve root impingement caused 
by herniated disc(s) or osteophytes that is concordant with the patient’s 
symptoms and physical examination findings 

 Documentation of nicotine-free status with EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bo due to a neurocompressive pathology 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test 
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 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand 

 Recent (within 6 months) MRI/CT findings that is concordant with the patient’s 
symptoms or physical examination findings including EITHER of the following: 
 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis  

CMM-601.5: Failed Cervical Disc Arthroplasty Implant 
Anterior cervical decompression and fusion following failed cervical disc arthroplasty 
implant is considered medically necessary for EITHER of the following: 
 Recent (within 6 months) post-operative imaging studies demonstrating failure of a 

cervical disc arthroplasty implant (i.e. subsidence, loosening, infection, dislocation, 
subluxation, vertebral body fracture, dislodgement)  

 Performed for ANY of the following conditions:  
 Unremitting neck pain when ALL of the following are met: 

 Significant level of pain on a daily basis defined as EITHER of the following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Greater than 6 months since prior since prior cervical disc arthroplasty 
procedure at the same level  

 Absence of unmanaged significant mental and/or behavioral health disorders 
(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders)  

 Less than clinically meaningful improvement with prescription strength 
analgesics, steroids, and/or NSAIDs for 6 weeks unless contraindicated 

 Recent (within 6 months) post-operative MRI/CT findings that are concordant 
with the patient’s symptoms or physical examination findings 

 Documentation of nicotine-free status including EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Radiculopathy when ALL of the following are met: 
 Greater than 6 months since the prior cervical disc arthroplasty procedure 
 Absence of unmanaged significant mental and/or behavioral health disorders 

(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders)  

 Subjective symptoms including BOTH of the following: 
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 Significant level of pain on a daily basis defined as EITHER of the 
following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with any TWO of the following 

unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) post-operative MRI/CT identifies nerve root 
impingement caused by herniated disc(s) or osteophytes that is concordant 
with the patient’s symptoms or physical examination findings 

 Documentation of nicotine-free status including EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Myelopathy when ALL of the following are met: 
 Greater than 6 months since the prior cervical disc arthroplasty procedure 
 Absence of unmanaged significant mental and/or behavioral health disorders 

(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders)  

 Subjective symptoms including ANY of the following:  
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
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 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand 

 Recent (within 6 months) post-operative MRI/CT findings that are concordant 
with the patient’s symptoms or physical examination findings including ANY of 
the following: 
 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis 

CMM-601.6: Non-Indications 

Not medically Necessary 
 Anterior cervical discectomy and fusion (ACDF) is not medically necessary for 

EITHER of the following: 
 Chronic non-specific neck or arm pain of unknown etiology 
 Cervical degenerative disc disease without radiculopathy or myelopathy 
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CMM-601.7: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational purposes 
only. Any given code’s inclusion on this list does not necessarily indicate prior authorization is 
required. 

CPT® Code Description/Definition 

22548 Arthrodesis, anterior transoral or extraoral technique, clivus-C1-C2 (atlas-axis), with or 
without excision of odontoid process 

22551 Arthrodesis, anterior interbody, including disc space preparation, discectomy, 
osteophytectomy and decompression of spinal cord and/or nerve roots; cervical below C2 

+22552 
Arthrodesis, anterior interbody, including disc space preparation, discectomy, 
osteophytectomy and decompression of spinal cord and/or nerve roots; cervical below C2, 
each additional interspace (List separately in addition to code for separate procedure) 

22554 Arthrodesis, anterior interbody technique, including minimal discectomy to prepare 
interspace (other than for decompression); cervical below C2 

+22585 
Arthrodesis, anterior interbody technique, including minimal discectomy to prepare 
interspace (other than for decompression); each additional interspace (List separately in 
addition to code for primary procedure) 

+22845 Anterior instrumentation; 2 to 3 vertebral segments (List separately in addition to code for 
primary procedure) 

+22846 Anterior instrumentation; 4 to 7 vertebral segments (List separately in addition to code for 
primary procedure) 

+22853 
Insertion of interbody biomechanical device(s) (eg, synthetic cage, mesh) with integral 
anterior instrumentation for device anchoring (eg, screws, flanges), when performed, to 
intervertebral disc space in conjunction with interbody arthrodesis, each interspace (List 
separately in addition to code for primary procedure) 

+22854 

Insertion of intervertebral biomechanical device(s) (eg, synthetic cage, mesh) with integral 
anterior instrumentation for device anchoring (eg, screws, flanges), when performed, to 
vertebral corpectomy(ies) (vertebral body resection, partial or complete) defect, in 
conjunction with interbody arthrodesis, each contiguous defect (List separately in addition 
to code for primary procedure) 

+22859 
Insertion of intervertebral biomechanical device(s) (eg, synthetic cage, mesh, 
methylmethacrylate) to intervertebral disc space or vertebral body defect without interbody 
arthrodesis, each contiguous defect (List separately in addition to code for primary 
procedure) 

63075 Discectomy, anterior, with decompression of spinal cord and/or nerve root(s), including 
osteophytectomy; cervical, single interspace 

+63076 
Discectomy, anterior, with decompression of spinal cord and/or nerve root(s), including 
osteophytectomy; cervical, each additional interspace (List separately in addition to code 
for primary procedure) 

63081 Vertebral corpectomy (vertebral body resection), partial or complete, anterior approach 
with decompression of spinal cord and/or nerve roots(s); cervical, single segment 

+63082 
Vertebral corpectomy (vertebral body resection), partial or complete, anterior approach 
with decompression of spinal cord and/or nerve roots(s); cervical, single segment; cervical, 
each additional segment (List separately in addition to code for primary procedure) 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The final 
determination of reimbursement for services is the decision of the health plan and is based on the 
individual’s policy or benefit entitlement structure as well as claims processing rules. 
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CMM-602.1: General Guidelines 
 The determination of medical necessity for the performance of cervical total disc 

arthroplasty is always made on a case-by-case basis. 
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 
 The presence of urgent/emergent indications/conditions warrants definitive surgical 

treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 
 Absence of unmanaged significant mental and/or behavioral health disorders 

 Urgent/emergent conditions for cervical total disc arthroplasty include ANY of the 
following:  
 Myelopathy or Cord signal changes on MRI due to cord compression 
 Central cord syndrome 
 Documentation of progressive neurological deficit on two separate physical 

examinations 
 ANY of the following due to a neurocompressive pathology 

 Motor weakness of grade 3/5 or less of specified muscle(s) 
 Rapidly progressive symptoms of motor loss 
 Bowel incontinence 
 Bladder incontinence/retention  

 Documentation of severe debilitating pain and/or dysfunction to the point of being 
incapacitated 

CMM-602.2: Initial Primary Cervical Total Disc Arthroplasty 
Initial primary cervical total disc arthroplasty is considered medically necessary when 
ALL of the following are met: 
 The patient has degenerative cervical disc disease with intractable radiculopathy 

and/or myelopathy, producing symptomatic nerve root and/or spinal cord 
compression due to herniated disc and/or osteophyte formation. 

 The patient is skeletally mature. 
 Cervical disc prosthesis approved by the FDA or for an FDA approved indication and 

in accordance with FDA labeling 
 No previous surgeries at the operative level  
 No prior fusion at an adjacent cervical level 
 The planned implant(s) will be used in the reconstruction of cervical disc(s) at C3-

C7, following discectomy.  
 The planned implant(s) is/are for a single level or simultaneous two contiguous level 

replacement(s) 
 The patient is a candidate for single-level or two level anterior cervical 

decompression(s) and interbody fusion(s) 
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 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 
major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Absence of clinically significant cervical instability on resting or lateral 
flexion/extension plain X-rays, defined as kyphotic deformity/significant reversal or 
lordosis or spondylolisthesis (e.g. > 3.5 mm subluxation/translation or > 11 degrees 
angulation/rotational difference) from that of either adjacent spinal level 

 Performed for EITHER of the following conditions:  
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity  
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) MRI/CT identifies nerve root impingement caused 
by herniated disc(s) and/or osteophytes that is concordant with the patient’s 
symptoms and physical examination findings 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Urinary urgency 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
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 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand  

 Recent (within 6 months) MRI/CT findings that are concordant with the 
patient’s symptoms and physical examination findings including EITHER of 
the following: 
 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis  

CMM-602.3: Failed Cervical Total Disc Arthroplasty Implant 
Revision of a failed cervical total disc arthroplasty to a cervical fusion is considered 
medically necessary when the patient is a candidate for single-level or two level 
anterior cervical decompression(s) and interbody fusion(s). For Anterior Cervical Fusion 
refer to CMM-601.5: Failed Cervical Disc Arthroplasty Implant or for Posterior 
Cervical Fusion refer to CMM 604.5: Failed Cervical Disc Arthroplasty Implant.   
 Recent (within 6 months) post-operative imaging studies of the cervical spine 

including flexion/extension lateral views demonstrating failure of a cervical disc 
arthroplasty implant (i.e., subsidence, loosening, dislocation/subluxation, vertebral 
body fracture without instability, dislodgement)  

 Performed for ANY of the following conditions:  
 Unremitting neck pain when ALL of the following are met: 

 Significant level of pain on a daily basis defined as EITHER of the following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Greater than 6 months since prior cervical disc arthroplasty procedure  
 Absence of unmanaged significant mental and/or behavioral health disorders 

(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders)  

 Less than clinically meaningful improvement with prescription strength 
analgesics, steroids, and/or NSAIDs for 6 weeks unless contraindicated 

 Recent (within 6 months) post-operative MRI/CT findings that are concordant 
with the patient’s symptoms or physical examination findings 

 Radiculopathy when ALL of the following are met: 
 Greater than 6 months since the prior cervical disc arthroplasty procedure 
 Absence of unmanaged significant mental and/or behavioral health disorders 

(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders)  

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following:  
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
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 Severe, disabling, crippling, or incapacitating pain 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

resulting in disability 
 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with any TWO of the following 

unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) post-operative MRI/CT identifies nerve root 
impingement caused by herniated disc(s) or osteophytes that is concordant 
with the patient’s symptoms or physical examination findings 

 Myelopathy when ALL of the following are met: 
 Greater than 6 months since the prior cervical disc arthroplasty procedure 
 Absence of unmanaged significant mental and/or behavioral health disorders 

(e.g. major depressive disorder, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders)  

 Subjective symptoms including ANY of the following:  
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand 

 Recent (within 6 months) post-operative MRI/CT findings that are concordant 
with the patient’s symptoms or physical examination findings including ANY of 
the following: 
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 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis  

CMM-602.4: Adjacent Segment Disease Secondary to Cervical Total 
Disc Arthroplasty 
Cervical total disc arthroplasty for adjacent segment disease secondary to cervical total 
disc arthroplasty is considered medically necessary when ALL of the following are 
met: 
 The patient has degenerative cervical disc disease with intractable radiculopathy 

and/or myelopathy, producing symptomatic nerve root and/or spinal cord 
compression due to herniated disc and/or osteophyte formation. 

 The patient is skeletally mature 
 Cervical disc prosthesis approved by the FDA or for an FDA approved indication and 

in accordance with FDA labeling 
 The planned implant(s) will be used in the reconstruction of cervical disc(s) at C3-

C7, following discectomy 
 Recent (within 6 months) imaging studies of the cervical spine including 

flexion/extension lateral views demonstrating successful cervical total disc 
arthroplasty at the adjacent level 

 The prior total disc arthroplasty procedure at an adjacent level was performed at 
least 6 months prior. 

 No previous surgeries on the disc(s) involved 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders)  

 Performed for EITHER of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following:  
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings  
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 Less than clinically meaningful improvement with at least TWO of the 
following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks 
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) MRI/CT identifies nerve root impingement caused 
by herniated disc(s) or osteophytes that is concordant with the patient’s 
symptoms and physical examination findings 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand 

 Recent (within 6 months) MRI/CT findings that is concordant with the patient’s 
symptoms or physical examination findings including EITHER of the following: 
 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis  
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CMM-602.5: Non-Indications 

Not Medically Necessary 
 Cervical total disc arthroplasty for degenerative disc disease as the sole indication is 

considered not medically necessary. 

Experimental, Investigational, and/or Unproven (EIU) 
 Cervical total disc arthroplasty is considered experimental, investigational, or 

unproven (EIU) when ANY of the following are present: 
 Patient is under age 18 or over age 60 
 Any prior surgery at the operative level 
 The planned procedure includes the combined use of a prosthesis and spinal 

fusion  
 A prior fusion at an adjacent cervical level  
 The planned procedure will lead to cervical total disc arthroplasty at more than 

two (2) levels 
  The planned procedure involves 2 or more levels that are not 

contiguousDecreased bone mineral density defined by a T-score less than 
(worse than) -1.5 on a previous dual energy X-ray absorptiometry (DEXA) scan. 

 Allergy or sensitivity to titanium, aluminum or vanadium 
 Chronic non-specific neck or arm pain of unknown etiology 
 Absence of radiculopathy or myelopathy 
 Active systemic infection 
 Revision of an infected cervical disc arthroplasty 
 Rheumatoid arthritis or other autoimmune disease 
 Paget’s disease, osteomalacia or any other metabolic bone disease 
 Severe poorly controlled diabetes mellitus requiring insulin treatment 
 There is radiological evidence of ANY of the following: 

 Clinically significant cervical instability on resting or lateral flexion/extension 
plain X-rays, defined as kyphotic deformity/significant reversal of lordosis or 
spondylolisthesis (e.g. > 3.5 mm subluxation/translation or > 11 degrees 
angulation/rotational difference) from that of either adjacent spinal level 

 Significant cervical anatomical deformity or compromised vertebral bodies at 
the index level (e.g. ankylosing spondylitis, rheumatoid arthritis, or 
compromise due to current or past trauma) 

 Spinal metastases 
 Severe spondylosis at the level to be treated characterized by bridging 

osteophytes, marked reduction or absence of motion, or collapse of the 
intervertebral disc space of greater than 50% of its normal height 

 Severe facet joint arthropathy 
 Ossification of the posterior longitudinal ligament (OPLL) 
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CMM-602.6: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 
CPT® Code Description/Definition 

22856 
Total disc arthroplasty (artificial disc), anterior approach, including discectomy with 
end plate preparation (includes osteophytectomy for nerve root or spinal cord 
decompression and microdissection), single interspace, cervical 

+22858 
Total disc arthroplasty (artificial disc), anterior approach, including discectomy with 
end plate preparation (includes osteophytectomy for nerve root or spinal cord 
decompression and microdissection), second level, cervical (List separately in 
addition to code for primary procedure) 

22861 Revision including replacement of total disc arthroplasty (artificial disc), anterior 
approach, single interspace; cervical 

22864 Removal of total disc arthroplasty (artificial disc), anterior approach, single 
interspace; cervical 

+0095T 
Removal of total disc arthroplasty (artificial disc), anterior approach, each 
additional interspace, cervical (List separately in addition to code for primary 
procedure) 

+0098T 
Revision including replacement of total disc arthroplasty (artificial disc), anterior 
approach, each additional interspace, cervical (List separately in addition to code 
for primary procedure) 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The 
final determination of reimbursement for services is the decision of the health plan and is based 
on the individual’s policy or benefit entitlement structure as well as claims processing rules. 
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CMM-603.1: General Guidelines 
 The determination of medical necessity for the performance of electrical bone growth 

stimulation is always made on a case-by-case basis.  
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 

CMM-603.2: Indications 
 Invasive (inserted at the time of surgery) or noninvasive (beginning at any time from 

the time of surgery until up to 6 months after surgery with the exception of this 
timeline for an urgent/emergent condition for spinal fusion surgery excluding primary 
or metastatic neoplastic disease) electrical bone growth stimulation may be 
considered medically necessary for spinal fusion surgery in patients at high risk for 
pseudarthrosis with ONE or MORE of the following risk factors for fusion failure 
when associated with an approved spinal fusion surgery: 
 Alcohol Use Disorder (AUD) 
 Body mass index (BMI) > 30 
 Diabetes, renal disease, or other metabolic diseases when bone healing is likely 

to be compromised 
 Glucocorticoid dependent 
 Meyerding Grade III or worse lumbar/lumbosacral spondylolisthesis 
 Multi-level spinal fusion including three (3) or more vertebrae 
 Nutritional deficiency/malnutrition 
 One or more previously failed spinal fusion(s) 
 Osteoporosis defined as T-score of ≤ -2.5 on a recent (within one year) DEXA 
 Severe anemia 
 Smoking history 
 Immunocompromised status 

 Noninvasive electrical bone growth stimulation is considered medically necessary 
as a treatment for patients with failed spinal fusion when BOTH of the following are 
met: 
 A minimum of 6 months has passed since the date of the original surgery 
 Serial plain X-rays or appropriate imaging studies confirm there is no evidence of 

progression of healing/consolidation of the spinal fusion for 3 months during the 
later portion of the 6 month post-fusion surgery period.  

 Urgent/emergent conditions for spine fusion surgery are exceptions to the above 
timelines for invasive and noninvasive electrical bone growth stimulation excluding 
primary or metastatic neoplastic disease (See: CMM 601.1, 604.1, and 609.1) 
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CMM-603.3: Non-Indications 

Experimental, Investigational, and/or Unproven (EIU) 
 Invasive and noninvasive electrical bone growth stimulation is considered 

experimental, investigational, or unproven (EIU) for ALL of the following: 
 Acute or chronic lumbar spondylolysis (pars interarticularis defect) with or without 

spondylolisthesis 
 Failed cervical or lumbar disc arthroplasty 
 Spinal malignancy 
 As nonsurgical treatment of an established pseudarthrosis 

 Semi-invasive electrical bone growth stimulation and low-intensity ultrasound 
stimulation is considered experimental, investigational, or unproven (EIU) for any 
spinal indication due to a lack of sufficient evidence of their effectiveness.  

CMM-603.4: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 

CPT® Code Description/Definition 
20974 Electrical stimulation to aid bone healing; noninvasive (nonoperative) 
20975 Electrical stimulation to aid bone healing; invasive (operative) 

20979 Low intensity ultrasound stimulation to aid bone healing, noninvasive 
(nonoperative) 

HCPCS 
Codes Code Description/Definition 
E0748 Osteogenesis stimulator; electrical, noninvasive, spinal applications 
E0749 Osteogenesis stimulator; electrical, surgically implanted 
E0760 Osteogenesis stimulator; low intensity ultrasound, non-invasive 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The 
final determination of reimbursement for services is the decision of the health plan and is based 
on the individual’s policy or benefit entitlement structure as well as claims processing rules.  
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CMM-604.1: General Guidelines 
 The determination of medical necessity for the performance of posterior cervical 

decompression with or without fusion is always made on a case-by-case basis.  
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 
 The presence of urgent/emergent indications/conditions warrants definitive surgical 

treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 
 Proof of smoking cessation 
 Recent (within 6 months) plain X-rays of the cervical spine 
 Absence of unmanaged significant mental and/or behavioral health disorders 

 Urgent/emergent conditions for posterior cervical decompression with or without 
fusion include ANY of the following: 
 Acute/unstable traumatic spinal fractures or dislocations with neural compression 
 Central cord syndrome 
 Congenital cervical stenosis (AP canal diameter ≤ 10 mm) 
 Documentation of progressive neurological deficit on two separate physical 

examinations 
 Epidural hematoma 
 Infection (e.g. discitis, epidural abscess, osteomyelitis) 
 Myelopathy or Cord signal changes on MRI due to cord compression 
 Occipitocervical and/or Atlantoaxial (C1-C2) instability (non-traumatic) and/or 

spinal cord compression due to ANY of the following: 
 Rheumatoid arthritis 
 Congenital abnormality of occipitocervical/C1-C2 vertebrae 
 Os odontoideum  

 Ossification of the posterior longitudinal ligament at three (3) or more levels 
 Primary or metastatic neoplastic disease causing pathologic fracture, cord 

compression or instability 
 ANY of the following due to a neurocompressive pathology  

 Motor weakness of grade 3/5 or less of specified  muscle(s) 
 Rapidly progressive symptoms of motor loss 
 Bowel incontinence 
 Bladder incontinence/retention  

 Vascular malformations (e.g. AVM) 
 Documentation of severe debilitating pain and/or dysfunction to the point of being 

incapacitated 
 Urgent/emergent conditions for posterior cervical fusion without decompression 

include: 
 Flexion-extension plain X-rays demonstrate instability and include ANY of the 

following: 
 >3.5 mm sagittal plane translation 
 >20% sagittal plane translation of vertebral body width 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

43 of 148



 

Sp
in

e 
Su

rg
er

y 

 >11 degrees relative sagittal plane angulation 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

44 of 148



 

Sp
in

e 
Su

rg
er

y 

CMM-604.2: Initial Primary Posterior Cervical Decompression 
(Laminectomy/Hemilaminectomy/Laminoplasty) with or without 
Posterior Fusion 
Initial primary posterior cervical decompression (laminectomy/hemilaminectomy/ 
laminoplasty) with or without posterior fusion is considered medically necessary when 
ALL of the following are met: 
 Recent (within 6 months) plain X-rays of the cervical spine including 

flexion/extension lateral views have been performed 

 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 
major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Performed for ANY of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings  
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) MRI/CT identifies nerve root impingement caused 
by herniated disc(s) and/or osteophytes that is concordant with the patient’s 
symptoms and physical examination findings 

 Documentation of nicotine-free status with EITHER of the following, unless 
request is for decompression only: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Myelopathy when ALL of the following are met: 
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 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand  

 Recent (within 6 months) MRI/CT findings that are concordant with the 
patient’s symptoms and physical examination findings including EITHER of 
the following: 
 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis  

 A concurrent stabilization procedure with corpectomy, laminectomy, or other 
procedure at the cervicothoracic junction (i.e., C7 and T1) 

 A concurrent stabilization procedure with a laminectomy, especially at C2 
 Subluxation and/or spinal cord compression in patients with rheumatoid arthritis 

or clinical conditions with an increased incidence of congenital and/or acquired 
cervical spinal instability (e.g. Down syndrome, mucopolysaccharidoses, 
spondyloepiphyseal dysplasia, pseudoachondroplasia, etc.) 

