Hip and Knee Arthroplasty (Commercial)
Preauthorization Tip Sheet
This tip sheet is intended to further assist you in the preauthorization process and for clarification of
the NIA Magellan clinical guidelines. It is for informational purposes only and is NOT intended as a
substitute for the clinical guidelines that should be reviewed prior to submitting requests for surgical
procedures.

Guideline numbers: NIA_CG_313 Hip and NIA_CG_315 Knee
**Office notes should clearly state the surgical plan and laterality**


Office notes should document:
-Symptom onset, duration, and severity
-Loss of function and/or limitations
-Type and duration of non-operative management modalities

**Some requests for a THA or TKA do not require any non-operative
treatment for approval:
Hip
- extensive disease due to rheumatoid arthritis
-femoral neck fracture
- malignancy
- dysplasia
- avascular necrosis (confirmed by imaging)
- radiographs (X-rays) demonstrate bone-on-bone articulation
AND there is persistent pain and documented loss of function with any of the above.
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Knee
-extensive disease or damage due to rheumatoid arthritis
- post-traumatic arthritis (i.e., previous proximal tibia or distal femur fracture causing
subsequent arthritis)
-fracture
- avascular necrosis confirmed by imaging
- radiographs (X-rays) demonstrate bone-on-bone articulation
AND there is persistent pain and documented loss of function with any of the above.

 Unless listed above, requests for hip and knee arthroplasty will require documentation of:


3 months of symptoms
and



3 months of non-operative treatment to include 2 different modalities:
-Rest or activity modifications/limitations
-Weight reduction for patient with elevated BMI
-Protected weight-bearing with cane, walker, or crutches
-Physical therapy modalities
-Physician-supervised exercise program (including home exercise program)
-Pharmacologic treatment: oral/topical NSAIDS, acetaminophen, or analgesics
-Intra-articular corticosteroid injection (no injection within 12 weeks of surgery)

**Physical therapy is NOT required for approval and is only one of many options for non-operative
treatment**



Physical examination consistent with arthritis of the hip or knee.



X-rays* that demonstrate advanced arthritis described as Kellgren-Lawrence grade 3
or 4 changes/Tonnis grade 2 or 3 or described as showing severe narrowing,
subchondral sclerosis, multiple osteophytes, etc. MRI should not be the primary
radiographic test used to determine the presence or severity of arthritic changes in the
joint. However, if an MRI was performed, the actual radiology report should be
provided.
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*X-rays described as showing “severe”, “advanced” or “endstage” arthritis requires further clarification to include more
descriptive terms as stated above.


All requests for THA/TKA or revision procedures are to have documentation in the
medical record pertaining to the potential risks, benefits, and potential complications
specific to these procedures.



All requests for simultaneous bilateral THA/TKA should clearly indicate why
simultaneous procedures are preferable to staged procedures. Associated risks with
simultaneous bilateral THA/TKA should also be discussed with the patient and
documented in the medical record.



Two separate requests are required for TKA vs. UKA.



UKA - In addition to the documentation for duration of symptoms, type and duration
of non-operative treatment and weight-bearing X-rays that show advanced arthritis
limited to only one compartment, requests for a UKA require the following:
o
o
o
o



Normal ACL
Total ROM at least 90 degrees
Contractures < 5-10 degrees
Angular deformities < 10 degrees correctable to neutral

A cortisone injection given within 12 weeks of surgery is an absolute contraindication.

 REVISION HIP and KNEE ARTHROPLASTY


The specific criteria required for revision hip or knee arthroplasty are outlined in the
appropriate guideline section.



If the revision is for a previous removal of an infected hip/knee prosthesis, there should be
documentation of no current, ongoing, or inadequately treated infection (ruled out by normal
inflammatory markers (ESR and CRP) or significant improvement in these markers and a clear
statement by the treating surgeon that infection has been adequately treated. If these
inflammatory markers are elevated, further evaluation is required, including an aspiration
with synovial fluid WBC count, gram stain and cultures, or an intraoperative frozen biopsy.
The patient should be off antibiotics at the time of preoperative testing, aspiration, and reimplantation.
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Even if there has been no prior infection, normal inflammatory markers (ESR and CRP) are
required for revision arthroplasty approval.

