MEDICAL POLICY
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1.0

CRITERIA

GlobalHealth considers lumbar spinal fusion medically necessary for ANY of the following:

1.1

1.2

1.3

Spinal fracture, dislocation (associated with mechanical instability), locked facets, or
displaced fracture fragment confirmed by imaging studies (e.g., CT or MRI) and a
preoperative evaluation including ALL the following:

1.1.1 Documented confirmation that patient is a nonsmoker, has refrained from smoking for
at least 4 weeks prior to planned surgery, or has received counseling on the effects of
smoking on surgical outcomes and treatment for smoking cessation if accepted.

1.1.2  BMI of less than 40kg/m or maximum BMI allowed for any FDA approved hardware
used in surgical procedure, whichever is less

Spinal infection confirmed by imaging studies (e.g., CT or MRI) and/or other studies (e.g.,
biopsy), including ALL the following:

1.21 A presence of ANY of the following:

1.2.1.1  Instability

1.2.1.2 Debridement and/or decompression is antficipated to result in instability
1.2.2  Preoperative evaluation including ALL the following:

1.2.2.1 Documented confirmation that patient is a nonsmoker, has refrained from
smoking for at least 4 weeks prior to planned surgery or has received
counseling on the effects of smoking on surgical outcomes and treatment for
smoking cessation if accepted.

1.2.2.2 BMI of less than 40kg/m or maximum BMI allowed for any FDA approved
hardware used in surgical procedure, whichever is less

Spinal tumor confirmed by imaging studies (e.g., CT or MRI) including ALL the following:
1.3.1 A presence of ANY of the following:

1.3.1.1 Instability

1.3.1.2 Resection and/or decompression is anticipated to result in instability
1.3.2  Preoperative evaluation including ALL the following:

1.3.2.1 Documented confirmation that patient is a nonsmoker, has refrained from
smoking for at least 4 weeks prior to planned surgery or has received
counseling on the effects of smoking on surgical outcomes and treatment for
smoking cessation if accepted.
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1.4

1.5

1.6

1.3.2.2 BMI of less than 40kg/m or maximum BMI allowed for any FDA approved

hardware used in surgical procedure, whichever is less

Scoliosis confirmed by imaging studies, with Cobb angle greater than 40 degrees up to 50
degrees with failure of 1-year nonoperative treatment or greater than 50 degrees associated
with functional impairment in skeletally mature adults and a preoperative evaluation
including ALL the following:

1.4.1

1.4.2

Documented confirmation that patient is a nonsmoker, has refrained from smoking for
at least 4 weeks prior to planned surgery or has received counseling on the effects of
smoking on surgical outcomes and treatment for smoking cessation if accepted.

BMI of less than 40kg/m or maximum BMI allowed for any FDA approved hardware
used in surgical procedure, whichever is less

Spinal stenosis graded as moderate, moderate to severe, or severe with unremitting pain
confirmed by imaging studies (e.g., CT or MRI) that meets ALL the following:

1.5.1

1.5.2

1.5.3

Failed conservative (nonoperative) treatment* within the past 12 months including ALL
the following:

1.5.1.1 Medication including NSAIDS or acetaminophen unless contraindicated

1.5.1.2 Documentation of favorable psychological evaluation, absence of untreated
psychiatric comorbidity, or current treatment by pain management specialist

1.5.1.3 Documentation of a medically managed physical therapy program for a
minimum of 12 weeks

Preoperative evaluation including ALL the following:

1.5.2.1 Documented confirmation that patient is a nonsmoker, has refrained from
smoking for at least 4 weeks prior to planned surgery or has received
counseling on the effects of smoking on surgical outcomes and treatment for
smoking cessation if accepted.

1.5.2.2 BMI of less than 40kg/m or maximum BMI allowed for any FDA approved
hardware used in surgical procedure, whichever is less

Decompression that meets ANY of the following:

1.5.3.1 Segmental instability as manifested by gross movement on flexion-extension
radiographs
1.5.3.2 Coincides with an area of significant degenerative instability (e.g., scoliosis or

any degree of spondylolistheses)

1.5.3.3 Creation of an iatrogenic instability by the disruption of the posterior elements
where facet joint excision exceeds 50% bilaterally or complete excision of one
facet is performed.

Pseudarthrosis in the lumbar spine that meets ALL the following:

1.6.1

Failed conservative (nonoperative) treatment* within the past 12 months including ALL
the following:

1.6.1.1 Medication including NSAIDS or acetaminophen unless contraindicated
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1.7

1.6.2

1.6.3

1.6.1.2 Documentation of favorable psychological evaluation, absence of untreated
psychiatric comorbidity, or current treatment by pain management specialist

1.6.1.3 Documentation of a medically managed physical therapy program for a
minimum of 6-12 weeks

Preoperative evaluation including ALL the following:

1.6.2.1 Documented confirmation that patient is a nonsmoker, has refrained from
smoking for at least 4 weeks prior to planned surgery or has received
counseling on the effects of smoking on surgical outcomes and treatment for
smoking cessation if accepted.

1.6.2.2 BMI of less than 40kg/m or maximum BMI allowed for any FDA approved
hardware used in surgical procedure, whichever is less

Radiological (e.g., CT or MRI) evidence of mechanical instability

Spondylolisthesis with segmental instability confirmed by imaging studies (e.g., CT or MRI)
with ALL the following:

1.7.1
1.7.2

1.7.3

Significant spondylolisthesis, defined as grades II, I, IV or V

Symptomatic unremitting low back pain, radiculopathy or neurogenic claudication
with failed conservative (nonoperative) freatment* within the past 12 months including
ALL the following:

1.7.2.1 Medication including NSAIDS or acetaminophen unless contraindicated

1.7.2.2 Documentation of favorable psychological evaluation, absence of untreated
psychiatric comorbidity, or current tfreatment by pain management specialist

1.7.2.3 Documentation of a medically managed physical therapy program for a
minimum of 6-12 weeks

Preoperative evaluation including ALL the following:

1.7.3.1 Documented confirmation that patient is a nonsmoker, has refrained from
smoking for at least 4 weeks prior to planned surgery or has received
counseling on the effects of smoking on surgical outcomes and treatment for
smoking cessation if accepted.

1.7.3.2 BMI of less than 40kg/m or maximum BMI allowed for any FDA approved
hardware used in surgical procedure, whichever is less

*Failed conservative (nonoperative) treatment is defined as 6-12 weeks of medication therapy combined

with physical therapy program.
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3.0 CPT CODES COVERED IF CRITERIA MET

3.1

3.2

22630 Under Posterior, Posterolateral or Lateral Transverse Process Technique Arthrodesis
Procedures on the Spine (Vertebral Column)

22558 Under Anterior or Anterolateral Approach Technique Arthrodesis Procedures on the
Spine (Vertebral Column)

4.0 POLICY REVIEW AND REVISION HISTORY

Date Action/Description of Change
January 2020 Reviewed - No Changes
5.0 SCOPE

This policy applies to Commercial lines of business within GlobalHealth Holdings, LLC.
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