 Multi-level spondylotic myelopathy without kyphosis 
 Primary or metastatic tumor with associated cord compression and/or instability 
 Other symptomatic instability or spinal cord/root compression requiring posterior 

fusion with BOTH of the following: 
 Patient unresponsive to a reasonable and medically appropriate course of 

conservative treatment (e.g. rest, medication, cervical collar) 
 Recent (within 6 months) imaging study demonstrating corresponding 

pathologic anatomy 
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CMM-604.3: Posterior Cervical Fusion without Decompression  
Posterior cervical fusion without decompression is considered medically necessary 
when ALL of the following criteria are met: 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Performed for ONE or MORE of the following: 
 Symptomatic pseudarthrosis from a prior anterior or posterior fusion procedure 
 Symptomatic cervical spondylosis with instability as evidenced radiographically 

by ONE or MORE of the following: 
 Subluxation or translation of more than 3.5 mm on static lateral views or 

dynamic flexion/extension lateral plain X-rays 
 Sagittal plane angulation of more than 11 degrees between adjacent spinal 

segments 
 More than 4 mm of motion (subluxation) between the tips of the spinous 

processes on flexion/extension lateral plain X-rays  
 Klippel-Feil syndrome 
 Cervical instability in patients with Down syndrome, skeletal dysplasia, or 

connective tissue disorders 
 Documentation of nicotine-free status with EITHER of the following: 

 Patient is a never-smoker 
 Patient has refrained from smoking, use of tobacco products, and/or nicotine 

replacement therapy for at least 6 weeks prior to planned surgery as evidenced 
by blood cotinine lab results of ≤ 10 ng/mL 

CMM-604.4: Repeat Posterior Cervical Decompression with or without 
Posterior Cervical Fusion at the Same Level 
Repeat posterior cervical decompression with or without posterior cervical fusion at the 
same level is considered medically necessary when there is recent (within 6 months) 
post-operative plain X-rays or CT evidence of implant/instrumentation or structural bone 
graft malposition or failure OR when ALL of the following criteria are met: 
 Recent (within 6 months) post-operative MRI /CT confirms evidence of neural 

structure compression e.g. 
 Greater than 12 weeks since last posterior cervical decompression with or without 

fusion surgery 
 Initial relief of symptoms following previous posterior cervical decompression 

procedure at same level 
 Recent (within 6 months) post-operative plain X-rays of the cervical spine including 

flexion/extension lateral views instability as evidenced by ONE or MORE of the 
following: 
 Subluxation or translation of more than 3.5 mm on static lateral views or dynamic 

flexion/extension lateral plain X-rays 
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 Sagittal plane angulation of more than 11 degrees between adjacent spinal 
segments 

 More than 4 mm of motion (subluxation) between the tips of the spinous 
processes on flexion/extension lateral plain X-rays 

 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 
major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders)  

 Performed for EITHER of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following:  
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) post-operative MRI/CT identifies nerve root 
impingement caused by herniated disc(s) and/or osteophytes that is 
concordant with the patient’s symptoms and physical examination findings 

 Documentation of nicotine-free status with EITHER of the following, unless 
request is for decompression only: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 
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 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand  

 Recent (within 6 months) post-operative MRI/CT findings that are concordant 
with the patient’s symptoms and physical examination findings including 
EITHER of the following: 
 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis  

CMM-604.5: Failed Cervical Disc Arthroplasty Implant 
Posterior cervical decompression with or without posterior cervical fusion following 
failed cervical disc arthroplasty implant is considered medically necessary when there 
is a failed cervical disc arthroplasty implant diagnosed by recent (within 6 months) post-
operative plain film, CT and/or CT myelogram (i.e., subsidence, loosening, infection, 
dislocation/subluxation, vertebral body fracture, dislodgement) OR when ALL of the 
following criteria are met: 
 Recent (within 6 months) post-operative MRI/CT  findings that correlate with the 

patient’s symptoms or physical examination findings demonstrating neural structure 
compression 

 Greater than 12 weeks since the cervical disc arthroplasty 
 Initial relief of symptoms following previous cervical disc arthroplasty at the same 

level 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders)  

 Performed for EITHER of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following:  
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
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 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings  
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic, or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Documentation of nicotine-free status with EITHER of the following, unless 
request is for decompression only: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test 
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand 
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CMM-604.6: Non-Indications 

Not Medically Necessary 
 Posterior cervical decompression (laminectomy, hemilaminectomy, and 

laminoplasty) with or without posterior fusion is considered not medically 
necessary for ANY of the following sole indications: 
 Signs and symptoms with no correlation to imaging studies 
 Annular tears 
 Disc bulge with no neural impingement or cord compression on imaging 
 Concordant Discography  
 MR Spectroscopy results 
 Degenerative disc disease 
 Isolated facet fusion, with or without instrumentation, including allograft bone 

graft substitutes used exclusively as stand-alone stabilization devices (e.g. 
DTRAX® [cervical], TruFuse ]any level], NuFix® [any level]) 

CMM-604.7: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 
CPT® Code Description/Definition 
22590 Arthrodesis, posterior technique, craniocervical (occiput-C2) 
22595 Arthrodesis, posterior technique, atlas-axis (C1-C2) 

22600 Arthrodesis, posterior or posterolateral technique, single interspace; cervical below 
C2 segment 

+22614 Each additional vertebral segment (List separately in addition to code for primary 
procedure) 

+22840 
Posterior non-segmental instrumentation (e.g., Harrington rod technique, pedicle 
fixation across 1 interspace, atlantoaxial transarticular screw fixation, sublaminar wiring 
at C1, facet screw fixation) (List separately in addition to code for primary procedure) 

+22841 Internal spinal fixation by wiring of spinous processes (List separately in addition to 
code for primary procedure) 

+22842 
Posterior segmental instrumentation (e.g. pedicle fixation, dual rods with multiple 
hooks and sublaminar wires); 3 to 6 vertebral segments (List separately in addition 
to code for primary procedure) 

+22843 
Posterior segmental instrumentation (e.g. pedicle fixation, dual rods with multiple 
hooks and sublaminar wires); 7 to 12 vertebral segments (List separately in 
addition to code for primary procedure) 

63001 
Laminectomy with exploration and/or decompression of spinal cord and/or cauda 
equina, without facetectomy, foraminotomy or discectomy (e.g. spinal stenosis), 1 
or 2 vertebral segments; cervical 

63015 
Laminectomy with exploration and/or decompression of spinal cord and/or cauda 
equina, without facetectomy, foraminotomy or discectomy (e.g. spinal stenosis), 
more than 2 vertebral segments; cervical 

63045 
Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with 
decompression of spinal cord, cauda equina and/or nerve root[s], [e.g. spinal or 
lateral recess stenosis]), single vertebral segment; cervical 
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+63048 

Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with 
decompression of spinal cord, cauda equina and/or nerve root[s], [e.g. spinal or 
lateral recess stenosis]), single vertebral segment; each additional vertebral 
segment, cervical, thoracic, or lumbar (List separately in addition to code for 
primary procedure) 

63050 Laminoplasty, cervical, with decompression of the spinal cord, 2 or more vertebral 
segments; 

63051 
Laminoplasty, cervical, with decompression of the spinal cord, 2 or more vertebral 
segments; with reconstruction of the posterior bony elements (including the 
application of bridging bone graft and non-segmental fixation devices (e.g. wire, 
suture, mini-plates), when performed) 

63265 Laminectomy for excision or evacuation of intraspinal lesion other than neoplasm, 
extradural; cervical 

63270 Laminectomy for excision of intraspinal lesion other than neoplasm, intradural; 
cervical 

63275 Laminectomy for biopsy/excision of intraspinal neoplasm; extradural, cervical 

63280 Laminectomy for biopsy/excision of intraspinal neoplasm; intradural, 
extramedullary, cervical 

63285 Laminectomy for biopsy/excision of intraspinal neoplasm; intradural, 
intramedullary, cervical 

63290 Laminectomy for biopsy/excision of intraspinal neoplasm; combined extradural-
intradural lesion, any level 

+63295 
Laminectomy for biopsy/excision of intraspinal neoplasm; osteoplastic 
reconstruction of dorsal spinal elements, following primary intraspinal procedure 
(List separately in addition to code for primary procedure) 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The 
final determination of reimbursement for services is the decision of the health plan and is based 
on the individual’s policy or benefit entitlement structure as well as claims processing rules.  
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CMM-605.1: General Guidelines 
 The determination of medical necessity for the performance of cervical 

microdiscectomy is always made on a case-by-case basis.  
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 
 The presence of urgent/emergent indications/conditions warrants definitive surgical 

treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 
 Absence of unmanaged significant mental and/or behavioral health disorders  

 Urgent/emergent conditions for cervical microdiscectomy include ANY of the 
following: 
 Myelopathy or Cord signal changes on MRI due to cord compression 
 Central cord syndrome 
 Documentation of progressive neurological deficit on two separate physical 

examinations 
 ANY of the following due to a neurocompressive pathology  

 Motor weakness of grade 3/5 or less of specified muscle(s) 
 Rapidly progressive symptoms of motor loss 
 Bowel incontinence 
 Bladder incontinence/retention  

 Documentation of severe debilitating pain and/or dysfunction to the point of being 
incapacitated 

CMM-605.2: Initial Primary Cervical Microdiscectomy 
Initial primary cervical microdiscectomy is considered medically necessary when ALL 
of the following are met: 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Performed for EITHER of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following:  
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
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 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective examination findings  
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) MRI/CT identifies nerve root impingement caused 
by herniated disc(s) and/or osteophytes that is concordant with the patient’s 
symptoms and physical examination findings 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand  

 Recent (within 6 months) MRI/CT findings that are concordant with the 
patient’s symptoms and physical examination findings including EITHER of 
the following: 
 MRI/CT demonstrates cervical spinal cord compression 
 MRI/CT identifies cervical spinal stenosis 
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CMM-605.3: Repeat Cervical Microdiscectomy at the Same Level 
Repeat cervical microdiscectomy at the same level is considered medically necessary 
when ALL of the following are met: 
 Recent (within 6 months) post-operative MRI /CT confirms evidence of neural 

structure compression (e.g. either retained disc material or a recurrent disc 
herniation) 

 Greater than 12 weeks since the initial primary cervical microdiscectomy  
 Initial relief of symptoms following previous disc decompression procedure at the 

same level 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Performed for EITHER of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain to shoulder girdle and/or upper extremity 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Motor deficit (e.g. biceps, triceps weakness) 
 Reflex changes 
 Shoulder Abduction Relief Sign 
 Nerve root tension sign (e.g. Spurling’s maneuver) 
 Unremitting radicular pain to shoulder girdle and/or upper extremity 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Upper/lower extremity weakness, numbness, or pain 
 Fine motor dysfunction (buttoning, handwriting, clumsiness of hands) 
 Gait disturbance 
 New-onset bowel or bladder dysfunction 
 Frequent falls 

 Objective physical examination findings including at least TWO of the 
following: 
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 Grip and release test  
 Ataxic gait 
 Hyperreflexia 
 Hoffmann sign 
 Pathologic Babinski sign 
 Tandem walking test demonstrating ataxia 
 Inverted brachial radial reflex 
 Increased muscle tone or spasticity 
 Clonus 
 Myelopathic hand 

CMM-605.4: Non-Indications 

Not medically Necessary 
 Cervical microdiscectomy for ANY of the following sole indications is considered not 

medically necessary: 
 Signs and symptoms with no correlation to imaging studies 
 Annular tears 
 Disc bulge with no neural impingement or cord compression on imaging 
 Concordant discography 
 MR Spectroscopy  results 
 Degenerative disc disease 

CMM-605.5: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 
CPT® Code Description/Definition 

63020 
Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc; 
1 interspace, cervical 

+63035 
Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc; 
each additional interspace, cervical or lumbar (List separately in addition to code 
for primary procedure) 

63040 
Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc, 
reexploration, single interspace; cervical 

+63043 
Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc, 
reexploration, single interspace; each additional cervical interspace (List separately 
in addition to code for primary procedure) 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The 
final determination of reimbursement for services is the decision of the health plan and is based 
on the individual’s policy or benefit entitlement structure as well as claims processing rules.  
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CMM-606.1: General Guidelines 
 The determination of medical necessity for the performance lumbar microdiscectomy 

and excision of extradural lesion other than neoplasm is always made on a case-by-
case basis. 

 For prior authorization requirements, see CMM-600.1: Prior Authorization 
Requirements. 

 The presence of urgent/emergent indications/conditions warrants definitive surgical 
treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 
 Absence of unmanaged significant mental and/or behavioral health disorders 

 Urgent/emergent conditions for lumbar microdiscectomy and excision of extradural 
lesion other than neoplasm include ANY of the following2: 
 Cauda equina syndrome (CES) 
 Documentation of progressive neurological deficit on two separate physical 

examinations 
 Epidural hematoma 
 Infection (e.g. discitis, epidural abscess, osteomyelitis) 
 Primary or metastatic neoplastic disease causing pathologic fracture, cord 

compression or instability 
 Severe or rapidly progressive symptoms of motor loss, bowel incontinence or 

bladder incontinence/retention due to a neurocompressive pathology 
 Documentation of severe debilitating pain and/or dysfunction to the point of being 

incapacitated 

CMM-606.2: Initial Primary Lumbar Microdiscectomy (Laminotomy, 
Laminectomy or Hemilaminectomy) 
Initial primary lumbar microdiscectomy (laminotomy, laminectomy, or hemilaminectomy) 
is considered medically necessary when ALL of the following are met: 
 Performed for ANY of the following:  

 Radiculopathy/neurogenic claudication secondary to herniated disc 
 Synovial cyst/arachnoid cyst 
 Central/lateral/foraminal stenosis 

 All other sources of pain have been excluded 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Subjective symptoms including at least TWO of the following: 
 Significant level of pain on a daily basis defined as EITHER of the following: 

 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 
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 Persistent radiating pain into the buttock(s) and/or lower extremity(ies) on a daily 
basis that has a documented negative impact on activities of daily living despite 
optimal conservative treatment as described below 

 Pain, cramping, weakness, or tingling in the lower back, buttock(s), and leg(s) 
brought about by walking or positions that cause thecal sac or nerve root 
compression (e.g. standing, extension) 

 Objective physical examination findings including EITHER of the following:  
 Nerve root tension sign including ANY of the following: 

 Positive straight leg raise 
 Crossed straight leg raise 
 Femoral stretch test 

 Neurologic deficit including ANY of the following:  
 Dermatomal sensory deficit 
 Functionally limiting motor weakness (e.g. foot drop, quadriceps weakness) 
 Reflex changes 

 Recent (within 6 months) MRI/CT identifies nerve root impingement and/or thecal 
sac impingement that is concordant with patient symptoms and physical examination 
findings and is caused by ONE OR MORE of the following:  
 Herniated disc(s) 
 Synovial cyst or arachnoid cyst 
 Central/lateral/foraminal stenosis  

 Less than clinically meaningful improvement with at least TWO of the following 
unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

CMM-606.3: Repeat Lumbar Microdiscectomy (Laminotomy or 
Laminectomy) at the Same Level 
Repeat lumbar microdiscectomy (laminotomy or laminectomy) at the same level is 
considered medically necessary when ALL of the following are met: 
 Recent (within 6 months) post-operative MRI /CT  confirms evidence of neural 

structure compression (e.g. either retained disc material or a recurrent disc 
herniation) 

 Greater than 12 weeks since initial lumbar disc decompression surgery 
 Initial relief of symptoms following previous disc decompression procedure at the 

same level unless recent (within 6 months) post-operative imaging demonstrates 
persistent significant neurologic compression at the surgical level  

 Performed for ANY of the following: 
 Radiculopathy/neurogenic claudication secondary to herniated disc 
 Synovial cyst/arachnoid cyst 
 Central/lateral/foraminal stenosis 
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 All other sources of pain have been excluded 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders)  

 Subjective symptoms including at least TWO of the following: 
 Significant level of pain on a daily basis defined as EITHER of the following: 

 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Persistent radiating pain into the buttock(s) and/or lower extremity(ies) on a daily 
basis that has a documented negative impact on activities of daily living despite 
optimal conservative treatment as described below 

 Pain, cramping, weakness, or tingling in the lower back, buttock(s), and leg(s) 
brought about by walking or positions that cause thecal sac or nerve root 
compression (e.g. standing, extension) 

 Objective physical examination findings including EITHER of the following:  
 Nerve root tension sign including ANY of the following: 

 Positive straight leg raise 
 Crossed straight leg raise 
 Femoral stretch test 

 Neurologic deficit including ANY of the following:  
 Dermatomal sensory deficit 
 Functionally limiting motor weakness (e.g. foot drop, quadriceps weakness) 
 Reflex changes 

 Less than clinically meaningful improvement with at least TWO of the following 
unless contraindicated: 

 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 
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CMM-606.4: Non-Indications 

Not medically Necessary 
 The performance of lumbar microdiscectomy (laminotomy, laminectomy, and 

hemilaminectomy) with laser technique is considered not medically necessary. 
 Initial and repeat lumbar microdiscectomy (laminotomy, laminectomy, and 

hemilaminectomy) is considered not medically necessary for ANY of the following 
sole indications: 
 Subjective symptoms and objective physical examination findings that are not 

concordant with imaging 
 Predominate lower back pain associated with disc degeneration with or without 

annular tears in the absence of a disc herniation 
 Patients who are asymptomatic with a normal physical examination regardless of 

the size of the disc herniation 
 Disc bulge with no neural impingement or cord compression on imaging 
 Concordant discography 
 MR Spectroscopy results 
 Isolated axial lower back pain in the presence of disc herniation 

Experimental, Investigational, and/or Unproven (EIU) 
 Percutaneous laser disc decompression of spinal cord nerve root(s) is considered 

experimental, investigational, or unproven (EIU). 

CMM-606.5: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 
CPT® Code Description/Definition 

62380 
Endoscopic decompression of spinal cord, nerve root(s), including laminotomy, 
partial facetectomy, foraminotomy, discectomy and/or excision of herniated 
intervertebral disc, 1 interspace, lumbar 

63030 
Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc; 
1 interspace, lumbar 

+63035 
Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc; 
each additional interspace, cervical or lumbar (List separately in addition to code 
for primary procedure) 

63042 
Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc, 
reexploration, single interspace; lumbar 

+63044 
Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc, 
reexploration, single interspace; each additional lumbar interspace (List separately 
in addition to code for primary procedure) 
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63056 
Transpedicular approach with decompression of spinal cord, equina and/or nerve 
root(s) (e.g. herniated intervertebral disc), single segment; lumbar (including 
transfacet, or lateral extraforaminal approach) (e.g. far lateral herniated 
intervertebral disc) 

+63057 
Transpedicular approach with decompression of spinal cord, equina and/or nerve 
root(s) (e.g. herniated intervertebral disc), single segment; each additional 
segment, thoracic or lumbar (List separately in addition to code for primary 
procedure) 

63267 Laminectomy for excision or evacuation of intraspinal lesion other than neoplasm, 
extradural; lumbar 

63272 Laminectomy for excision of intraspinal lesion other than neoplasm, intradural; 
lumbar 

63277 Laminectomy for biopsy/excision of intraspinal neoplasm; extradural, lumbar 

S2350 Diskectomy, anterior, with decompression of spinal cord and/or nerve root(s), 
including osteophytectomy; lumbar, single interspace 

+S2351 
Diskectomy, anterior, with decompression of spinal cord and/or nerve root(s), 
including osteophytectomy; lumbar, each additional interspace (list separately in 
addition to code for primary procedure ) 

HCPCS 
Code Code Description/Definition 

C9757 

Laminotomy (hemilaminectomy), with decompression of nerve root(s), including 
partial facetectomy, foraminotomy and excision of herniated intervertebral disc, 
and repair of annular defect with implantation of bone anchored annular closure 
device, including annular defect  measurement, alignment and sizing assessment, 
and image guidance; 1 interspace, lumbar 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The 
final determination of reimbursement for services is the decision of the health plan and is based 
on the individual’s policy or benefit entitlement structure as well as claims processing rules.  
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CMM-607.1: General Guidelines 
 The determination of medical necessity for the performance of vertebral 

augmentation (percutaneous vertebroplasty/kyphoplasty) and sacroplasty is always 
made on a case-by-case basis. 

 For prior authorization requirements, see CMM-600.1: Prior Authorization 
Requirements. 

 The presence of urgent/emergent indications/conditions warrants definitive surgical 
treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 

 Urgent/emergent conditions for vertebral augmentation procedure include EITHER 
of the following: 
 Primary or metastatic neoplastic disease causing pathologic fracture 
 Documentation of severe debilitating pain and/or dysfunction to the point of being 

incapacitated 

CMM-607.2: Indications 
Vertebral augmentation (injection of methylmethacrylate cement under imaging 
guidance) is considered medically necessary when ALL of the following are met: 
 Performed for ANY of the following conditions which is concordant with recent 

(within 6 months) confirmatory imaging:  
 Osteolytic or osteoporotic vertebral compression fracture with persistent and 

debilitating pain 
 Osteolytic metastases including destruction of a vertebral body by multiple 

myeloma 
 Primary malignant neoplasm of bone or bone marrow 
 Painful and/or aggressive space occupying lesions of a vertebral body 

(hemangioma/eosinophilic granuloma) 
 Pre-surgical stabilization of a vertebral body to facilitate a fusion operation 
 Painful osteonecrotic (i.e., Kummel disease) vertebral compression fracture 
 Steroid induced vertebral compression fracture 

 Persistent debilitating pain including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the following: 

 Visual Analog Scale (VAS)/Number Rating Scale (NRS) ≥ 7  
 Severe, disabling, crippling, or incapacitating pain 

 Clinically significant functional impairment (e.g. inability to perform household 
chores, prolonged standing or essential job functions) 

 EITHER of the following: 
 Acute (0-6 weeks) axial back pain that persists at a level which prevents 

independent transfers and/or ambulation and correlates with the level of the 
fracture 

 Subacute (> 6 weeks) axial pain in the thoracic/lumbar spine for at least 4 weeks 
including the following: 
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 Less than clinically meaningful improvement with BOTH of the following 
(unless contraindicated): 
 Prescription strength analgesics, steroids, and/or NSAIDs for 4 weeks 
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 4 weeks 
 Performed at no more than 2 levels of the T5-L5 spine on the same date of service 

CMM-607.3: Non-Indications 

Not medically Necessary 
 Vertebral Augmentation (Percutaneous Vertebroplasty/Kyphoplasty) is considered 

not medically necessary for EITHER of the following: 
 The presence of ANY of the following contraindications: 

 Allergy to materials used in the procedure 
 Uncorrected coagulation disorders or anticoagulation therapy 
 Myelopathy associated with a bone fragment in the spinal canal or cord 

compression from a tumor 
 Extensive vertebral destruction 
 Burst fracture associated with widened pedicles and/or retropulsed bone 

fragments 
 Potential space occupying lesions causing cord compression (tumor, bone 

fragment) 
 Collapse of vertebral body to less than the level of the vertebra plana 
 The use of Norian XR cement and Norian SRS cement products is prohibited 

because they are not FDA approved 
 Radiculopathy from a herniated intervertebral disc 
 Untreated symptomatic foraminal or canal stenosis, facet arthropathy, or 

other significant coexistent spinal or bony pain generators 
 Unstable fracture or requirement for stabilization procedure in the same or 

adjacent spinal region 
 Septicemia and any active infection (including urinary tract infection [UTI]) 
 Active osteomyelitis of the target vertebra 
 Severe cardiopulmonary disease 
 Lack of credentialed spine surgeon to perform an urgent laminectomy in the 

event of cement extravasation into the spinal canal 
 The presence of ANY of the following alternative causes of axial back pain: 

 Lumbar/thoracic radiculopathy or facet disease 
 Lumbar/thoracic/sacral trigger points 
 Sacral insufficiency fractures 

Experimental, Investigational, and/or Unproven (EIU) 
 Primary Vertebral Augmentation (Percutaneous Vertebroplasty/Kyphoplasty) is 

considered experimental, investigational, or unproven (EIU) for EITHER of the 
following: 
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 Percutaneous vertebral augmentation for ANY of the following: 
 Non-painful/non-aggressive vertebral hemangioma 
 Vertebrae of the cervical spine and thoracic levels T1-T4 
 Stabilization of insufficiency fractures or lesions of the sacrum (sacroplasty) or 

coccyx (coccygeoplasty) 
 Prophylactic treatment for osteoporosis of the spine 
 Prophylactic treatment for chronic back pain of longstanding duration (>6 

months), even if associated with old compression fracture(s) 
 Spinoplasty (e.g. OptiMesh® 1500E Polyethylene Terephthalate (PET) mesh 

pouch) 

CMM-607.4: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 
CPT® Code Description/Definitions 