Tönnis Classification of Osteoarthritis by Radiographic Changes
Grade

Description

0

No signs of osteoarthritis

1

Mild: Increased sclerosis, slight narrowing of the joint space, no or
slight loss of head sphericity

2

Moderate: Small cysts, moderate narrowing of the joint space,
moderate loss of head sphericity

3

Severe: Large cysts, severe narrowing or obliteration of the joint
space, severe deformity of the head

Kellgren-Lawrence Grading System:
(MRI should not be the primary tool used to determine the presence or severity of arthritic changes
in the joint).
Grade

Description

0

No radiographic features of osteoarthritis

1

Possible joint space narrowing and osteophyte formation

2

Definite osteophyte formation with possible joint space narrowing

3

Moderate multiple osteophytes, definite narrowing of joint space,
some sclerosis and possible deformity of bone contour (some sclerosis
and cyst formation)

4

Large osteophytes, marked narrowing of joint space, severe sclerosis
and definite deformity of bone contour.
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Hip and Knee Arthroplasty (Medicare)
Preauthorization Tip Sheet
This tip sheet is intended to further assist you in the preauthorization process and for clarification
of the NIA Magellan clinical guidelines. It is for informational purposes only and is NOT intended as
a substitute for the clinical guidelines that should be reviewed prior to submitting requests for
surgical procedures.

Guideline LCD Number: L34163 (Hip) and L36575 (Knee)
**Office notes should clearly state the surgical plan and laterality**
Non-operative treatment is not required for the following:

Knee:








Failure of a previous osteotomy
Distal femur fracture
Malignancy of the distal femur, proximal tibia, knee joint or adjacent soft tissues
Failure of previous unicompartmental (UKA) knee replacement
Avascular necrosis of the knee
Proximal tibia fracture
Bone-on-bone narrowing

Hip:







Malignancy of the joint involving the bones or soft tissues of the pelvis or
proximal femur avascular necrosis (osteonecrosis of femoral head)
Fracture of the femoral neck
Acetabular fracture
Non-union or failure of previous hip fracture surgery
Mal-union of acetabular or proximal femur fracture
Bone-on-bone narrowing
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 If not listed above, requests for hip and knee arthroplasty require
documentation of:
1. Pain or functional disability attributable to advanced joint disease
2. 3 months of non-operative treatment to include one modality:
-anti-inflammatory medications or analgesics
-flexibility and muscle strengthening exercises
-supervised physical therapy [Activities of daily living (ADLs) diminished
despite completing a plan of care]
-assistive device use
-weight reduction as appropriate
-therapeutic injections into the knee as appropriate.

If conservative therapy is not appropriate, the medical record must clearly
document why such approach is not reasonable.
**Physical therapy is NOT required for approval and is only one of many options for
non-operative treatment**
**Non-surgical medical management may be inappropriate, ineffective, or
counterproductive when one or more of the following is present: bone on bone
articulation; and/or severe deformity; and/or severe pain (particularly at rest) and
significant disabling interference with activities of daily living (ADL).

3. Advanced arthritis of the knee or hip supported by X-ray, MRI* or CT
scan. The imaging should demonstrate one of the following:
-subchondral cysts
-subchondral sclerosis
-periarticular osteophytes
-joint subluxation
-joint space narrowing
-avascular necrosis
-bone on bone articulations.
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*If an MRI or CT scan was performed, the actual radiology report should be
provided.

*X-rays described as showing “severe”, “advanced” or “end-stage”
arthritis requires further clarification to include more descriptive terms as
stated above.
 Two separate requests are required for TKA vs. UKA. (See NIA guideline 315 for additional
requirements for UKA approval)
 For patients with significant conditions or co-morbidities, the risk/benefit of the TKA or
THA should be appropriately addressed in the medical record.
 The treating physician must discuss the significant benefit and risks with the patient.
 In the instance that the patient is undergoing a bilateral arthroplasty, all criteria listed
above would apply to the bilateral surgery when indicated. The medical record should also
support the medical necessity for performing simultaneous bilateral THA/TKA.

 REVISION HIP and KNEE ARTHROPLASTY


The specific criteria required for revision hip or knee arthroplasty are outlined in the
appropriate guideline section.



When infection is the reason for revision TKR/TKA surgery, laboratory and/or pathology
reports must be in the medical record and all documentation regarding treatment of
the infection and a physician note indicating that it is appropriate to proceed with
surgery should be in the medical record as well.
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Knee Arthroscopy
Preauthorization Tip Sheet
This tip sheet is intended to further assist you in the preauthorization process and for clarification of the NIA
Magellan clinical guidelines. It is for informational purposes only and is NOT intended as a substitute for the
clinical guidelines that should be reviewed prior to submitting requests for surgical procedures.