22510 
Percutaneous vertebroplasty (bone biopsy included when performed), 1 vertebral 
body, unilateral or bilateral injection, inclusive of all imaging guidance; 
cervicothoracic 

22511 Percutaneous vertebroplasty (bone biopsy included when performed), 1 vertebral 
body, unilateral or bilateral injection, inclusive of all imaging guidance; lumbosacral 

+22512 
Percutaneous vertebroplasty (bone biopsy included when performed), 1 vertebral 
body, unilateral or bilateral injection, inclusive of all imaging guidance; each 
additional cervicothoracic or lumbosacral vertebral body (List separately in addition 
to code for primary procedure) 

22513 
Percutaneous Vertebral Augmentation, Including Cavity Creation (Fracture 
Reduction and Bone Biopsy Included When Performed) Using Mechanical Device, 
(e.g. Kyphoplasty); 1 Vertebral Body, Unilateral or Bilateral Cannulation, Inclusive 
Of All Imaging Guidance; Thoracic 

22514 
Percutaneous Vertebral Augmentation, Including Cavity Creation (Fracture 
Reduction and Bone Biopsy Included When Performed) Using Mechanical Device, 
(e.g. Kyphoplasty); 1 Vertebral Body, Unilateral or Bilateral Cannulation, Inclusive 
Of All Imaging Guidance; Lumbar 

+22515 

Percutaneous Vertebral Augmentation, Including Cavity Creation (Fracture 
Reduction and Bone Biopsy Included When Performed) Using Mechanical Device, 
(e.g. Kyphoplasty); 1 Vertebral Body, Unilateral or Bilateral Cannulation, Inclusive 
Of All Imaging Guidance; Each Additional Thoracic or Lumbar Vertebral Body (List 
Separately in Addition to Code for Primary Procedure) 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The 
final determination of reimbursement for services is the decision of the health plan and is based 
on the individual’s policy or benefit entitlement structure as well as claims processing rules.  
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CMM-608.1: General Guidelines 
 The determination of medical necessity for the performance of lumbar 

decompression is always made on a case-by-case basis. 
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 
 The presence of urgent/emergent indications/conditions warrants definitive surgical 

treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 
 Absence of unmanaged significant mental and/or  behavioral health disorders 

 Urgent/emergent conditions for lumbar decompression include ANY of the following: 
 Acute/unstable traumatic spinal fractures or dislocations with neural compression 
 Cauda equina syndrome (CES) 
 Epidural hematoma 
 Documentation of progressive neurological deficit on two separate physical 

examinations 
 Infection (e.g. discitis, epidural abscess, osteomyelitis) 
 Primary or metastatic neoplastic disease causing pathologic fracture, cord 

compression or instability 
 Severe or rapidly progressive symptoms of motor loss, bowel incontinence or 

bladder incontinence/retention due to a neurocompressive pathology 
 Documentation of severe debilitating pain and/or dysfunction to the point of being 

incapacitated 

CMM-608.2: Initial Primary Lumbar Decompression 
Initial primary lumbar decompression is considered medically necessary when ALL of 
the following are met: 
 All other sources of pain have been excluded 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Subjective symptoms including at least TWO of the following: 
 Significant level of pain on a daily basis defined as EITHER of the following: 

 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Persistent radiating pain into the buttock(s) and/or lower extremity(ies) on a daily 
basis that has a documented negative impact on activities of daily living despite 
optimal conservative treatment as described below 

 Pain, cramping, weakness, or tingling in the lower back, buttock(s), and leg(s) 
brought about by walking or positions that cause thecal sac or nerve root 
compression (e.g. standing, extension) 

 Performed for EITHER of the following:  
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 Neurogenic claudication secondary to central/lateral recess/foraminal stenosis 
when BOTH of the following are met:  
 Subjective symptoms including EITHER of the following: 
 Symptoms worsen with standing and/or walking 
 Symptoms are alleviated with sitting and/or forward flexion 

 Objective physical examination findings concordant with recent (within 6 
months) MRI/CT 

 Spondylolisthesis with neurogenic claudication symptoms or radicular pain from 
lateral recess or foraminal stenosis associated with listhesis demonstrated on 
plain x-rays and/or MRI/CT 

 Less than clinically meaningful improvement with at least TWO of the following 
unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) MRI/CT identifies nerve root impingement and/or thecal 
sac impingement caused by stenosis/listhesis that is concordant with patient 
symptoms and/or physical examination findings 

CMM-608.3: Repeat Lumbar Decompression at the Same Level 
Repeat lumbar decompression at the same level is considered medically necessary 
when ALL of the following is met: 
 Recent (within 6 months) post-operative MRI /CT confirms radiographic evidence of 

neural structure compression (e.g. nerve root(s) compression) 
 Greater than 12 weeks since last decompression surgery 
 Initial relief of symptoms following previous decompression procedure at the same 

level(s) unless recent (within 6 months) post-operative imaging demonstrates 
persistent significant neurologic compression at the surgical level 

 All other sources of pain have been excluded 
 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 

major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Subjective symptoms including at least TWO of the following: 
 Significant level of pain on a daily basis defined as EITHER of the following: 

 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Persistent radiating pain into the buttock(s) and/or lower extremity(ies) on a daily 
basis that has a documented negative impact on activities of daily living despite 
optimal conservative treatment as described below 

 Pain, cramping, weakness, or tingling in the lower back, buttock(s), and leg(s) 
brought about by walking or positions that cause thecal sac or nerve root 
compression (e.g. standing, extension) 
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 Performed for EITHER of the following:  
 Neurogenic claudication secondary to central/lateral recess/foraminal stenosis 

when ALL of the following are met:  
 Subjective symptoms including EITHER of the following: 
 Symptoms worsen with standing and/or walking 
 Symptoms are alleviated with sitting and/or forward flexion 

 Objective physical examination findings concordant with recent (within 6 
months) post-operative MRI/CT 

 Spondylolisthesis with neurogenic claudication symptoms or radicular pain from 
lateral recess, or foraminal stenosis associated with listhesis demonstrated on 
plain x-rays and/or MRI/CT 

 Less than clinically meaningful improvement with at least TWO of the following 
unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks  
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

CMM-608.4: Non-Indications 

Not Medically Necessary 
 Lumbar decompression/discectomy for ANY of the following sole indications is 

considered not medically necessary: 
 Signs and symptoms with no correlation to advanced imaging studies 
 Annular tears 
 Disc bulge with no neural impingement or cord compression on advanced 

diagnostic imaging 
 Concordant discography 
 MR Spectroscopy results 
 Degenerative disc disease 

 

Experimental, Investigational, and/or Unproven (EIU) 
 ANY of the following procedures are considered experimental, investigational, or 

unproven: 
 Percutaneous lumbar discectomy 
 Percutaneous laser discectomy 
 Laser-assisted disc decompression 
 Percutaneous laser disc decompression 
 Percutaneous nucleotomy 
 Vertos Medical mild® Surgical Procedure  

 Interspinous/interlaminar process spacer devices (ISS) and interspinous/interlaminar 
stabilization/distraction devices, and interspinous process decompression (IPD) 
systems/devices (e.g. Coflex Interlaminar Technology Implant, Superion ISS 
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Interspinous Spacer System, X-STOP Interspinous Process Decompression 
System, X-STOP PEEK Interspinous Process Decompression System, and Total 
Posterior Spine [TOPS™] System) are considered experimental, investigational 
and/or unproven for ALL indications including, but not limited to: 
 Lumbar interspinous/interlaminar distraction without fusion for indirect spinal 

decompression 
 Lumbar interspinous fixation with fusion with or without decompression for 

stabilization 
 Lumbar spinal stabilization with an interspinous process device/interlaminar 

device without fusion in conjunction with decompression laminectomy 

CMM-608.5: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 
CPT® Code Description/Definitions 

22867 
Insertion of interlaminar/interspinous process stabilization/distraction device, without 
fusion, including image guidance when performed, with open decompression, lumbar; 
single level 

+22868 
Insertion of interlaminar/interspinous process stabilization/distraction device, without 
fusion, including image guidance when performed, with open decompression, lumbar; 
second level (List separately in addition to code for primary procedure) 

22869 
Insertion of interlaminar/interspinous process stabilization/distraction device, without 
open decompression or fusion, including image guidance when performed, lumbar; 
single level 

+22870 
Insertion of interlaminar/interspinous process stabilization/distraction device, without 
open decompression or fusion, including image guidance when performed, lumbar; 
second level (List separately in addition to code for primary procedure) 

63005 
Laminectomy with exploration and/or decompression of spinal cord and/or cauda 
equina, without facetectomy, foraminotomy or discectomy (e.g. spinal stenosis), 1 or 2 
vertebral segments; lumbar, except for spondylolisthesis 

63011 
Laminectomy with exploration and/or decompression of spinal cord and/or cauda 
equina, without facetectomy, foraminotomy or discectomy (eg, spinal stenosis), 1 or 2 
vertebral segments; sacral 

63012 
Laminectomy with removal of abnormal facets and/or pars inter-articularis with 
decompression of cauda equina and nerve roots for spondylolisthesis, lumbar (Gill type 
procedure) 

63017 
Laminectomy with exploration and/or decompression of spinal cord and/or cauda 
equina, without facetectomy, foraminotomy or discectomy (e.g. spinal stenosis), more 
than 2 vertebral segments; lumbar 

63047 
Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with 
decompression of spinal cord, cauda equina and/or nerve root(s), [e.g. Spinal or lateral 
recess stenosis]), single vertebral segment; lumbar 

63048 
Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with 
decompression of spinal cord, cauda equina and/or nerve root[s], [e.g. spinal or lateral 
recess stenosis]), single vertebral segment; each additional segment, cervical, thoracic, 
or lumbar (List separately in addition to code for primary procedure) 

63052 Laminectomy, facetectomy, or foraminotomy (unilateral or bilateral with decompression 
of spinal cord, cauda equina and/or nerve root[s] [e.g., spinal or lateral recess 
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stenosis]), during posterior interbody arthrodesis, lumbar; single vertebral segment (List 
separately in addition to code for primary procedure) 

63053 
Laminectomy, facetectomy, or foraminotomy (unilateral or bilateral with decompression 
of spinal cord, cauda equina and/or nerve root[s] [e.g., spinal or lateral recess 
stenosis]), during posterior interbody arthrodesis, lumbar; each additional segment (List 
separately in addition to code for primary procedure) 

0274T 
Percutaneous laminotomy/laminectomy (interlaminar approach) for decompression of 
neural elements (with or without ligamentous resection, discectomy, facetectomy 
and/or foraminotomy), any method, under indirect image guidance (e.g. fluoroscopic, 
CT), single or multiple levels, unilateral or bilateral; cervical or thoracic 

0275T 
Percutaneous laminotomy/laminectomy (interlaminar approach) for decompression of 
neural elements, (with or without ligamentous resection, discectomy, facetectomy 
and/or foraminotomy) any method under indirect image guidance (e.g. fluoroscopic, 
CT), single or multiple levels, unilateral or bilateral; lumbar 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The final 
determination of reimbursement for services is the decision of the health plan and is based on the 
individual’s policy or benefit entitlement structure as well as claims processing rules.  
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CMM-609.1: General Guidelines 
 The determination of medical necessity for the performance of lumbar fusion 

(arthrodesis) is always made on a case-by-case basis. 
 Adult spinal deformity surgery does not require documentation of spinal instability 

and/or spondylolisthesis  
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 
 The presence of adolescent idiopathic scoliosis with over 50 degree curves or 

congenital, neuromuscular, or infantile/juvenile scoliosis warrants definitive surgical 
treatment. Confirmatory imaging studies (advanced or plain x-rays) are required. The 
following criteria are NOT required for the above confirmed conditions: 
 Provider-directed non-surgical management 
 Proof of smoking cessation 
 Absence of unmanaged significant mental and/or behavioral health disorders 

 The presence of urgent/emergent indications/conditions warrants definitive surgical 
treatment. Confirmatory advanced imaging studies are required. The following criteria 
are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 
 Proof of smoking cessation 
 Absence of unmanaged significant mental and/or behavioral health disorders 

 Urgent/emergent conditions for lumbar fusion (arthrodesis) include ANY of the following: 
 Infection (e.g. discitis, epidural abscess, osteomyelitis) when instability is present or 

debridement and/or decompression is anticipated to result in iatrogenic instability 
 Primary or metastatic neoplastic disease causing pathologic fracture, cord 

compression, when instability is present or resection and/or decompression is 
anticipated to result in iatrogenic instability 

 Traumatic spinal fractures or dislocations with or without neural compression when 
instability is present or decompression of the spinal canal is anticipated to result in 
iatrogenic instability 

 Documentation of severe debilitating pain and/or dysfunction to the point of being 
incapacitated 
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CMM-609.2: Lumbar Fusion (Arthrodesis) 

Lumbar Fusion (Arthrodesis) with Decompression 
Lumbar fusion (arthrodesis) with decompression is considered medically necessary when 
ALL of the following are met: 
 The patient is a candidate for lumbar decompression. Refer to CMM-608: Lumbar 

Decompression. 
 Performed for actual or anticipated iatrogenic instability from decompression and when 

EITHER of the following are met: 
 Actual instability with confirmatory imaging including ANY of the following (not 

required when instability is created and/or identified intra-operatively): 
 Degenerative spondylolisthesis without spondylolysis when confirmatory imaging 

results show EITHER of the following: 
 Dynamic segmental instability documented by flexion-extension plain X-rays 

OR comparison of a supine and upright image, with a difference in 
translational alignment between vertebrae greater than 3 mm between views 

 Meyerding Grade II or higher spondylolisthesis 
 Spondylolisthesis with spondylolysis when confirmatory imaging results show 

ANY of the following: 
 Multi-level spondylolysis on recent (within 6 months) plain X-rays 
 Symptomatic Meyerding Grade 1 or 2 spondylolisthesis (anterolisthesis) with 

recent (within 6 months) plain X-rays supporting progression of anterolisthesis 
 Symptomatic Meyerding Grade 3 or higher spondylolisthesis (anterolisthesis) 

demonstrated on recent (within 6 months) plain x-rays with 50% or more 
anterior slippage OR plain X-rays supporting progression of anterolisthesis 

 Progressive spinal pain without confirmatory imaging of progression of 
spondylolisthesis 

 Anticipated instability created by disruption of the posterior elements due to facet 
joint excision that exceeds 50% bilaterally or 75% or more of a single facet during 
spinal decompression 

 Confirmatory imaging including ANY of the following (not required when instability is 
created and/or identified intra-operatively): 
 Recent (within 6 months) imaging documenting postoperative instability created by 

the disruption of the posterior elements due to facet joint excision that exceeds 50% 
bilaterally or 75% or more of a single facet 

 Removal of the pars interarticularis is performed that requires fusion to stabilize  
 Pars fracture 
 Previous lumbar spinal decompression that resulted in iatrogenic spondylolisthesis 
 Meyerding Grade I or higher spondylolisthesis with foraminal stenosis 

 Less than clinically meaningful improvement with at least TWO of the following for at 
least 6 weeks (unless contraindicated): 
 Prescription strength analgesics, steroids, and/or NSAIDs 
 Provider-directed exercise program prescribed by a physical therapist, chiropractic 

provider, osteopathic or allopathic physician 
 Epidural steroid injection (ESI)/selective nerve root block(s) (SNRB) 
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 Absence of untreated, underlying mental and/or behavioral health conditions/issues 

(e.g. depression, chronic pain syndrome, secondary gain, opioid and alcohol use 
disorders, etc.) as a contributor to chronic pain 

 Documentation of nicotine-free status with EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, and/or 

nicotine replacement therapy for at least 6 weeks prior to planned surgery as 
evidenced by blood cotinine lab results of ≤ 10 ng/mL 

Lumbar Fusion (Arthrodesis) without Decompression 
Lumbar fusion (arthrodesis) without decompression is considered medically necessary 
when ALL of the following criteria are met: 
 Significant level of pain on a daily basis defined as EITHER of the following: 

 Visual Analog Scale (VAS) /Numeric Rating Scale (NRS) ≥ 7 on a daily basis 
 Severe, disabling, crippling, or incapacitating pain 

 Clinically significant functional impairment (e.g. inability to perform household chores, 
prolonged standing or essential job functions) 

 Less than clinically meaningful improvement with EITHER of the following for at least 3 
consecutive months unless contraindicated, except for discogenic lower 
back/degenerative disc disease (see specific criteria below): 
 Prescription strength analgesics, steroids, and/or NSAIDs 
 Provider-directed exercise program prescribed by a physical therapist, chiropractic 

provider, osteopathic or allopathic physician 
 Absence of untreated, underlying mental and/or behavioral health conditions/issues 

(e.g. depression, chronic pain syndrome, secondary gain, opioid and alcohol use 
disorders, etc.) as a contributor to chronic pain 

 Documentation of nicotine-free status with EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of tobacco products, and/or nicotine 

replacement therapy for at least 6 weeks prior to planned surgery as evidenced by 
blood cotinine lab results of ≤ 10 ng/mL 

 Performed for ANY of the following: 
 Degenerative spondylolisthesis without spondylolysis when confirmatory imaging 

results show EITHER of the following: 
 Dynamic segmental instability documented by flexion-extension plain X-rays OR 

comparison of a supine and upright image, with a difference in translational 
alignment between vertebrae greater than 3 mm between views 

 Meyerding Grade II or higher spondylolisthesis 
 Spondylolisthesis with spondylolysis when confirmatory imaging results show ANY 

of the following: 
 Multi-level spondylolysis on recent (within 6 months) plain X-rays 
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 Symptomatic Meyerding Grade 1 or 2 spondylolisthesis (anterolisthesis) with 
recent (within 6 months) plain X-rays supporting progression of anterolisthesis 

 Symptomatic Meyerding Grade 3 or higher spondylolisthesis (anterolisthesis) 
demonstrated on recent (within 6 months) plain x-rays with 50% or more anterior 
slippage OR plain X-rays supporting progression of anterolisthesis 

 Progressive spinal pain without confirmatory imaging of progression of 
spondylolisthesis 

 Discogenic lower back/degenerative disc disease when ALL of the following are 
met: 
 Presence of chronic, unremitting, discogenic axial lower back pain and 

associated disability secondary to single-level degenerative lumbar disc disease 
(DDD) for at least one year 

 Structured physician-supervised, multi-modal, nonoperative management of 
medical care with licensed healthcare professionals which includes regularly 
scheduled appointments, follow-up evaluation, and less than clinically meaningful 
improvement with at least TWO of the following for at least 12 consecutive 
months unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs 
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician 
 Epidural steroid injection(s)/selective nerve root block(s) 
 Facet joint injection(s)/medial branch block(s)/radiofrequency ablation(s) 

 Moderate to severe single-level disc degeneration has been confirmed on recent 
(within 6 months) plain X-rays and advanced diagnostic imaging studies (i.e., CT, 
MRI) 

 Initial disc herniation when BOTH of the following are met: 
 This patient is a candidate for initial primary lumbar discectomy. Refer to CMM 

606.1: General Guidelines for information related to excision  of extradural 
lesion other than neoplasm, CMM-606.2: Initial Primary Lumbar 
Microdiscectomy (Laminotomoy, Laminectomy, or Hemilaminectomy),  and 
CMM 606.3: Repeat Lumbar Microdiscectomy (Laminotomy or 
Laminectomy) at the Same Level. 

 ANY of the following is present: 
 Primary extraforaminal disc herniation at L5-S1, in which a far lateral 

approach is not feasible because of the presence of the iliac wings 
 Primary foraminal disc herniation for which facet resection is necessary to 

retrieve the disc, which will result in iatrogenic instability 
 Primary disc herniation in the lumbar spine that is at the level of the spinal 

cord (i.e., low lying conus medullaris) 
 Recurrent disc herniation when BOTH of the following are met: 

 The patient is a candidate for repeat lumbar discectomy. Refer to CMM 606.3: 
Repeat Lumbar Microdiscectomy (Laminotomy or Laminectomy) at the 
Same Level. 

 Confirmatory plain X-rays including neural structure compression demonstrated 
by the most recent (within 6 months) imaging AND plain X-ray evidence of 
anterolisthesis resulting in EITHER of the following: 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

91 of 148



 

Sp
in

e 
Su

rg
er

y 

 Segmental instability with 3 mm or more of anterior translation displacement 
of the vertebra on the adjacent vertebra below 

 Meyerding Grade II or higher spondylolisthesis (i.e., instability)  
 Second or greater recurrent disc herniation when the patient is a candidate for 

repeat lumbar discectomy. Refer to CMM 606.3: Repeat Lumbar Microdiscectomy 
(Laminotomy or Laminectomy) at the Same Level.  

 Isthmic spondylolisthesis when congenital or acquired pars defect is documented by 
recent (within 6 months) imaging studies 

CMM-609.3: Adjacent Segment Disease 
Lumbar fusion (arthrodesis) for adjacent segment disease is considered medically 
necessary when ALL of the following are met: 
 The patient meets criteria for lumbar fusion. Refer to: CMM-609.2: Lumbar Fusion 

(Arthrodesis). 
 The prior lumbar fusion (arthrodesis) procedure at an adjacent level was performed at 

least 6 months prior. 
 Evidence of anterolisthesis on plain X-rays resulting in EITHER of the following: 

 Dynamic segmental instability with 3 mm or more of anterior translation 
displacement of the vertebra on the adjacent vertebra below 

 Meyerding Grade II or higher spondylolisthesis (i.e., instability) 
 Neural structure compression demonstrated by recent (within 6 months) plain X-rays 
 Significant initial relief of symptoms following prior spinal fusion(s) 

CMM-609.4: Failed Lumbar Disc Arthroplasty Implant 
Lumbar discectomy and fusion following failed lumbar disc arthroplasty implant is 
considered medically necessary when EITHER of the following are met: 
 Recent (within 6 months) post-operative plain X-rays show evidence of implant 

malposition or implant failure (e.g. subsidence, loosening, infection, 
dislocation/subluxation, vertebral body fracture, dislodgement) 

 ALL of the following are met: 
 The patient meets criteria for lumbar fusion. Refer to: CMM-609.2: Lumbar Fusion 

(Arthrodesis). 
 Recent (within 6 months) post-operative MRI /CT confirms evidence of neural 

structure compression (e.g. either retained disc material or a recurrent disc 
herniation) 

 Greater than 6 months since disc arthroplasty surgery 

CMM-609.5: Repeat Lumbar Fusion (Arthrodesis) at the Same Level 
Repeat lumbar fusion (arthrodesis) at the same level is considered medically necessary 
when EITHER of the following are met:  
 Recent (within 6 months) post-operative plain X-rays show evidence of implant 

malposition or implant failure (e.g. migration, pedicle screw breakage, pedicle screw 
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loosening, dislodged hooks, rod breakage, rod bending, rod loosening, loss of curve 
correction, decompensation, etc.) 

 ALL of the following are met: 
 The patient meets criteria for lumbar fusion. Refer to: CMM-609.2: Lumbar Fusion 

(Arthrodesis). 
 Recent (within 6 months) post-operative confirmatory imaging documenting 

pseudarthrosis on ANY of the following: 
 MRI 
 CT 
 Plain x-rays 

 Greater than 6 months since the last fusion (arthrodesis) surgery 

CMM-609.6: Non-Indications 

Not Medically Necessary 
 Lumbar fusion (arthrodesis) is considered not medically necessary when the sole 

indication is ANY of the following: 
 Disc herniation in the absence of ANY of the following: 

 Primary extraforaminal disc herniation at L5-S1, in which a far lateral approach is 
not feasible because of the presence of the iliac wings 

 Primary foraminal disc herniation for which facet resection is necessary to 
retrieve the disc, which will result in iatrogenic instability 

 Primary disc herniation in the lumbar spine that is at the level of the spinal cord 
(i.e., low lying conus medullaris) 

 Multi-level degenerative disc disease without instability 
 Neurocompressive pathology 
 Facet joint disorders without instability 
 Initial discectomy/laminectomy without instability 
 An adjunct to primary decompression of central and/or lateral recess stenosis in the 

absence of instability, spondylolisthesis, or an actual or anticipated bony resection 
that will result in iatrogenic instability 

 Spondylolysis without spondylolisthesis 

Experimental, Investigational, and/or Unproven (EIU) 
 ALL of the following devices/procedures are considered experimental, 

investigational, or unproven (EIU) (not an all-inclusive list): 
 Pre-sacral interbody fusion including AxiaLIF 
 Minimally invasive surgical approaches using only indirect visualization (e.g. 

endoscopic fusion, percutaneous fusion (video imaging) 
 Anterior interbody fusion or implantation of intervertebral body fusion devices using 

laparoscopic approach 
 Device/implant not FDA approved 
 Devices for disc annular repair 
 Dynamic (intervertebral) stabilization (e.g. Dynesys, Stabilimax NZ) 
 Interlaminar lumbar instrumented fusion (e.g. ILIF) 
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 Interspinous and interlaminar distraction devices 
 Interspinous fixation/posterior non-pedicle supplemental fixation devices for spinal 

fusion (e.g. Affix, Aspen Spinous Process Fixation System, Coflex-F) 
 Personalized anterior and lateral body interbody cage (implantable) e.g. Aprevo  
 Least invasive lumbar decompression interbody fusion (e.g. LINDIF) 
 Isolated facet fusion, with or without instrumentation, including allograft bone graft 

substitutes used exclusively as stand-alone stabilization devices (e.g. TruFuse (any 
level), NuFix® (any level)) 

 Total facet arthroplasty 

CMM-609.7: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 

CPT® Code Description/Definition 
22533 Arthrodesis, lateral extracavitary technique, including minimal discectomy to prepare 

interspace (other than for decompression); lumbar 

+22534 
Arthrodesis, lateral extracavitary technique, including minimal discectomy to prepare 
interspace (other than for decompression); thoracic or lumbar, each additional 
vertebral segment (List separately in addition to code for primary procedure) 

22558 Arthrodesis, anterior interbody technique, including minimal discectomy to prepare 
interspace (other than for decompression); lumbar 

+22585 
Arthrodesis, anterior interbody technique, including minimal discectomy to prepare 
interspace (other than for decompression); each additional interspace (List separately 
in addition to code for primary procedure) 

22586 
Arthrodesis, pre-sacral interbody technique, including disc space preparation, 
discectomy, with posterior instrumentation, with image guidance, includes bone graft 
when performed, L5-S1 interspace 

22612 Arthrodesis, posterior or posterolateral technique, single interspace; lumbar (with 
lateral transverse technique, when performed) 

+22614 Arthrodesis, posterior or posterolateral technique, single interspace; each additional 
vertebral segment (List separately in addition to code for primary procedure) 

22630 Arthrodesis, posterior interbody technique, including laminectomy and/or discectomy 
to prepare interspace (other than for decompression), single interspace; lumbar 

+22632 
Arthrodesis, posterior interbody technique, including laminectomy and/or discectomy 
to prepare interspace (other than for decompression), single interspace; each 
additional interspace (List separately in addition to code for primary procedure) 

22633 
Arthrodesis, combined posterior or posterolateral technique with posterior interbody 
technique including laminectomy and/or discectomy sufficient to prepare interspace 
(other than for decompression), single interspace; lumbar 

+22634 
Arthrodesis, combined posterior or posterolateral technique with posterior interbody 
technique including laminectomy and/or discectomy sufficient to prepare interspace 
(other than for decompression); each additional interspace(List separately in addition 
to code for primary procedure) 

22800 Arthrodesis, posterior, for spinal deformity, with or without cast; up to 6 vertebral 
segments 

22802 Arthrodesis, posterior, for spinal deformity, with or without cast; 7 to 12 vertebral 
segments 
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This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 

CPT® Code Description/Definition 
22804 Arthrodesis, posterior, for spinal deformity, with or without cast; 13 or more vertebral 

segments 

22808 Arthrodesis, anterior, for spinal deformity, with or without cast; 2 to 3 vertebral 
segments 

22810 Arthrodesis, anterior, for spinal deformity, with or without cast; 4 to 7 vertebral 
segments 

22812 Arthrodesis, anterior, for spinal deformity, with or without cast; 8 or more vertebral 
segments 

+22840 
Posterior non-segmental instrumentation (e.g. Harrington rod technique, pedicle 
fixation across 1 interspace, atlantoaxial transarticular screw fixation, sublaminar 
wiring at C1, facet screw fixation) (List separately in addition to code for primary 
procedure) 

+22841 Internal spinal fixation by wiring of spinous processes (List separately in addition to 
code for primary procedure) 

+22842 
Posterior segmental instrumentation (e.g. pedicle fixation, dual rods with multiple 
hooks and sublaminar wires); 3 to 6 vertebral segments (List separately in addition to 
code for primary procedure) 

+22843 
Posterior segmental instrumentation (e.g. pedicle fixation, dual rods with multiple 
hooks and sublaminar wires); 7 to 12 vertebral segments (List separately in addition 
to code for primary procedure) 

+22844 
Posterior segmental instrumentation (e.g. pedicle fixation, dual rods with multiple 
hooks and sublaminar wires); 13 or more vertebral segments (List separately in 
addition to code for primary procedure) 

+22845 Anterior instrumentation; 2 to 3 vertebral segments (List separately in addition to code 
for primary procedure) 

+22846 Anterior instrumentation; 4 to 7 vertebral segments (List separately in addition to code 
for primary procedure) 

+22847 Anterior instrumentation; 8 of more vertebral segments (List separately in addition to 
code for primary procedure) 

+22848 Pelvic fixation (attachment of caudal end of instrumentation to pelvic bony structures) 
other than sacrum (List separately in addition to code for primary procedure) 

22849 Reinsertion of spinal fixation device 

+22853 
Insertion of interbody biomechanical device(s) (eg, synthetic cage, mesh) with integral 
anterior instrumentation for device anchoring (eg, screws, flanges), when performed, 
to intervertebral disc space in conjunction with interbody arthrodesis, each interspace 
(List separately in addition to code for primary procedure) 

+22854 

Insertion of intervertebral biomechanical device(s) (eg, synthetic cage, mesh) with 
integral anterior instrumentation for device anchoring (eg, screws, flanges), when 
performed, to vertebral corpectomy(ies) (vertebral body resection, partial or complete) 
defect, in conjunction with interbody arthrodesis, each contiguous defect (List 
separately in addition to code for primary procedure) 

+22859 
Insertion of intervertebral biomechanical device(s) (eg, synthetic cage, mesh, 
methylmethacrylate) to intervertebral disc space or vertebral body defect without 
interbody arthrodesis, each contiguous defect (List separately in addition to code for 
primary procedure) 
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This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 

CPT® Code Description/Definition 

0195T 
Arthrodesis, pre-sacral interbody technique, disc space preparation, discectomy, 
without instrumentation, with image guidance, includes bone graft when performed; 
L5-S1 interspace 

+0196T 
Arthrodesis, pre-sacral interbody technique, disc space preparation, discectomy, 
without instrumentation, with image guidance, includes bone graft when performed; 
L4-L5 interspace (List separately in addition to code for primary procedure) 

0202T 
Posterior vertebral joint(s) arthroplasty (eg, facet joint[s] replacement), including 
facetectomy, laminectomy, foraminotomy, and vertebral column fixation, injection of 
bone cement, when performed, including fluoroscopy, single level, lumbar spine 

0219T Placement of a posterior intrafacet implant(s), unilateral or bilateral, including imaging 
and placement of bone graft(s) or synthetic device(s), single level; cervical 

0220T Placement of a posterior intrafacet implant(s), unilateral or bilateral, including imaging 
and placement of bone graft(s) or synthetic device(s), single level; thoracic 

0221T Placement of a posterior intrafacet implant(s), unilateral or bilateral, including imaging 
and placement of bone graft(s) or synthetic device(s), single level; lumbar 

+0222T 
Placement of a posterior intrafacet implant(s), unilateral or bilateral, including imaging 
and placement of bone graft(s) or synthetic device(s), single level; each additional 
vertebral segment (List separately in addition to code for primary procedure) 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The 
final determination of reimbursement for services is the decision of the health plan and is based 
on the individual’s policy or benefit entitlement structure as well as claims processing rules. 

CMM-609.8: References 
1. Abdu RW, Abdu WA, Pearson AM, Zhao W, Lurie JD, Weinstein JN. Reoperation for Recurrent 

Intervertebral Disc Herniation in the Spine Patient Coutcomes Research Trial. Spine. July 2017: 42(14) 
1106-1114. 

2. Agency for Healthcare Research and Quality (AHRQ). Treatment of degenerative lumbar spinal stenosis: 
summary, Evidence report/technology assessment: number 32. AHRQ publication no. 01-E047. Archived. 
Rockville, MD: Agency for Healthcare Research and Quality; 2001 Mar. 

3. American Academy of Orthopaedic Surgeons (AAOS). Position statement: The effects of tobacco 
exposure on the musculoskeletal system. 2011. 

4. American Academy of Orthopedic Surgeons (AAOS). Surgery and smoking. July 2007. 
5. American Association of Neurological Surgeons. J Neurosurg Spine. July 2014: 21: 48-53. 
6. American College of Occupational and Environmental Medicine (ACOEM). ACOEM Practice Guidelines, 

2nd edition. Ch12. Low back complaints. Copyright ©2008, 2004, 1997 by the American College of 
Occupational and Environmental Medicine. 

7. American College of Occupational and Environmental Medicine (ACOEM). Low back disorders. 
Occupational medicine practice guidelines: evaluation and management of common health problems and 
functional recovery in workers. 2nd ed. 2007. 

8. Anand N, Baron EM, Thaiyananthan G, Khalsa K, Goldstein TB. Minimally invasive multilevel 
percutaneous correction and fusion for adult lumbar degenerative scoliosis: a technique feasibility study. 
J Spinal Disord Tech. 2008 Oct;21(7):459-67. 

9. Anand N, Rosemann R, Khalsa B, Baron EM. Mid-term to long-term clinical and functional outcomes of 
minimally invasive correction and fusion for adults with scoliosis. Neurosurg Focus. 2010 Mar;28(3):E6. 

10. Anderson DG, Samartzis D, Shen FH, Tannoury C. Percutaneous instrumentation of the thoracic and 
lumbar spine. Orthop Clin North Am. 2007 Jul;38(3):401-8, vii. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

96 of 148



 

Sp
in

e 
Su

rg
er

y 

11. Andersen T, Christensen FB, Langdahl BL, Ernst C, Fruensgaard S, Ostergaard J, Andersen JL, 
Rasmussen S, Niedermann B, Høy K, Helmig P, Holm R, Lindblad BE, Hansen ES, Egund N, Bünger C. 
Fusion mass bone quality after uninstrumented spinal fusion in older patients. Eur Spine J. 2010 
Dec;19(12):2200-8. 

12. Appaduray SP, Lo P. Effects of diabetes and smoking on lumbar spine surgery outcomes. J Clin 
Neurosci. 2013; 20: 1713-7. 

13. Applied Spine Technologies, Inc. Stabilimax NZ® Dynamic spine stabilization system. Study enrollment 
criteria. 

14. Aryan HE, Newman CB, Gold JJ, Acosta FL Jr, Coover C, Ames CP. Percutaneous axial lumbar 
interbody fusion (AxiaLIF) of the L5-S1 segment: initial clinical and radiographic experience. Minim 
Invasive Neurosurg. 2008 Aug;51(4):225-30. 

15. Audat Z, Moutasem O, Yousef K, Mohammad B. Comparison of clinical and radiological results of 
posterolateral fusion, posterior lumbar interbody fusion and transforaminal lumbar interbody fusion 
techniques in the treatment of degenerative lumbar spine. Singapore Med J. 2012 Mar;53(3):183-7. 

16. Bartynski WS, Lin L. Lumbar root compression in the lateral recess: MR imaging, conventional 
myelography, and CT myelography comparison with surgical confirmation. AJNR AM J Neuroradiology. 
2003; 24(3): 348-360. 

17. Beastall J, Karadimas E, Siddiqui M, Nicol M, Hughes J, Smith F, Wardlaw D. The Dynesys lumbar spinal 
stabilization system: a preliminary report on positional magnetic resonance imaging findings. Spine. 2007 
Mar 15;32(6):685-90. 

18. Bothmann M, Kast E, Boldt GJ, Oberle J. Dynesys fixation for lumbar spine degeneration. Neurosurg 
Rev. 2008 Apr;31(2):189-96. Epub 2007 Sep 29. 

19. Bohinski R, Jain V, Tobler W. Presacral retroperitoneal approach to axial lumbar interbody fusion-a new, 
minimally invasive technique at L5-S1: clinical outcomes, complications and rates in 50 patients at 1-year 
follow up. SAS Journal. 2010;(4):54-62. 

20. Botolin S, Agudelo J, Dwyer A, Patel V, Burger E. High rectal injury during trans-1 axial lumbar interbody 
fusion L5-S1 fixation. Spine. (Phila Pa 1976). 2010 Feb 15;35(4):E144-8. 

21. Brox JI, Nygaard ØP, Holm I, Keller A, Ingebrigtsen T, Reikerås O. Four-year follow-up of surgical versus 
non-surgical therapy for chronic low back pain. Ann Rheum Dis. 2010 Sep;69(9):1643-8. Epub 2009 Jul 
26. 

22. Brox JI, Reikerås O, Nygaard Ø, Sørensen R, Indahl A, Holm I, Keller A, Ingebrigtsen T, Grundnes O, 
Lange JE, Friis A. Lumbar instrumented fusion compared with cognitive intervention and exercises in 
patients with chronic back pain after previous surgery for disc herniation: a prospective randomized 
controlled study. Pain. 2006 May;122(1-2):145-55. Epub 2006 Mar 20. 

23. Brox JI, Sorensen R, Friis A, Nygaard O, Indahl A, Keller A, et al. Randomized clinical trial of lumbar 
instrumented fusion and cognitive intervention and exercises in patients with chronic low back pain and 
disc degeneration. Spine. 2003 Sep 1;28(17):1913-21. 

24. Cakir B, Carazzo C, Schmidt R, Mattes T, Reichel H, Käfer W. Adjacent segment mobility after rigid and 
semirigid instrumentation of the lumbar spine. Spine. 2009 May 20;34(12):1287-91. 

25. Canale: Arthrodesis. Lumbar spine. Campbell's operative orthopaedics. 10th ed. p. 1704-12. Mosby, Inc.; 
2003. 

26. Canale and Beaty: Degenerative spondylolisthesis and scoliosis Campbells Operative Orthopaedics, 11th 
ed. Copyright ©2007 Mosby.. 

27. Carragee EJ, Lincoln T, Parmar VS, Alamin T. A gold standard evaluation of the "discogenic pain" 
diagnosis as determined by provocative discography. Spine. 2006 Aug 15;31(18):2115-23. 

28. Carreon LY, Glassman SD, Howard J. Fusion and nonsurgical treatment for symptomatic lumbar 
degenerative disease: a systematic review of Oswestry Disability Index and MOS Short Form-36 
outcomes. Spine J. 2008 Sep-Oct;8(5):747-55.  

29. Chaput C, Padon D, Rush J, Lenehan E, Rahm M. The significance of increased fluid signal on magnetic 
resonance imaging in lumbar facts in relationship to degenerative spondylolisthesis. Spine 2007; 32(17): 
1883-7. 

30. Choma TJ, Schuster JM, Norvell DC, Dettori JR, Chutkan NB. Fusion versus nonoperative management 
for chronic low back pain: do comorbid diseases or general health factors affect outcome? Spine (Phila 
Pa 1976). 2011 Oct 1;36(21 Suppl):S87-95. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

97 of 148



 

Sp
in

e 
Su

rg
er

y 

31. Chou R, Loeser JD, Owens DK, Rosenquist RW, Atlas SJ, Baisden J, Carragee EJ, Grabois M, Murphy 
DR, Resnick DK, Stanos SP, Shaffer WO, Wall EM; American Pain Society Low Back Pain Guideline 
Panel. Interventional therapies, surgery, and interdisciplinary rehabilitation for low back pain: an 
evidence-based clinical practice guideline from the American Pain Society. Spine (Phila Pa 1976). 2009 
May 1;34(10):1066-77. 

32. Chung SK, Lee SH, Lim SR, Kim DY, Jang JS, Nam KS, Lee HY. Comparative study of laparoscopic L5-
S1 fusion versus open mini-ALIF, with a minimum 2-year follow-up. Eur Spine J. 2003 Dec;12(6):613-7. 
Epub 2003 Oct 17. 

33. Clinicaltrials.gov, NCT01019057. An evaluation of interlaminar instrumented lumbar fusion. 
34. Cowan JA Jr, Dimick JB, Wainess R, Upchurch GR Jr, Chandler WF, La Marca F. Changes in the 

utilization of spinal fusion in the United States. Neurosurgery. 2006 Jul;59(1):15-20; discussion 15-20. 
35. Dakwar E, Cardona RF, Smith DA, Uribe JS. Early outcomes and safety of the minimally invasive, lateral 

retroperitoneal transpsoas approach for adult degenerative scoliosis. Neurosurg Focus. 2010 
Mar;28(3):E8. 

36. Devereaux MW. Low back pain. Prim Care. 2004 Mar;31(1):33-51. 
37. Deyo RA, Mirza SK, Martin BI, Kreuter W, Goodman DC, Jarvik JG. Trends, major medical complications, 

and charges associated with surgery for lumbar spinal stenosis in older adults. JAMA. 2010 Apr 
7;303(13):1259-65. 

38. Donnally C, Patel P, Canseco J et al. Current incidence of adjacent segment pathology following lumbar 
fusion versus motion-preserving procedures: a systematic review and meta-analysis of recent projections. 
Spine J. 2020;20(10):1554-1565. doi:10.1016/j.spinee.2020.05.100. 

39. Durrani A, Mistur R, Shanti N: Presacral Approach for L5-S1 Fusion. Techniques in Orthopaedics. 2011 
Sept; Volume 26, Number 3, pp. 166-172. 

40. Eck JC, Hodges S, Humphreys SC. Minimally invasive lumbar spinal fusion. J Am Acad Orthop Surg. 
2007 Jun;15(6):321-9. 

41. Eck JC, Sharan A, Ghogawala Z, et al. Guideline update for the performance of fusion proedures for 
degenerative disease of the lumbar spine. Part 7: Lumbar fusion for intractable low-back pain without 
stensos or spondylolisthesis. J Neurosurg Spine. 2014: 21:42-47. 

42. ECRI Institute. Hotline Response [database online]. Plymouth Meeting (PA): ECRI Institute. 2009 August 
19. Dynamic pedicle-and screw-based stabilization systems for chronic back pain. 

43. ECRI Institute. Hotline Response [database online]. Plymouth Meeting (PA): ECRI Institute. 2010. iFuse 
Implant system for sacroiliac joint arthrodesis. 

44. ECRI Institute. Hotline Response [database online]. Plymouth Meeting (PA): ECRI Institute. 2009 October 
14. Minimally Invasive Spinal Fusion Surgery Using eXtreme Lateral Interbody Fusion OR Axial Lumbar 
Interbody Fusion for Low-back Pain. 

45. ECRI Institute. Hotline Response [database online]. Plymouth Meeting (PA): ECRI Institute. 2006 August 
3. Semi-rigid spinal stabilization systems for use in non-cervical spinal fusion surgery. 

46. ECRI Institute. Spinal fusion and discography for chronic low back pain and uncomplicated lumber 
degenerative disc disease (Washington HTA). Plymouth Meeting (PA): ECRI Institute Health Technology 
Assessment Information Service; 2007 October 19. (Evidence Report). 

47. Fairbank J, Frost H, Wilson-MacDonald J, Yu LM, Barker K, Collins R; Spine Stabilisation Trial Group. 
Randomised controlled trial to compare surgical stabilization of the lumbar spine with an intensive 
rehabilitation programme for patients with chronic low back pain: the MRC spine stabilisation trial. BMJ. 
2005 May 28;330(7502):1233. 

48. Farshad M, Burgstaller JM, Held U, et al. Do preoperative corticosteroid injections increase the risk for 
infections or wound healing problems after spine surgery? Spine. 2018;43(15): 1089-94. 

49. Forbin W, et al. Precision measurement of segmental motion from flexion-extension radiographs of the 
lumbar spine. Clin Biomech. 1996 Dec; 11(8): 457-465. 

50. Fu TS, Lai PL, Tsai TT, Niu CC, Chen LH, Chen WJ. Long term results of disc excision for recurrent 
lumbar disc herniation with or without posterolateral fusion. Spine. 2005 Dec 15;30(24):2830-2834. 

51. Fujibayashi S, Neo M, Takemoto M, Ota M, Nakamura T. Paraspinal-approach transforaminal lumbar 
interbody fusion for the treatment of lumbar foraminal stenosis. J Neurosurg Spine. 2010 Oct;13(4):500-8. 

52. Gelalis ID, Kang JD. Thoracic and lumbar fusions for degenerative disorders: rationale for selecting the 
appropriate fusion techniques. Orthop Clin North Am. 1998 Oct;29(4):829-42. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

98 of 148



 

Sp
in

e 
Su

rg
er

y 

53. Gerszten PC, Tobler W, Raley TJ, Miller LE, Block JE, Nasca RJ: Axial Presacral Lumbar Interbody 
Fusion and Percutaneous Posterior Fixation for Stabilization of Lumbosacral Isthmic Spondylolisthesis. J 
Spinal Disord Techn. Epub ahead of print September 29, 2011. 

54. Ghiselli G, Wang JC, Bhatia NN, Hsu WK, Dawson EG. Adjacent segment degeneration in the lumbar 
spine. J Bone Joint Surg Am. 2004 Jul;86-A(7):1497-503. 

55. Ghogawala Z, Benzel EC, Amin-Hanjani S, Barker FG 2nd, Harrington JF, Magge SN, et al. Prospective 
outcomes evaluation after decompression with or without instrumented fusion for lumbar stenosis and 
degenerative Grade I spondylolisthesis. J Neurosurg Spine. 2004 Oct;1(3):267-72. 

56. Ghogawala Z, Dziura J, Butler W et al. Laminectomy plus Fusion versus Laminectomy Alone for Lumbar 
Spondylolisthesis. NEJM. 2016;374(15):1424-1434. doi:10.1056/nejmoa1508788. 

57. Gibson JNA, Waddell G. Surgery for degenerative lumbar spondylosis. Cochrane Database Syst Rev. 
1999, Issue 1.Updated 2005. In: The Cochrane Library, Copyright ©2007 The Cochrane Collaboration. 

58. Glassman SD, Anagnost SC, Parker A, et al. The effect of cigarette smoking and smoking cessation on 
spinal fusion. Spine (Phila Pa 1976). 2000;25(20): 2608-15. 

59. Glassman SD, Carreon LY, Djurasovic M, Dimar JR, Johnson JR, Puno RM, Campbell MJ. Lumbar fusion 
outcomes stratified by specific diagnostic indication. Spine J. 2008 Sep 18. 

60. Grob D, Benini A, Junge A, Mannion AM. Clinical experience with the dynesys semirigid fixation system 
for the lumbar spine. Surgical and patient-oriented outcome in 50 cases after an average of 2 years. 
Spine. 2005 Feb;30(3):324-31. 

61. Gundanna M, Miller L, Block J: Complications with Axial Presacral Lumbar Interbody Fusion: A FiveYear 
Postmarket Surveillance Experience. SAS J. 2011; 5: 90-94. 

62. Guyton JL, Perez EA. Ch 53: Fractures of Acetabulum and Pelvis. In: Canale & Beaty: Campbell's 
Operative Orthopaedics, 11th ed. Copyright © 2007. 

63. Hanley EN, David SM. Current concepts review—lumbar arthrodesis for the treatment of back pain. J 
Bone Joint Surg Am. 1999 May;81-A(5):716-30. 

64. Hansen H, Manchikanti L, Simopoulos TT, Christo PJ, Gupta S, Smith HS, Hameed H, Cohen SP. A 
systematic evaluation of the therapeutic effectiveness of sacroiliac joint interventions. Pain Physician. 
2012 May;15(3):E247-78. 

65. Harris EB, Massey P, Lawrence J, Rihn J, Vaccaro A, Anderson DG. Percutaneous techniques for 
minimally invasive posterior lumbar fusion. Neurosurg Focus. 2008;25(2):E12. 

66. Heim SE, Altimari A. Laparoscopic approaches to fusion of the lumbosacral spine: latest techniques. 
Orthop Clin North Am. 2002 Apr;33(2):413-20. 

67. Heindel P, Tuchman A, Hsieh PC, Pham MH, D’Oro A, Patel NN, Jakoi AM, Hah R, Liu JC, Buser Z, 
Wang JC. Reoperation Rates After Single-level Lumbar Discectomy. Spine. April 2017; 42(8); E496-
E501. 

68. Herkowitz HN. Spine update. Degenerative lumbar spondylolisthesis. Spine. 1995; 20(9): 1084-90. 
69. Hsu CJ, Chou WY, Chang WN, Wong CY. Clinical follow up after instrumentation-augmented lumbar 

spinal surgery in patients with unsatisfactory outcomes. J Neurosurg Spine. 2006 Oct;5(4):281-6. 
70. Hu Y, Gu YJ, Xu RM, Zhou LJ, Ma WH. Short-term clinical observation of the Dynesys neutralization 

system for the treatment of degenerative disease of the lumbar vertebrae. Orthop Surg. 2011 
Aug;3(3):167-75. doi: 10.1111/j.1757-7861.2011.00142.x. 

71. Huarn KF, Chen TY. Clinical results of single central interbody fusion case and transpedicle screws 
fixation for recurrent herniated lumbar disc and low-grade spondylolisthesis. Chang Gung Med J 2003. 
26: 170-177. 

72. Ibrahim T, Tleyjeh IM, Gabbar O. Surgical versus non-surgical treatment of chronic low back pain: a 
meta-analysis of randomised trials. Int Orthop. 2008 Feb;32(1):107-13. 

73. Inamasu J, Guiot BH. Laparoscopic anterior lumbar interbody fusion: a review of outcome studies. Minim 
Invasive Neurosurg. 2005 Dec;48(6):340-7. 

74. Institute for Clinical Systems Improvement (ICSI). Adult low back pain. Bloomington (MN): Institute for 
Clinical Systems Improvement (ICSI); 2005 Sep. 64 p. 15th Edition January 2012. 

75. International Society for Advancement of Spine Surgery (ISASS). Policy Statement on Lumbar Spinal 
Fusion Surgery. July 15, 2011. 

76. Jackson KL, Devine JG. The Effects of Smoking and Smoking Cessation on Spine Surgery: A Systemic 
Review of the Literature. Global Spine J. 2016 Nov; 6(7): 695-701. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

99 of 148



 

Sp
in

e 
Su

rg
er

y 

77. Jiménez-Almonte J, Hautala G, Abbenhaus E et al. Spine patients demystified: what are the predictive 
factors of poor surgical outcome in patients after elective cervical and lumbar spine surgery?. Spine J 
(Phila Pa 1976). 2020;20(10):1529-1534. doi:10.1016/j.spinee.2020.05.550. 

78. Kalakoti P, Sciubba DM, Pugely AJ, et al. Impact of psychiatric comorbidities on short-term outcomes 
following intervention for lumbar degenerative disc disease. Spine. 2018;43(19):1363-1371. doi: 
10.1097/BRS.0000000000002616. 

79. Kelly MP, Mok JM, Berven S. Dynamic constructs for spinal fusion: an evidence-based review. Orthop 
Clin North Am. 2010 Apr;41(2):203-15. 

80. Kleimeyer JP, Cheng I, Alamin TF, et al. Selective anterior lumbar interbody fusion for low back pain 
associated with degenerative disc disease versus nonsurgical management. Spine. 2018;43(19):1372-
1380. doi: 10.1097/BRS.0000000000002630. 

81. Kong CB, Jeon DW, Chang BS, Lee JH, Suk KS, Park JB. Outcome of spinal fusion for lumbar 
degenerative disease: a cross-sectional study in Korea. Spine (Phila Pa 1976). 2010 Jul 1;35(15):1489-
94. 

82. Knight RQ, Schwaegler P, Hanscom D, Roh J. Direct lateral lumbar interbody fusion for degenerative 
conditions: early complication profile. J Spinal Disord Tech. 2009 Feb;22(1):34-7. 

83. Koslosky E, Gendelberg D. Classification in Brief. Clin Orthop Relat Res. 2020;478(5):1125-1130. 
doi:10.1097/corr.0000000000001153. 

84. Kreiner DS, Shaffer WO, Baisden JL, Gilbert TJ, Summers JT, Toton JF, Hwang SW, Mendel RC, 
Reitman CA. NASS. An evidence-based clinical guidline for the diagnosis and treatment of degenerative 
lumbar spinal stenosis (update). Spine J. 2013 Jul; 13(7): 734-43. 

85. Kuhns BD, Kouk S, Buchanan C, Lubelski D, Alvin MD, Benzel ED, Mroz TE, Tossi J. Sensitivity of 
Magnetic Resonance Imaging in the Diagnosis of Mobile and Non-Mobile L4-5 Degenerative 
Spondylolisthesis. Spine J. 2014, doi: 10.1016/j-spinee.2014.08.006. 

86. Kumar A, Beastall J, Hughes J, Karadimas EJ, Nicol M, Smith F, Wardlaw D. Disc changes in the bridged 
and adjacent segments after Dynesys dynamic stabilization system after two years. Spine. 2008 Dec 
15;33(26):2909-14. 

87. Kuri M, Nakagawa M, Tanaka H, et al. Determination of the duration of preoperative smoking cessation to 
improve wound healing after head and neck surgery. Anesthesiology. 2005;102(5):892-96. 

88. Kwon B, Kim DH. Review Article: Lateral Lumbar Interbody Fusion: Indications, Outcomes and 
Complications. J Am Acad Orthop Surgery. 2016; 24: 96-105. 

89. Lindley EM, McCullough MA, Burger EL, Brown CW, Patel VV. Complications of axial lumbar interbody 
fusion. J Neurosurg Spine. 2011 Sep;15(3):273-9. Epub 2011 May 20. 

90. Lindstrom D, Azodi OS, Wladis A, et al. Effects of a perioperative smoking cessation intervention on 
postoperative complications: a randomized trial. Ann Surg. 2008; 248: 739-45. 

91. Lubelski D, Williams SK, O’Rourke C, Obuchoowski NA, Wang JC, Steinmetz MP, Melillo AJ, Benzel EC, 
Modic MT, Quencer R, Mroz TE. Differences in the Surgical Treatment of Lower Back Pain Among Spine 
Surgeons in the United States. Spine. 2016; 41(11): 978-986. 

92. Lurie JD, Tosteson AN, Tosteson TD, et al. Reliability of Magnetic Resonance Imaging Readings for 
Lumbar Disc Herniation in Patients with Symptomatic Lumbar Spine Disc Herniations in the Spine 
Ourcomes Research Trial (SPORT) Spine. 2008; 33:991-998 

93. Lurie JD, Doman DM, Spratt KF, et al. Patients with Symptomatic Lumbar Spine Disc Herniations. Spine. 
2009; 34: 701-705. 

94. Mamisch N, Brumann M, Hodler J, Held U, Brunner F, Steurer J. Radiologic Criteria for the Diagnosis of 
Spinal Stenosis. Radiology. 2012 July; 264 (1): 174-79. 

95. Marchi L, Oliveira L, Coutinho E, Pimenta L. Results and complications after 2-level axial lumbarinterbody 
fusion with a minimum 2-year follow-up. J Neurosurg Spine. 2012;17:187–192. 

96. Marotta N, Cosar M, Pimenta L, Khoo LT. A novel minimally invasive presacral approach and 
instrumentation technique for anterior L5-S1 intervertebral discectomy and fusion: technical description 
and case presentations. Neurosurg Focus. 2006 Jan 15;20(1):E9. 

97. Martin CT, Gao Y, Duchman KR, Pugely AJ. The Impact of Current Smoking and Smoking Cessation on 
Short-Term Morbidity Risk After Lumbar Spine Surgery. Spine. 2016;41(7): 577-584. 

98. Matz PG, Meagher RJ, Lamer T, Tontz WL Jr, Annaswamy TM, Cassidy RC, et al. Guideline summary 
review: An evidence-based clinical guideline for the diagnosis and treatment of degenerative lumbar 
spondylolisthesis. Spine J. 2016 Mar; 16(3): 439-48. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

100 of 148



 

Sp
in

e 
Su

rg
er

y 

99. McAfee P, Khoo LT, Pimenta L, Capuccino A, Sengoz A, Coric D, Hes R, Conix B, Asgarzadie F, 
Hamzaoglu A, Mirofsky Y, Anekstein Y. Treatment of lumbar spinal stenosis with a total posterior 
arthroplasty prosthesis: implant description, surgical technique, and a prospective report on 29 patients. 
Neurosurg Focus. 2007 Jan 15;22(1):E13. 

100. Mills E, Eyawo O, Lockhart I, et al. Smoking cessation reduces postoperative complications: a 
systematic review and meta-analysis. Am J Med. 2011;124(2): 144-54. 

101. Mirza SK, Deyo RA. Systematic review of randomized trials comparing lumbar fusion surgery to 
nonoperative care for treatment of chronic back pain. Spine (Phila Pa 1976). 2007 Apr 1;32(7):816-23. 

102. Moojen WA, Arts MP, Bartels RH, Jacobs WC, Peul WC. Effectiveness of interspinous implant surgery in 
patients with intermittent neurogenic claudication: a systematic review and meta-analysis. Eur Spine J. 
2011 Oct;20(10):1596-606. 

103. Moller AM, Villebro N, Pedersen T, et al. Effect of preoperative smoking intervention on postoperative 
complications: a randomized clinical trial. Lancet. 2002; 359: 114-7. 

104. Myers K, Hajek P, Hinds C, et al. Stopping smoking shortly before surgery and postoperative 
complications: a systematic review and meta-analysis. Arch Intern Med. 2011; 171: 983-9. 

105. North American Spine Society (NASS). Clinical guidelines for multidisciplinary spine care. Diagnosis and 
treatment of degenerative lumbar spinal stenosis. Copyright ©North American Spine Society. Revised 
2011. 

106. North American Spine Society (NASS).  NASS Evidence-Based Clinical Guidelines for Multidisciplinary 
Spine Care: Diagnosis and treatment of degenerative lumbar spondylolisthesis. ©2014;1-121. 

107. North American Spine Society (NASS). Public Education Series. Bone Graft Alternatives. ©2006 North 
American Spine Society.Accessed October 29, 2009. 

108. North American Spine Society (NASS). Coverage Policy Recommendations: Lumbar Fusion. Burr Ridge, 
IL. North American Spine Society; ©2014;1-15. 

109. North American Spine Society (NASS). Appropriate Use Criteria Degenerative Lumbar Spondylolisthesis. 
Burr Ridge; IL. North American Spine Society (NASS). ©2020; 1-270. https://www.spine.org/Research-
Clinical-Care/Quality-Improvement/Appropriate-Use-Criteria. 

110. O’Donnell JA, Anderson JT, Haas AR, Percy R, Woods ST, Ahn UM, Ahn NU. Treatment of Recurrent 
Lumbar Disc Herniation With or Without Fusion in Workers’ Compensation Subjects. Spine. 2017; 42(14): 
E864-E870. 

111. Ozgur BM, Aryan HE, Pimenta L, Taylor WR. Extreme Lateral Interbody Fusion (XLIF): a novel surgical 
technique for anterior lumbar interbody fusion. Spine J. 2006 Jul-Aug;6(4):435-43. 

112. Panagopoulos J, Hush J, Steffens D, et al. Do MRI Findings Change Over a Period of Up to 1 Year in 
Patients with Low Back Pain and/or Sciatica? Spine. 2017; 42: 504-512. 

113. Park P, Foley KT. Minimally invasive transforaminal lumbar interbody fusion with reduction of 
spondylolisthesis: technique and outcomes after a minimum of 2 years' follow-up. Neurosurg Focus. 
2008;25(2):E16. 

114. Park Y, Ha JW. Comparison of one-level posterior lumbar interbody fusion performed with a minimally 
invasive approach or a traditional open approach. Spine. 2007 Mar 1;32(5):537-43. 

115. Patil SS, Lindley EM, Patel VV, Burger EL. Clinical and radiological outcomes of axial lumbar interbody 
fusion. Orthopedics. 2010 Dec 1;33(12):883. 

116. Phillips FM, Tzermiadianos MN, Voronov LI, et al. Effect of the Total Facet Arthroplasty System after 
complete laminectomy-facetectomy on the biomechanics of implanted and adjacent segments. Spine J. 
2009;9(1):96-102. 

117. Raja M, Garg A, Yadav P, et al. Diagnostic Methods for Detection of Cotinine Level in Tobacco Users: A 
Review. J Clin Diagn Res. 2016 Mar; 10(3): ZE04–ZE06. 

118. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 4: radiographic assessment of fusion. 
J Neurosurg Spine. 2005 Jun;2(6):653-7. 

119. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 5: correlation between radiographic 
and functional outcome. J Neurosurg Spine. 2005 Jun;2(6):658-61. 

120. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 6: magnetic resonance imaging and 
discography for patient selection for lumbar fusion. J Neurosurg Spine. 2005 Jun;2(6):662-9. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

101 of 148



 

Sp
in

e 
Su

rg
er

y 

121. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 7: intractable low-back pain without 
stenosis or spondylolisthesis. J Neurosurg Spine. 2005 Jun;2(6):670-2. 

122. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 8: lumbar fusion for disc herniation 
and radiculopathy. J Neurosurg Spine. 2005 Jun;2(6):673-8. 

123. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 9: fusion in patients with stenosis and 
spondylolisthesis. J Neurosurg Spine. 2005 Jun;2(6):679-85. 

124. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 10: fusion following decompression in 
patients with stenosis without spondylolisthesis. J Neurosurg Spine. 2005 Jun;2(6):686-91. 

125. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 11: interbody techniques for lumbar 
fusion. J Neurosurg Spine. 2005 Jun;2(6):692-9. 

126. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 12: pedicle screw fixation as an 
adjunct to posterolateral fusion for low-back pain. J Neurosurg Spine. 2005 Jun;2(6):700-6. 

127. Resnick DK, Choudhri TF, Dailey AT, Groff MW, Khoo L, Matz PG, et al. Guidelines for the performance of 
fusion procedures for degenerative disease of the lumbar spine. Part 16: bone graft extenders and 
substitutes. J Neurosurg Spine. 2005 Jun;2(6):733-6. 

128. Rodgers WB, Cox CS, Gerber EJ. Early complications of extreme lateral interbody fusion in the obese. J 
Spinal Disord Tech. 2010a Aug;23(6):393-7. 

129. Rodgers WBV, Gerber EJ, Patterson JR. Fusion after minimally disruptive anterior lumbar interbody fusion: 
Analysis of extreme lateral interbody fusion by computed tomography. SAS J. 4 2010b :63-66. 

130. Schaeren S, Broger I, Jeanneret B. Minimum four-year follow-up of spinal stenosis with degenerative 
spondylolisthesis treated with decompression and dynamic stabilization. Spine. 2008 Aug 15;33(18):E636-
42. 

131. Schnake KJ, Schaeren S, Jeanneret B. Dynamic stabilization in addition to decompression for lumbar spinal 
stenosis with degenerative spondylolisthesis. Spine. 2006 Feb 15;31(4):442-9. 

132. Schwarzenbach O, Berlemann U, Stoll TM, Dubois G. Posterior dynamic stabilization systems: DYNESYS. 
Orthop Clin North Am. 2005 Jul;36(3):363-72. 

133. Sengupta D. Dynamic stabilization devices in the treatment of low back pain. Orthop Clin N Am. 
2004Jan;35(10:43-56. Review. 

134. Sengupta DK, Herkowitz HN. Lumbar spinal stenosis: treatment strategies and indications for surgery. 
Orthop Clin North Am. 2003 Apr;34(2):281-95. 

135. Siecean A, Seicean S, Alan N, et al. Effect of smoking on the perioperative outcomes of patients who 
undergo elective spine surgery. Spine. 2013; 38: 1294-302. 

136. Sivaganesan A, Khan I, Pennings J et al. Why are patients dissatisfied after spine surgery when 
improvements in disability and pain are clinically meaningful?. Spine  J (Phila Pa 1976). 2020;20(10):1535-
1543. doi:10.1016/j.spinee.2020.06.008. 

137. Society for Minimally Invasive Spine Surgery (SMISS). Position statement on presacral lumbar interbody 
fusion. February 29, 2012. 

138. Sonntag VKH, Marciano FF. Is fusion indicated for lumbar spinal disorders? Spine. 1995 Dec;20(24 
Supp):138S-142S. 

139. Sorensen LT. Wound healing and infection in surgery: the pathophysiological impact of smoking, smoking 
cessation, and nicotrine replacement therapy: a systemic review. Ann Surg. 2012; 255: 1069-79. 

140. Spinellil J, Rainville J. CH 45. Lumbar spondylolysis and spondylolisthesis In: Frontera: Essentials of 
Physical Medicine and Rehabilitation, 2nd ed.. Copyright ©2008 Saunders.. 

141. Tajima N, Chosa E, Watanabe S. Posterolateral lumbar fusion. J Orthop Sci. 2004 May;9(3):327-33. 
142. Tang G, Rodts G, Haid RW Jr. CH 2: Patient selection in lumbar arthrodesis for low back pain. In: Haid RW 

Jr., Resnick DK, editors. Surgical management of low back pain. Rolling Meadow, IL: American Association 
of Neurological Surgeons; 2001. 

143. Theadom A, Cropley M. Effects of preoperative smoking cessation on the incidence and risk of 
intraoperative and postoperative complications in adults smokers: a systematic review. Tobacco Control. 
2006; 15: 352-8. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

102 of 148



 

Sp
in

e 
Su

rg
er

y 

144. Tobler WD, Ferrara LA. The presacral retroperitoneal approach for axial lumbar interbody fusion: a 
prospective study of clinical outcomes, complications and fusion rates at a follow-up of two years in 26 
patients. J Bone Joint Surg Br. 2011 Jul;93(7):955-60. 

145. Tobler W, Gerszten P, Bradley W, Raley T, Nasca R, Block J: Minimally-invasive Axial Pre-sacral L5-S1 
Interbody Fusion: Two Year Clinical and Radiographic Outcomes. Spine. 2011 Sept; 36(20): E1296-E1301. 

146. Tormenti MJ, Maserati MB, Bonfield CM, Okonkwo DO, Kanter AS. Complications and radiographic 
correction in adult scoliosis following combined transpsoas extreme lateral interbody fusion and posterior 
pedicle screw instrumentation. Neurosurg Focus. 2010 Mar;28(3):E7. 

147. Torg JS. CH 16: Spinal Injuries. In DeLee: DeLee and Drez's Orthopaedic Sports Medicine, 3rd ed. 
Copyright ©2009. 

148. TruFuse Facet Fusion. minSURG Corporation. © minSURG™ Corporation, 2008. 
149. Urakawa H, Jones T, Samuel A et al. The necessity and risk factors of subsequent fusion after 

decompression alone for lumbar spinal stenosis with lumbar spondylolisthesis: 5 years follow-up in two 
different large populations. Spine J. 2020;20(10):1566-1572. doi:10.1016/j.spinee.2020.04.026. 

150. U.S. Food and Drug Administration (FDA). Centerpulse Spine-Tech, Inc. Dynesys Spinal System. 510(k) 
summary. K031511. March 5, 2004. 

151. U.S. Food and Drug Administration (FDA). Satellite Spinal System. 510(k) summary K060415. February 
2006. 

152. U.S. Food and Drug Administration (FDA). Trans1 AxiaLif™ System.510 (k) Summary K050965. 4/15/2005. 
153. U.S. National Institutes of Health. Clinicaltrials.gov. Dynamic Stabilization for Lumbar Spinal Stenosis With 

Stabilimax NZ® Dynamic Spine Stabilization System. Updated Aug 11, 2010. Suspended. 
154. Van Loon P, Kuhn S, Hofmann A, Hessmann MH, Rommens PM. Van Loon P, Kuhn S, Hofmann A, 

Hessmann MH, Rommens PM. Injury. 2011 Oct;42(10):1012-9. 
155. Villavicencio AT, Burneikiene S, Roeca CM, Nelson EL, Mason A. Minimally invasive versus open 

transforaminal lumbar interbody fusion. Surg Neurol Int. 2010 May 31;1:12. 
156. Vinas FC. Lumbar spine fractures and dislocations. eMedicine 2003 Jan 25. Updated Nov 2017. 
157. Vokshoor A, Keenan MA. Spondylolisthesis, spondylolysis, and spondylosis. eMedicine. Jan 2009. Updated 

February 2017. 
158. Washington State Department of Labor and Industries. Guidelines for lumbar fusion (Arthrodesis). Olympia, 

WA: Washington State Department of Labor and Industries; 2002 Aug. 5p. 
159. Washington State Health Care Authority. Health technology Assessment. Spinal Fusion and Discography. 

For chronic low back pain and uncomplicated lumbar degenerative disc disease. October 2007. 
160. Watters WC, Bono CM, Gilbert TJ, Krenier DS, Mazanex DJ, Shaffer WO, et al. An evidence-based clinical 

guidelines for the diagnosis and treatment of degenerative lumbar spondylolisthesis. Spine J. 2009; 9(7): 
609-14. 

161. Weinstein JN, Lurie JD, Tosteson TD, Hanscom B, Tosteson AN, Blood EA, et al. Surgical versus 
nonsurgical treatment for lumbar degenerative spondylolisthesis. NEJM. 2007 May 31;356(22):2257-70. 

162. Welch WC, Cheng BC, Awad TE, Davis R, Maxwell JH, Delamarter R, Wingate JK, Sherman J, Macenski 
MM. Clinical outcomes of the Dynesys dynamic neutralization system: 1-year preliminaryresults. Neurosurg 
Focus. 2007 Dec 15;22(1):E8. 

163. Williams KD, Park AL. CH 39: Degenerative disc disease and internal disc derangement. In: Canale & 
Beaty: Campbell’s Operative Orthopaedics, 11th ed. Copyright © 2007 Mosby. 

164. Wong J, Lam DP, Abrishami A, et al. Short-term preoperative smoking cessation and postoperative 
complications: a systematic review and meta-analysis. Can J Anaesth. 2012;59(3): 268-79. 

165. Wu RH, Fraser JF, Härtl R . Minimal Access Versus Open Transforaminal Lumbar Interbody Fusion: Meta-
Analysis of Fusion Rates. Spine (Phila Pa 1976). 2010 Jun 24. 

166. Yue JJ, Timm JP, Panjabi MM, Jaramillo-de la Torre J. Clinical application of the Panjabi neutral zone 
hypothesis: the Stabilimax NZ posterior lumbar dynamic stabilization system. Neurosurg Focus. 2007 Jan 
15;22(1):E12. 

167. Yuan PS, Day TF, Albert TJ, Morrison WB, Pimenta L, Cragg A, Weinstein M. Anatomy of the percutaneous 
presacral space for a novel fusion technique. J Spinal Disord Tech. 2006 Jun;19(4):237-41. 

168. Zdeblick TA. Minimally invasive fusion techniques. Laparoscopic spinal fusion. Orthop Clin North Am. 1998 
Oct;29(4):635-45. 

169. Zhu Q, Larson CR, Sjovold SG, Rosler DM, Keynan O, Wilson DR, Cripton PA, Oxland TR. Biomechanical 
evaluation of the Total Facet Arthroplasty System: 3-dimensional kinematics. Spine (Phila Pa 1976). 2007 
Jan 1;32(1):55-62. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

103 of 148



 

Sp
in

e 
Su

rg
er

y 

170. Zhuang T, Ku S, Shapiro L, Hu S, Cabell A, Kamal R. A Cost-Effectiveness Analysis of Smoking-Cessation 
Interventions Prior to Posterolateral Lumbar Fusion. J Bone Joint Surg. 2020;102(23):2032-2042. 
doi:10.2106/jbjs.20.00393.  

  
 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

104 of 148



 

 

CMM-610: Lumbar Total Disc Arthroplasty 
CMM-610.1: General Guidelines 106 
CMM-610.2: Initial Primary Lumbar Total Disc Arthroplasty 106 
CMM-610.3: Non-Indications 107 
CMM-610.4: Procedure (CPT®) Codes 108 
CMM-610.5: References 108 

 
 

  

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

105 of 148



 

Sp
in

e 
Su

rg
er

y 

CMM-610.1: General Guidelines 
 The determination of medical necessity for the performance of lumbar total disc 

arthroplasty is always made on a case-by-case basis. 
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 

CMM-610.2: Initial Primary Lumbar Total Disc Arthroplasty 
Initial primary lumbar total disc arthroplasty is considered medically necessary when 
ALL of the following are met: 
 Lumbar disc prosthesis approved by the FDA or for an FDA approved indication and 

in accordance with FDA labeling  
 Presence of chronic, unremitting, discogenic axial lower back pain and associated 

disability secondary to single-level degenerative lumbar disc disease (DDD) for at 
least one year 

 Age 18 to 60 years old 
 Significant level of pain on a daily basis defined as EITHER of the following: 

 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Clinically significant functional impairment (e.g. inability to perform household 
chores, prolonged standing or essential job functions) 

 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 
major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders) 

 Structured physician-supervised, multi-modal, nonoperative management of medical 
care with licensed healthcare professionals which includes ALL of the following: 
 Regularly scheduled appointments 
 Follow-up evaluation 
 Less than clinically meaningful improvement with BOTH of the following for at 

least 6 consecutive months unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs 
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician 
 Moderate to severe single-level disc degeneration at L4-L5 or L5-S1 has been 

confirmed on recent (within 6 months) plain X-rays and advanced diagnostic imaging 
studies (i.e., CT, MRI) 

 Absence of facet ankylosis or severe facet degeneration at the operative level 
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CMM-610.3: Non-Indications 

Not medically Necessary 
 Lumbar artificial total disc arthroplasty is considered not medically necessary for 

ANY of the following: 
 The revision of a failed lumbar artificial total disc arthroplasty 
 The planned procedure includes the combined use of a prosthesis and spinal 

fusion (hybrid) 
 Lumbar partial disc prosthetics 
 Simultaneous multi-level implantation 
 The implant will be inserted outside of the spinal motion segments approved by 

the FDA 
 The patient has osteopenia or osteoporosis (T-score < -1.0) 
 Above or below or in combination with a spinal fusion or other stabilizing type 

surgical procedure 
 Lumbar disc prosthesis not approved by the FDA and not for an FDA approved 

indication and not in accordance with FDA labeling  
 Degenerative disc disease above L4-L5 
 Presence of unmanaged significant mental and/or behavioral health disorders 

(e.g. major depressive disorder, chronic pain syndrome, secondary gain, opioid 
and alcohol use disorders) 

 Age less than 18 years or greater than 60 
 As an adjunct to the treatment of primary central or far-lateral disc herniation 
 There is evidence on imaging studies of ANY of the following: 

 Degenerative or lytic spondylolisthesis > 3mm 
 Lumbar spinal stenosis 
 Pars interarticularis defect with either spondylolysis or isthmic 

spondylolisthesis 
 Lumbar scoliosis (> 11 degrees of sagittal plane deformity) 
 Spinal fracture 
 Infection 
 Multi-level degenerative disc disease (2 or more levels) on a preoperative 

MRI and plain X-rays 
 Presence of facet ankylosis or severe facet degeneration at the operative 

level 
 Presence of tumor or active infection at the site of implantation  
 Lumbar nerve root compression or bony spinal stenosis 
 Preoperative remaining disc height < 3mm 
 Mid-sagittal stenosis of <8mm (by MRI) 

 History of ankylosing spondylitis, rheumatoid arthritis, lupus, or other 
autoimmune disorder. 

 Allergy or sensitivity to implant materials 
 Isolated radicular compression syndromes especially due to lumbar disc 

herniation 
 Involved vertebral endplate is dimensionally smaller than the approximate 

dimensions of the implant in anterior/posterior width and lateral width 
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 Clinically compromised vertebral bodies at the affected level due to current or 
past trauma 

CMM-610.4: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 

CPT® Code Description/Definitions 

22857 Total disc arthroplasty (artificial disc), anterior approach, including discectomy to 
prepare interspace (other than for decompression), single interspace, lumbar 

22862 Revision including replacement of total disc arthroplasty (artificial disc), anterior 
approach, single interspace; lumbar 

22865 Removal of total disc arthroplasty (artificial disc), anterior approach, single 
interspace; lumbar 

+0163T 
Total disc arthroplasty (artificial disc), anterior approach, including discectomy to 
prepare interspace (other than for decompression),each additional interspace, 
lumbar (List separately in addition to code for primary procedure) 

+0164T 
Removal of total disc arthroplasty, (artificial disc), anterior approach, each 
additional interspace, lumbar (List separately in addition to code for primary 
procedure) 

+0165T 
Revision including replacement of total disc arthroplasty (artificial disc), anterior 
approach, each additional interspace, lumbar (List separately in addition to code 
for primary procedure) 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. 
The final determination of reimbursement for services is the decision of the health plan and is 
based on the individual’s policy or benefit entitlement structure as well as claims processing 
rules 

CMM-610.5: References 
1. Activ-L™ Artificial Disc Treatment of Degenerative Disc Disease in the Treatment of Degenerative 

Disc Disease - Full Text View - ClinicalTrials.gov. Clinicaltrials.gov. 
https://clinicaltrials.gov/ct2/show/NCT00589797. Published 2020. 

2. Ahrens M, Tsantrizos A, Donkersloot P, Martens F, Lauweryns P, Le Huec JC, et al. Nucleus 
replacement with the DASCOR disc arthroplasty device: interim two-year efficacy and safety results 
from two prospective, non-randomized multicenter European studies. Spine (Phila Pa 1976). 2009 
Jun 1;34(13):1376-84. 

3. Balsano M, Zachos A, Ruggiu A, Barca F, Tranquilli-Leali P, Doria C. Nucleus disc arthroplasty with 
the NUBAC™ device: 2-year clinical experience. Eur Spine J. 2011 May;20 Suppl 1:S36-40. Epub 
2011 Mar 18. 

4. Bertagnoli R, Karg A, Voigt S. Lumbar partial disc replacement. Orthop Clin N Am. 2005;36:341-7. 
5. Bertagnoli R, Yue JJ, Fenk-Mayer A, Eerulker J, Emerson JW. Treatment of symptomatic adjacent-

segment degeneration after lumbar fusion with total disc arthroplasty by using the ProDisc prosthesis: 
a prospective study with 2-year minimum follow up. J Neurosurg Spine. 2006[a];4:91-7. 

6. Bertagnoli R, Yue JJ, Kershaw T, Shah RV, Pfeiffer F, Fenk-Mayer A, et al. Lumbar total disc 
arthroplasty utilizing the ProDisc prosthesis in smokers versus nonsmokers. Spine. 2006[b];31:992-7. 

7. Bertagnoli R, Yue JJ, Shah RV, Nanieva R, Pfeiffer F, Fenk-Mayer A, et al. The treatment of disabling 
single-level lumbar discogenic low back pain with total disc arthroplasty utilizing the ProDisc 
Prosthesis. Spine. 2005;30(19):2230-6. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

108 of 148



 

Sp
in

e 
Su

rg
er

y 

8. Blumenthal S, McAfee PC, Guyer RD, Hochschuler, Geisler RD, Holt RT. A prospective, randomized, 
multicenter Food and Drug Administration investigational device exemptions study of lumbar total disc 
replacement with the Charité™ artificial disc versus lumbar fusion. Part I: evaluation of clinical 
outcomes. Spine. 2005;30(14):1565-75. 

9. Blumenthal SL, Ohnmeiss DD, Guyer RD, Hochschuler SH. Prospective study evaluating total disc 
replacement: preliminary results. J Spinal Disord Tech. 2003 Oct;16(5):450-4.  

10. Blumenthal SL, Ohnmeiss DD, Guyer R, Hochschuler S, McAfee P, Garcia R, Salib R, Yuan H, Lee 
C, Bertagnoli R, Bryan V, Winter R. Artificial intervertebral disks and beyond: a North American Spine 
Society Annual Meeting Symposium. Spine Journal: Official Journal of the North American Spine 
Society. Nov-Dec 2002;2(6):460-3. 

11. Boden SD, Balderston RA, Heller J, Hanley EN Jr., Zigler JE. An AOA critical issue. Disc 
Replacements: This Time Will We Really Cure Low-Back and Neck Pain? J Bone Joint Surg Am. 
2004 Feb;86-A(2):411-22. 

12. Boswell MV, Shah RV, Everett CR, Sehgal N, Mckenzie-Brown AM, Abdi S, Bowman RC, Deer TR, 
Datta S, Colson JD, Spillane WF, Smith HS, Lucas LF, Burton AW, Chopra P, Staats PS, Wasserman 
RA, Manchikanti L. Interventional techniques in the management of chronic spinal pain: evidence-
based practice guidelines. Pain Phys 2005;8(1):1-47. Updated 2005.  

13. Bree Collaborative Spine/Low Back Pain Topic – Report and Recommendations. November, 2013.  
14. Chung SS, Lee CS, Kang CS. Lumbar total disc replacement using ProDisc II: A prospective study 

with a 2-year minimum follow-up. J Spinal Disord Tech.2006;19:411-5.  
15. Cinotti G, Thierry D, Postacchini F. Results of disc prosthesis after a minimum follow-up period of 2 

years. Spine. 1996;21(8):995-1000.  
16. Cunningham BW, McAfee PC, Geisler FH, Holsapple G, Adams K, Blumenthal SL, et al. Distribution 

of in vivo and in vitro range of motion following 1-level arthroplasty with the CHARITE artificial disc 
compared with fusion. J Neurosurg Spine. 2008 Jan;8(1):7-12. 

17. David T. Long-term results of one-level lumbar arthroplasty: minimum 10-year followup of the Charite 
artificial disc in 106 patients. Spine. 2007;32:661-6. 

18. Davidson, M, Keating, JL. A Comparison of Five Low Back Disability Questionnaires: Reliability and 
Responsiveness: Phys Ther: 2002; 82: 8-24Di Silvestre M, Bakaloudis G, Lolli F, Vommaro F, Parisini 
P. Two-level total lumbar disc replacement. Eur Spine J. 2009 Jun;18 Suppl 1:64-70. Epub 2009 Apr 
28. 

19. Delamarter R, Zigler JE, Balderston RA, Cammisa FP, Goldstein JA, Spivak JM. Prospective, 
randomized, multicenter Food and Drug Administration investigational device exemption study of the 
ProDisc-L total disc replacement compared with circumferential arthrodesis for the treatment of two-
level lumbar degenerative disc disease: results at twenty-four months. J Bone Joint Surg Am. 2011 
Apr 20;93(8):705-15. doi: 10.2106/JBJS.I.00680. Epub 2011 Mar 11. 

20. Donnally C, Patel P, Canseco J et al. Current incidence of adjacent segment pathology following 
lumbar fusion versus motion-preserving procedures: a systematic review and meta-analysis of recent 
projections. Spine J. 2020;20(10):1554-1565. doi:10.1016/j.spinee.2020.05.100. 

21. ECRI Institute. Artificial intervertebral disc replacement (AIDR) for lumbar degenerative disc disease 
(DDD). Emerging Technology Evidence Report. Plymouth Meeting (PA): ECRI Institute; 2009a 
October 14.  

22. FDA Summary of Safety and Effectiveness Data Prodisc-L Total Disc Replacement.  
23. Fekete TF, Porchet F. Overview of disc arthroplasty-past, present and future. Acta Neurochir (Wien). 

2010 Mar;152(3):393-404.  
24. Fischer, CR, Ducoffe, AR, Errico, TJ. Review Article: Posterior Lumbar Fusion: Choice of Approach 

and Adjunct Techniques. J Am Acad Orthop Surg 2014; 22: 503-511Geisler FH, Guyer RD, 
Blumenthal SL, McAfee PC, Cappuccino A, Bitan F, Regan JJ. Patient selection for lumbar 
arthroplasty and arthrodesis: the effect of revision surgery in a controlled, multicenter, randomized 
study. J Neurosurg Spine. 2008a Jan;8(1):13-6.  

25. Freeman BJC, Davenport J. Total disc replacement in the lumbar spine: a systematic review of the 
literature. Eur Spine J. 2006;15 (Suppl. 3):S439-47. 

26. Geisler FH, Guyer RD, Blumenthal SL, McAfee PC, Cappuccino A, Bitan F, Regan JJ. Effect of 
previous surgery on clinical outcome following 1-level lumbar arthroplasty. J Neurosurg Spine. 2008b 
Feb;8(2):108-14.  

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

109 of 148



 

Sp
in

e 
Su

rg
er

y 

27. German JW, Foley KT. Disc arthroplasty in the management of the painful lumbar motion segment. 
Spine. 2005;30(16S):S60-7.  

28. Griffith SL, Shelokov AP, Buttner-Janz K, LeMaire, JP, Zeegers WS. A multicenter retrospective study 
of the clinical results of the LINK® SB Charité intervertebral prosthesis: the initial European 
experience. Spine. 1994;19:1842-9. Guyer RD, McAfee PC, Banco RJ, Bitan FD, Cappuccino A, 
Geisler FH, et al. Prospective, randomized, multicenter Food and Drug Administration investigational 
device exemption study of lumbar total disc replacement with the CHARITE artificial disc versus 
lumbar fusion: Five-year follow-up. Spine J. 2008a Sep 18.  

29. Guyer RD, Geisler FH, Blumenthal SL, et al. Effect of age on clinical and radiographic outcomes and 
adverse events following 1 level lumbar arthroplasty after a minimum 2 year follow-up. J Neurosurg 
Spine. 2008b;8(2): 101-7.  

30. Hannibal M, Thomas DJ, Low J, Hsu KY, Zucherman J. ProDisc-L total disc replacement: a 
comparison of 1-level versus 2-level arthroplasty patients with a minimum 2-year follow-up. Spine. 
2007 Oct 1;32(21):2322-6. 

31. Huang RC, Girardi FP, Lim MR, Cammisa FP. Advantages and disadvantages of nonfusion 
technology in spine surgery. Orthop Clin N Am. 2005;36:263-9.  

32. Institutes for Clinical Systems Improvement (ICSI). Lumbar artificial intervertebral discs. Bloomington, 
MN: Institute for Clinical Systems Improvement (ICSI); 2005 Dec.  

33. Jacobs WC, Van der Gaag NA, Kruyt MC, Tuschel A, de Kleuver M, Peul WC, Verbout AJ, Oner FC. 
Total Disc Replacement for Chronic Discogenic Low-Back Pain: A Cochrane Review. Spine (Phila Pa 
1976). 2012 Sep 19.  

34. Katsimihas M, Bailey CS, Issa K, Fleming J, Rosas-Arellano P, Bailey SI, Gurr KR. Prospective 
clinical and radiographic results of CHARITÉ III artificial total disc arthroplasty at 2- to 7-year follow-
up: a Canadian experience. Can J Surg. 2010 Dec;53(6):408-4145.  

35. Kostuik JP. Intervertebral disk replacement. Experimental study. Clinical Orthopaedics & Related 
Research. 1997 Apr;337:27-41. 

36. Kuhns BD, Louk S, Buchanan C, Lubelski D, Alvin MD, Benzel EC, Mroz TE, Tozzi J. Sensitivity of 
Magnetic Resonance Imaging in the Diagnosis of Mobile and Non-Mobile L4-5 Degenerative 
Spondylolisthesis.The Spine Journal. 2014. 

37. Kurtz SM, Peloza J, Siskey R, Villarraga ML. Analysis of a retrieved polyethylene total disc 
replacement component. Spine J. 2005 May-Jun;5(3):344-50.  

38. Kurtz SM, van Ooij A, Ross R, Malefit JdW, Peloza J, Ciccarelli L, Villarraga ML. Polyethylene wear 
and rim fracture in total disc arthroplasty. Spine J. 2007;7:12-21.  

39. Leahy M, Zigler JE, Ohnmeiss DD, Rashbaum RF, Sachs BL. Comparison of results of total disc 
replacement in postdiscectomy patients versus patients with no previous lumbar surgery. Spine. 2008 
Jul 1;33(15):1690-3; discussion 1694-5.  

40. Leary SP, Regan JJ, Lanman TH, Wagner WH. Revision and Explantation Strategies Involving the 
Lumbar Artificial Disc Replacement. Spine. 2007;32(9):1001-11 

41. Le Huec [a] J-C, Basso Y, Aunoble S, Friesem T, Bruno MB. Influence of Facet and Posterior Muscle 
Degeneration on Clinical Results of Lumbar Total Disc Replacement: Two-Year Follow-Up. J Spinal 
Disord Tech. 2005 Jun;18(3):219-23. 

42. Le Huec [b] JC, Basso Y, Mathews H, Mehbod A, Aunoble S, Friesem T, Zdeblick T. The effect of 
single-level, total disc arthroplasty on sagittal balance parameters: a prospective study. Eur Spine J. 
2005;14:480-6.  

43. Leivseth G, Braaten S, Frobin W, Brinckmann P. Mobility of lumbar segments instrumented with a 
ProDisc II Prosthesis: A two-year follow-up study. Spine. 2006;31(15):1726-33.  

44. LeMaire JP, Carrier H, Sari Ali E-H, Skalli W, Lavaste F. Clinical and radiological outcomes with the 
Charité™ artificial disc: a 10-year minimum follow-up. J Spinal Disord Tech. 2005 Aug;18(4):353-9.  

45. Lurie JD, Tosteson TD, Tosteson AN, Zhao W, Morgan TS, Abdu WA, Herkowitz H, Weinstein, JN. 
Surgical versus Nonoperative Treatment for Lumbar Disc Herniation. Spine 39 (1): 3-16. 

46. Markwalder TM, Wenger M, Marbacher S. A 6.5-year follow-up of 14 patients who underwent ProDisc 
total disc arthroplasty for combined long-standing degenerative lumbar disc disease and recent disc 
herniation. J Clin Neurosci. 2011 Dec;18(12):1677-81.  

47. Marshman LA, Friesem T, Rampersaud YR, Le Huec JC, Krishna M. Subsidence and malplacement 
with the Oblique Maverick Lumbar Disc Arthroplasty: technical note. Spine J. 2008 Jul-Aug;8(4):650-
5. Epub 2007 May 22.  

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

110 of 148



 

Sp
in

e 
Su

rg
er

y 

48. Martin CW and the Work Comp Board (WCB) Evidence Based Practice Group. Artificial cervical and 
lumbar disc implants: a review of the literature. Updated Apr 2005. 

49. McAfee PC, Geisler FH, Saiedy SS, Moore SV, Regan JJ, Guyer RD, et al. Revisability of the 
CHARITÉ artificial disc replacement. Spine. 2006;31(11):1217-26. 

50. McAfee PC, Cunningham B, Holsapple G, Adams K, Blumenthal S, Guyer RD. A prospective, 
randomized, multicenter Food and Drug device exemption study of lumbar total disc replacement with 
the Charité™ artificial disc versus lumbar fusion. Part II: Evaluation of radiographic outcomes and 
correlations of surgical technique accuracy with clinical outcomes. Spine. 2005;30(14):1576-83. 

51. McAfee PC, Fedder IL, Saiedy S, Shucosky EM, Cunningham BW. SB Charité disc replacement: 
report of 60 prospective randomized cases in a U.S. center. J Spinal Disord Tech. 2003 
Aug;16(4):424-33.  

52. Mirza SK, Deyo RA. Systematic Review of Randomized Trials Comparing Lumbar Fusion Surgery to 
Nonoperative Care for Treatment of Chronic Back Pain. Spine. 2007;32(7):816-23. 

53. National Institutes for Health and Clinical Excellence (NICE). Prosthetic intervertebral disc 
replacement in the cervical spine. Interventional Procedure Guidance 341. May 2010. 

54. North American Spine Society (NASS). Clinical Guidelines for Multidisciplinary Spine Care. Diagnosis 
and Treatment of Degenerative Lumbar Spinal Stenosis. Updated 2006. 

55. North American Spine Society (NASS). Coverage Policy Recommendations. Lumbar Artificial Disc 
Replacement. Burr Ridge: North American Spine Society Coverage Committee; Feb 2019:1-8.  

56. Ontario Health Technology Assessment Committee (OHTAC). OHTAC Recommendation: Updated 
Health Technology Policy Assessment (HPTA) on Artificial Disc Replacement for Lumbar and 
Cervical Degenerative Disc Disease. Updated Apr 2006. Ont Health Technol Assess Ser. 
2006;6(10):1-98. 

57. Panjabi M, Malcolmson G, Teng E, Tominaga Y, Henderson G, Serhan H. Hybrid Testing of Lumbar 
Discs Versus Fusions. Spine.2007;32(9):959-66. 

58. Park CK, Ryu KS, Jee WH. Degenerative changes of discs and facet joints in lumbar total disc 
replacement using ProDisc II: minimum two-year follow-up. Spine. 2008 Jul 15;33(16):1755-61. 

59. Park CK, Ryu KS, Lee KY, Lee HJ. Clinical Outcome of Lumbar Total Disc Replacement Using 
ProDisc-L® in Degenerative Disc Disease: Minimum 5-year Follow-up Results at a Single Institute. 
Spine (Phila Pa 1976). 2011 Aug 18. Regan JJ. Clinical results of Charité lumbar total disc 
replacement. Orthop Clin N Am. 2005;36:323-40:1-10. 

60. Park SJ, Lee CS, Chung SS, Lee KH, Kim WS, Lee JY. Long-Term Outcomes Following Lumbar 
Total Disc Replacement Using ProDisc-II: Average 10-Year Follow-Up at a Single Institution. Spine 
2016. 41(11): 971-977. 

61. Punt IM, Vissor VM, van Rhijn LW, et al. Complications and reoperations of the SB Charite lumbar 
disc prosthesis: experience in 75 patients. Eur Spine J. 2008;17(1): 36-43. 

62. Radcliff K, Spivak J, Darden B 2nd, Janssen M, Bernard T, Zigler J. Five-Year Reoperation Rates of 
2-Level Lumbar Total Disk Replacement Versus Fusion: Results of a Prospective, Randomized 
Clinical Trial. Clin Spine Surg. 2018 Feb;31(1):37-42. doi: 10.1097/BSD.0000000000000476. 

63. Rasouli A, Cuellar JM, Kanim L, Delamarter R. Multiple-Level Lumbar Total Disk Replacement: A 
Prospective Clinical and Radiographic Analysis of Motion Preservation at 24-72 Months. Clin Spine 
Surg. 2019 Feb;32(1):38-42. doi: 10.1097/BSD.0000000000000704. 

64. Ross R, Mirza AH, Norris HE, et al. Survival and clinical outcome of SB Charite III disc replacement 
for back pain. J Bone Joint Surg BR. 2007;89(6): 785-9.  

65. SariAli E, LeMaire JP, Pascal-Mousselard H, et al. In vivo study of the kinematics in axial rotation of 
the lumbar spine after total intervertebral disc replacement: long-term results: a 10-22 years follow-up 
evaluation. Eur Spine J. 2006.  

66. Scott-Young MN, Lee MJ, Nielsen DE, Magno CL, Kimlin KR, Mitchell EO. Clinical and Radiological 
Mid-Term Outcomes of Lumbar Single-Level Total Disc Replacement. Spine (Phila Pa 1976). 2011 
Sep 8. [Epub ahead of print].  

67. Sharan AD, Goldstein JA. Cervical artificial disc replacement technologies. Updated Aug 2015.  
68. Shim CS, Lee S-H, Shin H-- Versus ProDisc: A Comparative Study of a Minimum 3-Year Follow-up. 

Spine. 2007;32(9):1012-8.  
69. Siepe CJ, Heider F, Haas E, Hitzl W, Szeimies U, Stäbler A, Weiler C, Nerlich AG, Mayer MH. 

Influence of lumbar intervertebral disc degeneration on the outcome of total lumbar disc replacement: 
a prospective clinical, histological, X-ray and MRI investigation. Eur Spine J. 2012 May 29.  

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

111 of 148



 

Sp
in

e 
Su

rg
er

y 

70. Siepe CJ, Korge A, Grochulla F, Mehren C, Mayer HM. Analysis of post-operative pain patterns 
following total lumbar disc replacement: results from fluoroscopically guided spine infiltrations. Eur 
Spine J. 2008 Jan;17(1):44-56. 

71. Siepe CJ, Mayer HM, Heinz-Leisenheimer M, Korge A. Total lumbar disc replacement: different 
results for different levels. Spine. 2007 Apr 1;32(7):782-90.  

72. Siepe CJ, Mayer M, Wiechert K, Korge A. Clinical results of total lumbar disc replacement with 
ProDisc I: Three-year results for different indications. Spine. 2006;31:1923-32.  

73. Siepe CJ, Tepass A, Hitzl W, Meschede P, Beisse R, Korge A, Mayer HM. Dynamics of improvement 
following total lumbar disc replacement: is the outcome predictable? Spine (Phila Pa 1976). 2009 Nov 
1;34(23):2579-86. doi: 10.1097/BRS.0b013e3181b612bd. 

74. Siepe CJ, Zelenkov P, Sauri-Barraza JC, Szeimies U, Grubinger T, Tepass A, Stäbler A, Mayer MH. 
The fate of facet joint and adjacent level disc degeneration following total lumbar disc replacement: a 
prospective clinical, x-ray, and magnetic resonance imaging investigation. Spine (Phila Pa 1976). 
2010 Oct 15;35(22):1991-2003.  

75. Tropiano P, Huang RC, Giradi FP, et al. Lumbar total disc replacement: surgical technique. J Bone 
Joint Surg AM. 2006;88A (Supp I, Part I): 50-64.  

76. Total disc replacement for chronic low back pain: background and a systemic review of the literature. 
The Cochrane Review. In: The Cochrane Library, Issue 12, 2005. Chichester, UK: John Wiley & 
Sons, Ltd.; 2005. Oxford: Update software. Uschold TD, Fusco D, Germain R, Tumialan LM, Chang 
SW. Cervical and Lumbar Spinal Arthroplasty: Clinical Review. AJNR Am J Neuroradiol. 2011 Oct 27.  

77. U.S. Food and Drug Administration. Orthopaedic and Rehabilitation Devices Panel of the Medical 
Devices Advisory Committee. Nov 2002. Updated Nov 2002.  

78. U.S. Food and Drug Administration. Center for Devices and Radiological Health (CDRH). New Device 
Approval. ProDisc®-L Total Disc Replacement – P050010. Updated Aug 2006.  

79. U.S. Food and Drug Administration. Center for Devices and Radiological Health (CDRH). New Device 
Approval. Charite™ Artificial Disc- P040006. Issued October 26, 2004. Updated March 9, 2005.  

80. van den Eerenbeemt KD, Ostelo RW, van Royen BJ, Peul WC, van Tulder MW. Total disc 
replacement surgery for symptomatic degenerative lumbar disc disease: a systematic review of the 
literature. AJNR Am J Neuroradiol. 2011 Oct 27. Wang G. Health Technology Assessment: Artificial 
Disc Replacement. Washington State Department of Labor and Industries. Updated Nov 2004.  

81. van Ooij A, Kurtz SM, Stessels F, et al. Polyethylene wear debris and long term clinical failure of the 
Charite disc prosthesis: a study of 4 patients. Spine. 2007;32(2):223-9.  

82. Wagner WH, Regan JJ, Leary SP, et al. Access strategies for revision or explanation of the Char. J 
Vasc Surg. 2006;44:1266-72.  

83. van Ooij A, Oner FC, Verbout AJ. Complications of artificial disc replacement: a report of 27 patients 
with the SB Charite disc. J Spinal Disord Tech. 2003;16(4): 369-83.  

84. Weinstein JN, Lurie JD, Tosteson TD, Zhao W, Blood EA, Tosteson ANA, Birkmeyer N, Herkowitz H, 
Longley M, Lenke L, Emery S, Hu SS. Surgical Compared with Nonoperative Treatment for Lumbar 
Degenerative Spondylolisthesis. Four –Year Results in the Spine Patient Outcomes Research Trial 
(SPORT) Randomized and Observational Cohorts. J Bone Joint Surg Am. 2009: 91: 1295-1304. 
Yaszay B, Bendo JA, Goldstein JA, Quirno M, Spivak JM, Errico TJ. Effect of intervertebral disc 
height on postoperative motion and outcomes after ProDisc-L lumbar disc replacement. Spine. 2008 
Mar 1;33(5):508-12; discussion 513 

85. Yue J, Garcia R, Blumenthal S et al. Five-year Results of a Randomized Controlled Trial for Lumbar 
Artificial Discs in Single-level Degenerative Disc Disease. Spine (Phila Pa 1976). 2019;44(24):1685-
1696. doi:10.1097/brs.0000000000003171. 

86. Yue J, Zhang K, Bai HX, Du J, Cammisa F, Abjornson C, Mo F. A comparison of patients who have 
undergone 1-Level versus 2-Level ProDisc arthroplasty: a prospective study with minimum of 5-year 
follow-up. Spine (Phila Pa 1976). 2013 Jun 15;38(14):1194-8. doi: 10.1097/BRS.0b013e31828b31e8. 

87. Zeller JL. Artificial spinal disk superior to fusion for treating degenerative disk disease. 
JAMA.2006;296(22):2665-6.  

88. Zigler JE, Delamarter RB. Five-year results of the prospective, randomized, multicenter, food and 
drug administration investigational device exemption study of the ProDisc-L total disc replacement 
versus circumferential arthrodesis for the treatment of single-level degenerative disc disease. J 
Neurosurg Spine. 2012;17: 493-501. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

112 of 148



 

Sp
in

e 
Su

rg
er

y 

89. Zigler J, Delamater R, Spivak JM, et al. Results of the prospective randomized, multicenter food and 
drug administration investigational device exemption study of the ProDisc®-L total disc replacement 
versus circumferential fusion for the treatment of 1-level degenerative disc disease. Spine. 
2007;32(11): 1155-62. 

90. Sigler JE, Glenn J, Delamarter RB. Five year adjacent level degenerative changes in patients with 
single level disease treated using lumbar total disc replacement with ProDisc®-L versus 
circumferential fusion. Neurosurg Spine. 2012.  

91. Zindrick MR, Tzermiadianos MN, Voronov LI, Lorenz M, Hadjipavlou A. An evidence-based medicine 
approach in determining factors that may affect outcome in lumbar total disc replacement. Spine. 
2008 May 15;33(11):1262-9. 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

113 of 148



 

 

CMM-611: Sacroiliac Joint Fusion or 
Stabilization  

CMM-611.1: General Guidelines 115 
CMM-611.2: Minimally Invasive Sacroiliac Joint Fusion or 
Stabilization 115 
CMM-611.3: Open Sacroiliac Joint Fusion 116 
CMM-611.4: Non-Indications 117 
CMM-611.5: Procedure (CPT®) Codes 117 
CMM-611.6: References 118 

 
 

  

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

114 of 148



 

Sp
in

e 
Su

rg
er

y 

CMM-611.1: General Guidelines 
 The determination of medical necessity for the performance of sacroiliac joint fusion 

or stabilization is always made on a case-by-case basis. 
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 

CMM-611.2: Minimally Invasive Sacroiliac Joint Fusion or Stabilization 
Minimally invasive sacroiliac joint (SIJ) fusion using titanium triangular implants (SI 
BONE [iFuse Implant™ or iFuse-3D Implant™]) for the treatment of lumbopelvic pain 
originating from the SIJ is considered medically necessary when ALL of the following 
are met: 
 Performed by an orthopedic surgeon or neurosurgeon with specific training and 

expertise in percutaneous sacroiliac joint fusion surgical techniques and regularly 
use image-guidance for placement of implants 

 Presence of non-radiating lumbopelvic pain caudal to L5, buttock, hip, and/or groin 
pain without radiation into the leg(s) that impairs physical activities 

 SIJ pain interfering with activities of daily living 
 Patient localizes posterior pain to the posterior superior iliac spine (Fortin’s point) 
 Localized tenderness to palpation over the sacral sulcus and posterior SIJ 
 Elicitation of typical pain on three (3) or more provocative physical examination 

maneuvers/tests that stress the SIJ: 
 Thigh thrust test 
 Compression test 
 Gaenslen’s maneuver 
 Distraction test 
 FABER/Patrick’s sign 
 Posterior provocation test 

 Absence of localized tenderness to palpation of similar severity to palpation of the 
sacral sulcus and posterior SIJ over the greater trochanter, lumbar spine, and 
coccyx 

 Diagnostic confirmation of the SIJ as a pain generator through ≥ 75% reduction in 
pain for the expected duration of effect of the anesthetic agent used upon two 
separate contrast-enhanced fluoroscopically or CT-guided intra-articular SIJ blocks 
using a local anesthetic performed 

 SIJ pain without minimal clinically important difference (MCID) from a minimum of a 
consecutive six (6) months of conservative, non-surgical treatment including ALL of 
the following unless contraindicated: 
 Non-steroidal anti-inflammatory drugs (NSAIDs) 
 Prescription medication optimization 
 Activity modification 
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 Physician supervised/prescribed active physical therapy (including home 
exercise program) targeting lumbopelvic (core) area 

 Chiropractic care 
 Absence of generalized pain behavior (e.g. somatoform disorder) or generalized 

pain disorders (e.g. fibromyalgia) 
 Documentation of nicotine-free status with EITHER of the following: 

 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco, and/or nicotine 

replacement therapy for at least 6 weeks prior to planned surgery as evidenced 
by blood cotinine lab results of ≤ 10 ng/mL 

 Absence of unmanaged significant mental and/or behavioral health disorders (e.g. 
major depressive disorder, chronic pain syndrome, secondary gain, opioid and 
alcohol use disorders)  

 Absence of alternative diagnoses that are a more likely cause of the patient’s 
ongoing pain or disability 

 Recent (within 6 months) diagnostic imaging studies that include ALL of the 
following: 
 Plain X-rays and/or cross sectional imaging (CT or MRI) that excludes the 

presence of destructive lesions (e.g. tumor, infection), acute fracture or 
inflammatory arthropathy that would not be properly addressed by SIJ fusion 

 Plain X-rays of the pelvis including the ipsilateral hip to evaluate potential 
concomitant hip pathology 

 Cross-sectional imaging (e.g. CT or MRI) of the lumbar spine to evaluate 
potential concomitant neural compression or other degenerative conditions 

CMM-611.3: Open Sacroiliac Joint Fusion 
Open sacroiliac joint (SIJ) fusion is considered medically necessary when ALL of the 
following are met: 
 Recent (within 6 months) plain X-rays and/or cross-sectional imaging (CT or MRI) 

demonstrate localized SIJ pathology 
 Documentation of nicotine-free status with EITHER of the following: 

 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, and/or 

nicotine replacement therapy for at least 6 weeks prior to planned surgery as 
evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 ANY of the following: 
 Post-traumatic injury of the SIJ (e.g. following pelvic ring fracture) 
 As an adjunctive treatment for SIJ infection 
 Management of sacral tumor (e.g. partial sacrectomy) 
 When performed as part of a multisegmental long fusion constructs for the 

correction of spinal deformity (e.g. idiopathic scoliosis, neuromuscular scoliosis) 
 Failed prior percutaneous SIJ fusion 
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CMM-611.4: Non-Indications 

Experimental, Investigational, and/or Unproven (EIU) 
 Minimally invasive or percutaneous SIJ fusion or stabilization using titanium 

triangular implants is considered experimental, investigational, or unproven 
(EIU), including, but not limited to ANY of the following:  
 Any case that does not fulfill ALL of the above criteria 
 Less than six months of SIJ pain and/or functional impairment 
 Failure to pursue conservative treatment of the SIJ unless contraindications are 

clearly documented 
 Systemic arthropathy (e.g. ankylosing spondylitis, psoriatic arthritis, rheumatoid 

arthritis) 
 Generalized pain behavior (e.g. somatoform disorder) or generalized pain 

disorder (e.g. fibromyalgia) 
 Presence of infection, tumor, or fracture 
 Acute traumatic instability of the SIJ 
 Presence of neural compression as seen on an MRI or CT that correlates with 

the patient’s symptoms or other more likely source for the patient’s pain 
 Any condition that would prevent insertion of the implants 
 Bilateral procedures on the same date of service 

 The use of minimally invasive fusion products/implants other than SI BONE (iFuse 
Implant™ or iFuse-3D Implant ™) System is considered experimental, 
investigational or unproven (EIU). 

 Open sacroiliac joint (SIJ) fusion is considered experimental, investigational, or 
unproven (EIU), for ANY of the following indications: 
 Mechanical low back pain 
 Sacroiliac joint syndrome 
 Degenerative sacroiliac joint 
 Radicular pain syndromes 

CMM-611.5: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 

CPT® Code Description/Definitions 

27279 
Arthrodesis, sacroiliac joint, percutaneous or minimally invasive (indirect 
visualization), with image guidance, includes obtaining bone graft when performed, 
and placement of transfixing device 

27280 Arthrodesis, open, sacroiliac joint, including obtaining bone graft, including 
instrumentation, when performed 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. 
The final determination of reimbursement for services is the decision of the health plan and is 
based on the individual’s policy or benefit entitlement structure as well as claims processing 
rules 
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CMM-612.1: General Guidelines 
 The determination of medical necessity for grafts (orthobiologics) is always made on 

a case-by-case basis. 
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 
 Definition/technique for bone marrow aspirate concentrate (see CMM-612.3: Bone 

Marrow Aspirate Concentrate for criteria): 
 A bone marrow aspirate concentrate (BMAC) is intended as a high concentration 

of viable connective tissue osteoprogenitor cells. The aspiration technique 
requires that no more than 2 mL of blood is aspirated from any given area in the 
iliac crest to avoid dilution with peripheral blood. The aspiration of 80 to 100 cc of 
marrow from the iliac crest is performed using a sequential technique (Muschler) 
through a small incision made over the iliac crest through different trajectories 
until the desired amount is obtained. A single aspiration instead of using a 
sequential technique produces the lowest yield of viable cells. The aspirate is 
then transferred to the concentrating device (centrifuge) that removes the red 
blood cell fractions and plasma. The BMAC can be admixed to the 
osteoconductive biocompatible substrates of choice e.g. collagen sponges, 
hydroxyapatite (HA) substrates and other porous ceramics as well as particulate 
demineralized bone matrix (DBM) to fabricate composite hybrid grafts. 

CMM-612.2: Recombinant Human Bone Morphogenetic Protein 
(rhBMP-2) (InFuse®)  
The clinical criteria of this policy addresses the scope and clinical indications for 
Recombinant Human Bone Morphogenetic Protein – 2 (rhBMP-2) (InFuse®) in spinal 
fusion surgeries only and not for other indications for its use in the appendicular 
skeleton (e.g. tibial fracture non-union repair surgery). These criteria are developed to 
manage patients very unlikely to fuse without rhBMP. Patients very likely to fuse without 
rhBMP include most pediatric patients, healthy patients undergoing one level lumbar 
fusion procedures and undergoing routine anterior and posterior cervical fusions. 
 Recombinant human bone morphogenetic protein – 2 (rhBMP-2) (InFuse®) is 

considered medically necessary for a stand alone anterior lumbar interbody fusion 
(ALIF) for all patients except males with a strong reproductive priority. 

 Recombinant human bone morphogenetic protein – 2 (rhBMP-2) (InFuse®) is 
considered medically necessary for posterolateral lumbar fusion and posterior 
lumbar interbody fusion (PLIF and TLIF) when ONE or MORE of the following 
conditions at high risk for fusion failure is present: 
 Revision spinal fusion surgery for pseudarthrosis following one or more previous 

failed spinal fusion surgery(ies) 
 Spinal fusion surgery in a compromised graft bed (e.g. prior radiation therapy) 
 Thoracolumbar fusion for correction of spinal deformity performed at more than 

one level 
 Multilevel spinal fusion surgeries (> 3 spinal motion segments) 
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 Long posterior fusions to the sacrum in adults patients undergoing correction or 
stabilization of spinal deformity 

 Single level anterior interbody lumbar or lumbosacral fusion (ALIF) using an FDA 
approved fusion device when there is Meyerding Grade III or greater 
spondylolisthesis. 

 Metabolic or other conditions when traditional, autogenous bone grafting has a 
high risk of failure (ONE or MORE of the following): 
 Current smoker 
 Insulin diabetic with poor glycemic control 
 Chronic renal disease 
 Alcohol Use Disorder (AUD) 
 Corticosteroid dependence 
 Pediatric patients with neuromuscular scoliosis or occipitocervical pathology 

 Autogenous bone graft is either not available, is inadequate volume, or of poor 
quality to be useful (ONE or MORE of the following): 
 Rheumatoid arthritis  
 Osteoporosis 
 Trauma patients with concomitant pelvic injury 
 Patients at high risk for post-harvest iliac crest fracture 

 Recombinant human bone morphogenetic protein – 2 (rhBMP-2) (InFuse) is 
considered not medically necessary for ANY of the following:  
 Skeletally immature patients unless there is a high risk for fusion failure 
 Planned use of grafting in the vicinity of a resected or extant neoplasm 
 Known contraindications including pregnancy, hypersensitivity/allergy, infection, 

spinal malignancy 
 Routine anterior and/or posterior cervical fusion surgery other than in pediatric 

patients with a high risk of fusion failure 
 Routine pediatric spine fusion procedures including correction of adolescent 

idiopathic scoliosis 
 Single level anterior interbody lumbar or lumbo-sacral fusion (ALIF) using an 

FDA approved fusion device when there is Meyerding Grade II or less 
spondylolisthesis 

CMM-612.3: Bone Marrow Aspirate Concentrate (BMAC) 
 Bone marrow aspirate concentrate (BMAC) is considered medically necessary for 

hybrid or composite grafting (combined osteoinductive and osteoconductive) 
including autologous corticocancellous iliac crest bone graft (ICBG) for postero-
lateral lumbar spinal fusion surgery (spondylodesis) with or without spinal 
instrumentation. 

 Bone marrow aspirate concentrate (BMAC) is considered experimental, 
investigational, or unproven (EIU) for ALL of the following: 
 BMAC combined with allograft or synthetic scaffold as a substitute for autologous 

bone graft for spinal fusion surgery (spondylodesis) with or without spinal 
instrumentation 
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 Application to cervical/thoracic spinal fusion surgery with or without 
instrumentation 

 Anterior spinal fusion surgery with or without instrumentation 
 Application to spinal decompression without fusion 
 Disc arthroplasty surgery 
 Use of lumbar interspinous devices 
 Obtaining BMAC without using the sequential technique as outlined 
 Use of unfractionated BMAC 
 Infection (e.g. discitis, epidural abscess, osteomyelitis) 
 Primary or metastatic neoplastic disease of the spine 

CMM-612.4: Bone Graft Substitutes 

Experimental, Investigational, and/or Unproven (EIU) 
 ALL of the following bone graft substitutes for the enhancement of bone healing is 

considered experimental, investigational, or unproven (EIU): 
 rhBMP-7 (i.e., OP–1™) 
 INFUSE/MASTERGRAFT™ Posterolateral Revision Device 
 Human amniotic membrane bone graft substitute 
 Cell-based substitutes other than a bone marrow aspirate (e.g. mesenchymal 

stem cell therapy, Osteocel®, ViviGen®, Trinity®) when used to enhance bone 
healing 

 Human growth factors (e.g. fibroblast growth factor, insulin-like growth) when 
used to enhance bone healing 

 Platelet rich plasma (e.g. autologous platelet derived growth factor) when used to 
enhance bone healing 

 Allograft bone graft substitutes used exclusively as stand-alone stabilization 
devices for fusion (e.g. TruFuse® for isolated facet fusion, NuFix™ for isolated 
facet fusion, BacFast® HD for isolated facet fusion) 

 Bone graft substitutes used to reduce donor site morbidity (e.g. iliac crest donor 
site reconstruction) 

 Ceramic-based products (e.g. b-TCP) 
 OptiMesh® deployable grafting system  
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CMM-612.5: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for informational 
purposes only. Any given code’s inclusion on this list does not necessarily indicate prior 
authorization is required. 
CPT® Code Description/Definition 

+20930 Allograft, morselized, or placement of osteopromotive material, for spine surgery 
only (List separately in addition to code for primary procedure 

+20931 Allograft, structural, for spine surgery only (List separately in addition to code for 
primary procedure) 

+20936 
Auto graft for spine surgery only (includes harvesting the graft); local (e.g. ribs, 
spinous process, or laminar fragments) obtained from same incision (List 
separately in addition to code for primary procedure) 

+20937 
Auto graft for spine surgery only (includes harvesting the graft); morselized 
(through separate skin or fascial incision) (List separately in addition to code for 
primary procedure) 

+20938 
Auto graft for spine surgery only (includes harvesting the graft); structural, 
bicortical or tricortical (through separate skin or fascial incision) (List separately in 
addition to code for primary procedure) 

+20939 Bone marrow aspiration for bone grafting, spine surgery only, through separate 
skin or fascial incision (List separately in addition to code for primary procedure). 

This list may not be all inclusive and is not intended to be used for coding/billing purposes. The 
final determination of reimbursement for services is the decision of the health plan and is based 
on the individual’s policy or benefit entitlement structure as well as claims processing rules.  
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CMM-613.1: General Guidelines 
 The determination of medical necessity for the performance of thoracic 

decompression/discectomy is always made on a case-by-case basis. 
 For prior authorization requirements, see CMM-600.1: Prior Authorization 

Requirements. 
 The presence of urgent/emergent indications/conditions warrants definitive surgical 

treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 
 Absence of unmanaged significant behavioral health disorders 

 Urgent/emergent conditions for thoracic decompression/discectomy include ANY of 
the following: 
 Acute/unstable spinal fractures or dislocations with neural compression 
 Myelopathy or Cord signal changes on MRI due to cord compression 
 Documentation of progressive neurological deficit on two separate physical 

examinations 
 ANY of the following due to a neurocompressive pathology:  

 Motor weakness of grade 3/5 or less of specified muscle(s) 
 Rapidly progressive findings of motor loss 
 Bowel incontinence 
 Bladder incontinence/retention 

 Epidural hematoma 
 Infection (e.g. discitis, epidural abscess, osteomyelitis) 
 Documentation of severe debilitating pain and/or dysfunction to the point of being 

incapacitated 
 Primary or metastatic neoplastic disease causing pathologic fracture, cord 

compression or instability 

CMM-613.2: Initial Thoracic Decompression/Discectomy 
Initial primary thoracic decompression/discectomy is considered medically necessary 
when ALL of the following are met 
 All other sources of pain have been excluded (e.g. post-herpetic neuralgia, post-

thoracotomy pain syndrome, etc.) 
 Absence of unmanaged significant behavioral health disorders (e.g. major 

depressive disorder, chronic pain syndrome, secondary gain, drug and alcohol 
abuse) 

 Performed for EITHER of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the 

following: 
 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 
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 Unremitting radicular pain into the chest wall or upper abdominal wall 
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Unremitting radicular pain into the chest wall or upper abdominal wall 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks 
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Recent (within 6 months) MRI/CT identifies nerve root impingement caused 
by herniated disc(s)/stenosis and/or osteophytes that is concordant with the 
patient’s symptoms and physical examination findings 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Lower extremity weakness, numbness, or pain 
 Gait disturbance 
 New-onset bowel or bladder dysfunction due to a neurocompressive 

pathology 
 Frequent falls 

 Objective physical examination findings including ANY of the following: 
 Ataxic gait 
 Lower extremity hyperreflexia 
 Tandem walking test demonstrating ataxia 
 Increased muscle tone or spasticity 
 Clonus 
 Pathologic Babinski 

 Recent (within 6 months) MRI/CT findings that are concordant with the 
patient’s symptoms and physical examination findings including EITHER of 
the following: 
 MRI/CT demonstrates spinal cord compression 
 MRI/CT identifies spinal stenosis 

CMM-613.3: Repeat Thoracic Decompression/Discectomy at the Same 
Level 
Repeat decompression at the same level is considered medically necessary 
when ALL of the following are met: 
 Recent (within 6 months) post-operative MRI /CT confirms evidence of neural 

structure compression (e.g. either retained disc material or a recurrent disc 
herniation) 

 Greater than 12 weeks since the initial primary decompression/microdiscectomy 
 Initial relief of symptoms following previous disc/decompression procedure at the 

same level 
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 All other sources of pain have been excluded (e.g. post-herpetic neuralgia, post 
thoracotomy pain syndrome, etc.) 

 Absence of unmanaged significant behavioral health disorders (e.g. major 
depressive disorder, chronic pain syndrome, secondary gain, drug and alcohol 
abuse) 

 Performed for EITHER of the following conditions: 
 Radiculopathy when ALL of the following are met: 

 Subjective symptoms including BOTH of the following: 
 Significant level of pain on a daily basis defined as EITHER of the following: 

 Visual Analog Scale (VAS)/Numeric Rating Scale (NRS) as ≥ 7 
 Severe, disabling, crippling, or incapacitating pain 

 Unremitting radicular pain into the chest wall or upper abdominal wall  
resulting in disability 

 Objective physical examination findings including ANY of the following: 
 Dermatomal sensory deficit 
 Unremitting radicular pain into the chest wall or upper abdominal wall 

without concordant objective physical examination findings 
 Less than clinically meaningful improvement with at least TWO of the 

following unless contraindicated: 
 Prescription strength analgesics, steroids, and/or NSAIDs for 6 weeks 
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician for 6 weeks 
 Epidural steroid injection(s)/selective nerve root block(s) 

 Myelopathy when ALL of the following are met: 
 Subjective symptoms including ANY of the following: 
 Lower extremity weakness, numbness, or pain 
 Gait disturbance 
 New-onset bowel or bladder dysfunction due to a neurocompressive 

pathology 
 Frequent falls 

 Objective physical examination findings including ANY of the following: 
 Ataxic gait 
 Lower extremity hyperreflexia 
 Tandem walking test demonstrating ataxia 
 Increased muscle tone or spasticity 
 Clonus 
 Pathologic Babinski 
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CMM-613.4: Non-Indications 

Not Medically Necessary 
 Thoracic decompression/discectomy for ANY of the following sole indications is 

considered not medically necessary: 
 Signs and symptoms with no correlation to advanced imaging studies 
 Annular tears 
 Disc bulge with no neural impingement or cord compression on advanced 

diagnostic imaging 
 Concordant discography 
 MR Spectroscopy results 
 Degenerative disc disease 

Experimental, Investigational, and/or Unproven (EIU) 
 ANY of the following procedures are considered experimental, investigational, 

and/or or unproven (EIU): 
 Percutaneous thoracic discectomy 
 Percutaneous laser discectomy 
 Laser-assisted disc decompression 
 Percutaneous laser disc decompression 
 Percutaneous nucleotomy 
 Vertos Medical mild® Surgical Procedure  
 Minimally invasive thoracic discectomy for the treatment of axial spinal pain 
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CMM-613.5: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for 
informational purposes only. Any given code’s inclusion on this list does not necessarily 
indicate prior authorization is required. 

CPT® Code Description/Definition 

 22222 Osteotomy of spine, including discectomy, anterior approach, single vertebral 
segment; thoracic 

 63003 
Laminectomy with exploration and/or decompression of spinal cord and/or 
cauda equina, without facetectomy, foraminotomy or discectomy (eg, spinal 
stenosis), 1 or 2 vertebral segments; thoracic 

 63016 
Laminectomy with exploration and/or decompression of spinal cord and/or 
cauda equina, without facetectomy, foraminotomy or discectomy (eg, spinal 
stenosis), more than 2 vertebral segments; thoracic 

 63046 
Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with 
decompression of spinal cord, cauda equina and/or nerve root[s], [eg, spinal or 
lateral recess stenosis]), single vertebral segment; thoracic 

+63048 

Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with 
decompression of spinal cord, cauda equina and/or nerve root[s], [eg, spinal or 
lateral recess stenosis]), single vertebral segment; each additional segment, 
cervical, thoracic, or lumbar (List separately in addition to code for primary 
procedure) 

 63055 Transpedicular approach with decompression of spinal cord, equina and /or 
nerve root(s) (e.g., herniated intervertebral disc), single segment; thoracic 

+ 63057 
Transpedicular approach with decompression of spinal cord, equina and/or 
nerve(s) (e.g., herniated intervertebral disc), single segment; each additional 
segment, thoracic or lumbar (List separately in addition to code for primary 
procedure) 

 63077 Discectomy, anterior, with decompression of spinal cord and/or nerve root(s), 
including osteophytectomy; thoracic, single interspace 

+63078 
Discectomy, anterior, with decompression of spinal cord and/or nerve root(s), 
including osteophytectomy; thoracic, each additional interspace (List separately 
in addition to code for primary procedure) 

 63266 Laminectomy for excision or evacuation of intraspinal lesion other than 
neoplasm, extradural; thoracic 

This list may not be all-inclusive and is not intended to be used for coding/billing 
purposes. The final determination of reimbursement for services is the decision of the 
health plan and is based on the individual’s policy or benefit entitlement structure as 
well as claims processing rules. 
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CMM-614.1: General Guidelines 
 The determination of medical necessity for the performance of thoracic or thoracic 

fusion (arthrodesis) is always made on a case-by-case basis. 
 For prior authorization requirements, see CMM- 600.1: Prior Authorization 

Requirements. 
 The presence of adolescent idiopathic scoliosis with over 50 degree curves or 

congenital, neuromuscular, or infantile/juvenile scoliosis warrants definitive surgical 
treatment. Confirmatory imaging studies (advanced or plain x-rays) are required. 
The following criteria are NOT required for the above confirmed conditions: 
 Provider-directed non-surgical management 
 Proof of smoking cessation 
 Absence of unmanaged significant mental and/or behavioral health disorders 

 The presence of urgent/emergent indications/conditions warrants definitive surgical 
treatment. Confirmatory advanced imaging studies are required. The following 
criteria are NOT required for confirmed urgent/emergent conditions: 
 Provider-directed non-surgical management 
 Proof of smoking cessation 
 Absence of unmanaged significant behavioral health disorders 

 Urgent/emergent conditions for thoracic or thoracolumbar fusion (arthrodesis) 
include ANY of the following: 
 Infection (e.g. discitis, epidural abscess, osteomyelitis) when instability is present 

or debridement and/or decompression is anticipated to result in iatrogenic 
instability 

 Primary or metastatic neoplastic disease causing pathologic fracture, cord 
compression, when instability is present or resection and/or decompression is 
anticipated to result in iatrogenic instability 

 Traumatic spinal fractures or dislocations with or without neural compression 
when instability is present or decompression of the spinal canal is anticipated to 
result in iatrogenic instability 

 Documentation of severe debilitating pain and/or dysfunction to the point of being 
incapacitated
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CMM-614.2: Thoracic or Thoracolumbar Fusion (Arthrodesis) 
with/without Decompression for Adult Spinal deformity 
Thoracic or thoracolumbar fusion (arthrodesis) with/without decompression for adult 
spinal deformity is considered medically necessary when ALL of the following are met:  
 Performed for ANY of the following conditions:  

 Degenerative Spinal Deformity: Indications for thoracic fusion (arthrodesis) in 
adult degenerative spinal deformity include ANY of the following: 
 Coronal plane deformity which includes ANY of the following: 
 Cobb angle of greater than 30 degrees 
 Asymmetric disk collapse causing symptomatic foraminal narrowing 
 Coronal imbalance causing head and trunk shift off the midline 

 Sagittal imbalance which includes ANY of the following: 
 Sagittal Vertebral axis measurement greater than 8 cm 
 Pelvic incidence-Lumbar lordosis > 15 degrees 

 Adult Residual Idiopathic Scoliotic Deformity: Indications for thoracic or 
thoracolumbar fusion (arthrodesis) for adult residual idiopathic scoliotic deformity 
include ANY of the following: 
 Cobb angle of greater than 50 degrees 
 Asymmetric disk collapse causing symptomatic foraminal narrowing 
 Coronal imbalance causing head and trunk shift off the midline 

 Adult Residual Schuermann’s Kyphosis: Indications for thoracic or thoracolumbar 
fusion (arthrodesis) for adult residual Schuermann’s kyphosis include ANY of the 
following: 
 Sagittal Vertebral Axis measurement greater than 8 cm 
 Pelvic incidence-Lumbar lordosis > 15 degrees 
 Sagittal Cobb angle of greater than 75 degrees 

 ALL of the following associated criteria are required:  
 Absence of untreated, underlying mental and/or behavioral health 

conditions/issues (e.g. depression, chronic pain syndrome, secondary gain, 
opioid and alcohol use disorders, etc.) as a contributor to chronic pain 

 Documentation of nicotine-free status with EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, 

and/or nicotine replacement therapy for at least 6 weeks prior to planned 
surgery as evidenced by blood cotinine lab results of ≤ 10 ng/mL 

 Conservative treatment:  
 If decompression at any thoracolumbar level is being performed: Less than 

clinically meaningful improvement with at least TWO of the following for at 
least 6 weeks (unless contraindicated):  
 Prescription strength analgesics, steroids, and/or NSAIDs 
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician 
 Epidural steroid injection(s)/selective nerve root block(s) 
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 If performed without decompression: Less than clinically meaningful 
improvement with EITHER of the following for at least 3 consecutive months 
(unless contraindicated): 
 Prescription strength analgesics, steroids, and/or NSAIDs 
 Provider-directed exercise program prescribed by a physical therapist, 

chiropractic provider, osteopathic or allopathic physician 

CMM-614.3: Thoracic or Thoracolumbar Fusion (Arthrodesis) with 
Decompression without Adult Spinal Deformity 
Thoracic or thoracolumbar fusion (arthrodesis) with decompression without adult spinal 
deformity is considered medically necessary when ALL of the following are met: 
 The patient is a candidate for thoracic decompression. Refer to CMM-613:Thoracic 

Decompression-Discectomy (with the exception of conservative care 
requirements, which are defined below). 

 Performed for actual or anticipated iatrogenic instability from decompression when 
ANY of the following are met: 
 Actual instability with confirmatory imaging including ANY of the following (not 

required when instability is created and/or identified intra-operatively): 
 Spondylolisthesis when confirmatory imaging results show EITHER of the 

following: 
 Dynamic segmental instability documented by flexion-extension plain X-

rays OR comparison of a supine and upright image, with a difference in 
translational alignment between vertebrae greater than 3 mm between 
views 

 Meyerding Grade II or higher spondylolisthesis 
 Anticipated instability created by EITHER of the following: 

 Disruption of the posterior elements due to facet joint excision that exceeds 
50% bilaterally or 75% or more of a single facet during spinal decompression 

 Excessive disc removal that could result in anterior instability 
 Confirmatory imaging including ANY of the following (not required when instability is 

created and/or identified intra-operatively): 
 Recent (within 6 months) imaging documenting postoperative instability created 

by the disruption of the posterior elements due to facet joint excision that 
exceeds 50% bilaterally or 75% or more of a single facet 

 Removal of the pars interarticularis is performed that requires fusion to stabilize  
 Pars fracture 
 Previous thoracic or thoracolumbar spinal decompression that resulted in 

iatrogenic spondylolisthesis 
 Meyerding Grade I or higher spondylolisthesis with foraminal stenosis 

 Less than clinically meaningful improvement with at least TWO of the following for at 
least 6 weeks (unless contraindicated):  
 Prescription strength analgesics, steroids, and/or NSAIDs 
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 Provider-directed exercise program prescribed by a physical therapist, 
chiropractic provider, osteopathic or allopathic physician 

 Epidural steroid injection(s)/selective nerve root block(s) 
 Absence of untreated, underlying mental and/or behavioral health conditions/issues 

(e.g. depression, chronic pain syndrome, secondary gain, opioid and alcohol use 
disorders, etc.) as a contributor to chronic pain 

 Documentation of nicotine-free status with EITHER of the following: 
 Patient is a never-smoker 
 Patient has refrained from smoking, use of smokeless tobacco products, and/or 

nicotine replacement therapy for at least 6 weeks prior to planned surgery as 
evidenced by blood cotinine lab results of ≤ 10 ng/mL 

CMM-614.4: Adjacent Segment Disease/Proximal Junctional Failure 
Thoracic or thoracolumbar fusion (arthrodesis) for adjacent segment disease is 
considered medically necessary when ALL of the following are met: 
 The patient meets criteria for thoracic or thoracolumbar fusion (arthrodesis). Refer 

to: CMM-614.2: Thoracic or Thoracolumbar Fusion (Arthrodesis) with/without 
Decompression for Adult Spinal deformity or CMM-614.3: Thoracic or 
Thoracolumbar Fusion (Arthrodesis) with Decompression without Adult Spinal 
Deformity 

 The prior thoracic fusion (arthrodesis) procedure was performed at an adjacent level  
 Evidence of anterolisthesis or kyphosis on plain X-rays resulting in ANY of the 

following: 
 Dynamic segmental instability with 3 mm or more of anterior translation 

displacement of the vertebra on the adjacent vertebra below. 
 Meyerding Grade II or higher spondylolisthesis (i.e., instability) 
 Any spinal level showing 15 degrees change of the sagittal Cobb angle (Proximal 

Junctional angle) with progressive pain or neurologic symptoms caused by either 
bony or posterior ligamentous complex failure 

CMM-614.5: Repeat Thoracic Fusion (Arthrodesis) at the Same Level 
Repeat thoracic fusion (arthrodesis) at the same level is considered medically 
necessary when EITHER of the following are met: 
 Recent (within 6 months) post-operative plain X-rays show evidence of implant 

malposition or implant failure (e.g. migration, pedicle screw breakage, pedicle screw 
loosening, dislodged hooks, rod breakage, rod bending, rod loosening, loss of curve 
correction, decompensation, etc.) 

 ALL of the following are met: 
 The patient meets criteria for thoracic fusion (arthrodesis). Refer to CMM-614.2: 

Thoracic or Thoracolumbar Fusion (Arthrodesis) with/without 
Decompression for Adult Spinal deformity or CMM-614.3: Thoracic or 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

143 of 148



 

Sp
in

e 
Su

rg
er

y 

Thoracolumbar Fusion (Arthrodesis) with Decompression without Adult 
Spinal Deformity 

 Recent (within 6 months) post-operative confirmatory imaging documenting 
pseudarthrosis on ANY of the following: 
 MRI 
 CT 
 Plain x-rays 

 Greater than 6 months since the last fusion (arthrodesis) surgery 

CMM-614.6: Non-Indications 

Not medically Necessary 
 Thoracic fusion (arthrodesis) is considered not medically necessary when the sole 

indication is ANY of the following: 
 Multi-level degenerative disc disease without instability or significant adult 

deformity 
 Facet joint disorders without instability 
 Initial discectomy/laminectomy without instability 
 An adjunct to primary decompression of central and/or lateral recess stenosis in 

the absence of instability, spondylolisthesis, adult deformity or an actual or 
anticipated bony resection that will result in iatrogenic instability 

Experimental, Investigational, and/or Unproven (EIU) 
 Thoracic fusion (arthrodesis) is considered experimental, investigational, an/or 

unproven (EIU) for ALL of the following devices/procedures (not an all-inclusive 
list): 
 Minimally invasive surgical approaches using only indirect visualization (e.g. 

percutaneous fusion) 
 Device/implant not FDA approved (in thoracic spine) 
 Devices for disc annular repair 
 Endoscopic thoracic decompression with interbody fusion 
 Isolated facet fusion, with or without instrumentation, including allograft bone 

graft substitutes used exclusively as stand-alone stabilization devices (e.g. 
TruFuse [any level], NuFix® [any level]) 

 Total facet arthroplasty
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CMM-614.7: Procedure (CPT®) Codes 
This guideline relates to the CPT® code set below. Codes are displayed for 
informational purposes only. Any given code’s inclusion on this list does not necessarily 
indicate prior authorization is required. 

CPT® Code Description/Definition 

 22222 Osteotomy of spine, including discectomy, anterior approach, single vertebral 
segment; thoracic 

 22532 Arthrodesis, lateral extracavitary technique, including minimal discectomy to 
prepare interspace (other than for decompression); thoracic 

+22534 
Arthrodesis, lateral extracavitary technique, including minimal discectomy to 
prepare interspace (other than for decompression); thoracic or lumbar, each 
additional vertebral segment (List separately in addition to code for primary 
procedure) 

 22556 Arthrodesis, anterior interbody technique, including minimal discectomy to 
prepare interspace (other than for decompression); thoracic 

+22585 
Arthrodesis, anterior interbody technique, including minimal discectomy to 
prepare interspace (other than for decompression); each additional interspace 
(List separately in addition to code for primary procedure) 

 22610 Arthrodesis, posterior or posterolateral technique, single level; thoracic (with 
lateral transverse technique, when performed) 

+22614 Arthrodesis, posterior or posterolateral technique, single level; each additional 
vertebral segment (List separately in addition to code for primary procedure) 

 22800 Arthrodesis, posterior, for spinal deformity, with or without cast; up to 6 
vertebral segments 

 22802 Arthrodesis, posterior, for spinal deformity, with or without cast; 7 to 12 
vertebral segments 

 22804 Arthrodesis, posterior, for spinal deformity, with or without cast; 13 or more 
vertebral segments 

 22808 Arthrodesis, anterior, for spinal deformity, with or without cast; 2 to 3 vertebral 
segments 

 22810 Arthrodesis, anterior, for spinal deformity, with or without cast; 4 to 7 vertebral 
segments 

 22812 Arthrodesis, anterior, for spinal deformity, with or without cast; 8 or more 
vertebral segments 

 63003 
Laminectomy with exploration and/or decompression of spinal cord and/or 
cauda equina, without facetectomy, foraminotomy or discectomy (eg, spinal 
stenosis), 1 or 2 vertebral segments; thoracic 

Comprehensive Musculoskeletal Management Guidelines                 V1.0.2022 

______________________________________________________________________________________________________ 
©2022 eviCore healthcare. All Rights Reserved.  
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924                             www.eviCore.com 

 

145 of 148



 

Sp
in

e 
Su

rg
er

y 

This guideline relates to the CPT® code set below. Codes are displayed for 
informational purposes only. Any given code’s inclusion on this list does not necessarily 
indicate prior authorization is required. 

CPT® Code Description/Definition 

 63016 
Laminectomy with exploration and/or decompression of spinal cord and/or 
cauda equina, without facetectomy, foraminotomy or discectomy (eg, spinal 
stenosis), more than 2 vertebral segments; thoracic 

 63046 
Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with 
decompression of spinal cord, cauda equina and/or nerve root[s], [eg, spinal or 
lateral recess stenosis]), single vertebral segment; thoracic 

+63048 

Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with 
decompression of spinal cord, cauda equina and/or nerve root[s], [eg, spinal or 
lateral recess stenosis]), single vertebral segment; each additional segment, 
cervical, thoracic, or lumbar (List separately in addition to code for primary 
procedure) 

 63055 Transpedicular approach with decompression of spinal cord, equina and /or 
nerve root(s) (e.g., herniated intervertebral disc), single segment; thoracic 

+ 63057 
Transpedicular approach with decompression of spinal cord, equina and/or 
nerve(s) (e.g., herniated intervertebral disc), single segment; each additional 
segment, thoracic or lumbar (List separately in addition to code for primary 
procedure) 

 63077 Discectomy, anterior, with decompression of spinal cord and/or nerve root(s), 
including osteophytectomy; thoracic, single interspace 

+63078 
Discectomy, anterior, with decompression of spinal cord and/or nerve root(s), 
including osteophytectomy; thoracic, each additional interspace (List separately 
in addition to code for primary procedure) 

 63266 Laminectomy for excision or evacuation of intraspinal lesion other than 
neoplasm, extradural; thoracic 

This list may not be all-inclusive and is not intended to be used for coding/billing 
purposes. The final determination of reimbursement for services is the decision of the 
health plan and is based on the individual’s policy or benefit entitlement structure as 
well as claims processing rules. 
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