Guideline NIA_CG-316
**Office notes should clearly state the surgical plan**
Categories for requests:
Knee Ligament Reconstruction/Repair (includes meniscectomy, lateral release/patellar realignment,
articular cartilage restoration)

Knee Meniscectomy/Meniscal Repair/Meniscal Transplant (includes synovectomy, loose body
removal, chondroplasty/debridement, lateral release/patellar realignment, articular cartilage restoration)

Knee Surgery – Other (includes synovectomy, loose body removal, diagnostic knee arthroscopy,
debridement with or without chondroplasty, lateral release/patellar realignment, articular cartilage
restoration)

General Comments:


Office notes for arthroscopic knee surgery requests should document:
-Symptom onset, duration, and severity
-Loss of function and/or limitations
-Type and duration of non-operative management modalities (where applicable).



The required duration of non-operative treatment will vary depending on the surgical procedure (Example: 6 weeks for meniscectomy, 3 months for diagnostic arthroscopy, 6 months for
patellofemoral procedures). See NIA guideline 316 for specific requirements.
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Requests for diagnostic knee arthroscopy should have both X-rays and an MRI that show
indeterminate findings – no arthritis, loose bodies, meniscus tears, etc. The actual MRI
report should be provided.



For all knee arthroscopy requests, the weight-bearing status of all X-rays should be
documented in the office notes. If an MRI was performed, the actual MRI report should be
included in the office notes as well.



For meniscus surgery requests, if there is evidence of associated arthritis by history,
physical examination or MRI, weight-bearing X-rays are required to further establish the
degree of articular cartilage loss. Unless the patient has a locked knee with a displaced
bucket-handle tear, weight-bearing X-rays must show no more than mild arthritis for
approval of meniscus procedures. (No more than K-L 2 changes – see grading appendix*)



Requests for a MPFL reconstruction can be submitted under “Knee Surgery Other” or Knee
Ligament Reconstruction/Repair.

___________________________________________________________________________

 Knee Ligament Reconstruction/Repair (includes meniscectomy, lateral release/patellar
realignment, articular cartilage restoration)

ACL Reconstruction:
ACL reconstruction requests do not require non-operative treatment provided the following
criteria are met:


Knee instability (as defined subjectively as "giving way", "giving out", "buckling", two-fist sign)
with clinical findings of instability: Lachman’s 1A, 1B, 2A, 2B, 3A, 3B, Anterior Drawer, Pivot
Shift test, or instrumented (KT-1000 or KT-2000) laxity of greater than 3 mm side-side
difference



MRI results confirm complete ACL tear



Patient has no evidence of severe arthritis (Kellgren-Lawrence** Grade 3 or 4 [see grading
appendix])
OR





At least ONE of the following criteria are met:
o

MRI results confirm ACL tear associated with other ligamentous instability or repairable
meniscus

o

Acute ACL tear confirmed by MRI in high demand occupation or competitive athlete (any
level of participation)

Patient has no evidence of severe arthritis (Kellgren-Lawrence Grade 3 or 4)
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 Knee Meniscectomy/Meniscal Repair/Meniscal Transplant (includes synovectomy, loose body
removal, chondroplasty/debridement, lateral release/patellar realignment, articular cartilage
restoration)

Non-operative treatment for meniscal tears is not required in the following situations:
Symptomatic meniscal tear confirmed by MRI results that demonstrate a peripheral tear in
the vascular zone, root tear or other tear that the requesting physician considers repairable
and is associated with pain localized to the corresponding compartment upon physical
examination.
OR
MRI results demonstrate a meniscus tear in a pediatric or adolescent patient who
complains of either pain or mechanical symptoms and has ANY positive meniscal findings
on physical examination.
OR
History of acute injury/onset of symptoms with a locked knee and/or mechanical
symptoms of locking; Physical examination demonstrates ANY positive meniscal findings on
examination or demonstrates evidence of a locked knee (loss of terminal extension);
MRI demonstrates a bucket-handle tear of the meniscus. (Does not include an extruded
meniscus or flap tears)
Most meniscal tears WILL require documentation of non-operative treatment as follows:


Failure of at least 6 weeks of non-operative treatment, including at least two of the following:
o
o
o
o
o
o
o
o
o

Rest or activity modifications/limitations
Ice/heat
Protected weight bearing
Pharmacologic treatment: oral/topical NSAIDS, acetaminophen, analgesics, tramadol
Brace/orthosis
Physical therapy modalities
Supervised home exercise
Weight optimization
Corticosteroid injection

 Loose body removal
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Non-operative treatment is not required if the following criteria are met:
 Documentation of mechanical symptoms the cause limitation or loss of function


X-ray or MRI documentation of a loose body

 Patellar Malalignment and/or Patellar Instability:
Surgical intervention for the treatment of patellar malalignment and/or patellar instability is
indicated when ALL of the following criteria in any of the following subsections are met:


Acute traumatic patellar dislocation is associated with an osteochondral fracture, loose
body, vastus medialus obliquus/medial patellofemoral ligament muscle avulsion, or other
intra-articular injury that requires urgent operative management
OR



Repeat (2 or more) patellar dislocations or subluxations have occurred despite 6 months of
non-operative treatment with radiologic confirmation of MPFL (medial patellofemoral
ligament) deficiency (including evidence of acute or remote injury, scarring, incomplete
healing, etc.) OR physical examination demonstrates evidence of patellar instability
(positive apprehension test).
OR

•

When all the following criteria have been met:
o Physical exam has patellofemoral tenderness and abnormal articulation of the
patella in the femoral trochlear groove (patellar apprehension or positive J sign);
o Radiologic and/or advanced images (CT or MRI) rule out fracture or loose body, and
show abnormal articulation, trochlear dysplasia, abnormal TT-TG distance (tibial
tubercle-trochlear groove)*or other abnormality related to malalignment.
o Failure of at least 6 months of non-operative treatment, including at least 3 months
of physical therapy, and ONE of the following:
 Rest or activity modifications/limitations
 Ice/heat
 Protected weight bearing
 Pharmacologic treatment: oral/topical NSAIDS, acetaminophen, analgesics,
tramadol
 Brace/orthosis
 Supervised home exercise
 Weight optimization
 Corticosteroid injection
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*The tibial tubercle-trochlear groove (TT-TG) distance is normally @5-10mm. Some authors
use 13mm as a cut-off and most agree that a TT-TG of 15 or over is abnormal. TT-TG values
over 17 indicate other possible bony abnormalities.
The following is a summary of non-operative treatment required for some of the other more
common arthroscopic knee procedures. The guidelines should be reviewed for additional
requirements including duration of symptoms, physical examination, and radiographic
criteria and for the complete listing of other procedures not included below. (NIA Guideline
316)

 Debridement chondroplasty for patellofemoral chondrosis


Failure of at least 12 weeks of non-operative treatment, including at least two of the following
o
o
o
o
o
o
o
o
o

Rest or activity modifications/limitations
Ice/heat
Protected weight bearing
Pharmacologic treatment: oral/topical NSAIDS, acetaminophen, analgesics, tramadol
Brace/orthosis
Physical therapy modalities
Supervised home exercise
Weight optimization
Corticosteroid injection

 Lateral Release


Failure of at least 6 months of non-operative treatment, including quadriceps strengthening and
appropriate hamstring/IT band stretching and patellar mobilization techniques, and at least one of
the following
o
o
o
o
o
o
o
o
o

Rest or activity modifications/limitations
Ice/heat
Protected weight bearing
Pharmacologic treatment: oral/topical NSAIDS, acetaminophen, analgesics, tramadol
Brace/orthosis
Physical therapy modalities
Supervised home exercise
Weight optimization
Corticosteroid injection

 Diagnostic Knee Arthroscopy


Failure of at least 12 weeks of non-operative treatment, including at least two of the following
o
o
o

Rest or activity modifications/limitations
Ice/heat
Protected weight bearing
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o
o
o
o
o
o

Pharmacologic treatment: oral/topical NSAIDS, acetaminophen, analgesics, tramadol
Brace/orthosis
Physical therapy modalities
Supervised home exercise
Weight optimization
Corticosteroid injection

____________________________________________________________________________________

* Kellgren-Lawrence Grading System (Standing/weight-bearing X-rays):

MRI should not be the primary tool used to determine the presence or severity of arthritic changes
in the joint.
Grade

Description

0

No radiographic features of osteoarthritis

1

Possible joint space narrowing and osteophyte formation

2

Definite osteophyte formation with possible joint space narrowing

3

Moderate multiple osteophytes, definite narrowing of joint space,
some sclerosis and possible deformity of bone contour

4

Large osteophytes, marked narrowing of joint space, severe sclerosis
and definite deformity of bone contour
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Shoulder Arthroplasty
Preauthorization Tip Sheet
This tip sheet is intended to further assist you in the preauthorization process and for clarification of the NIA
Magellan clinical guidelines. It is for informational purposes only and is NOT intended as a substitute for the
clinical guidelines that should be reviewed prior to submitting requests for surgical procedures.

Guideline NIA_CG-317
**Office notes should clearly state the surgical plan**
 TOTAL SHOULDER ARTHROPLASTY


Office notes should document:
o Symptom onset, duration, and severity
o Loss of function and/or limitations
o Type and duration of non-operative management modalities.



3 months of non-operative treatment that includes at least ONE of the following is
required:
o
o
o
o



Physical therapy or properly instructed home exercise program
Rest or activity modification
NSAIDS or analgesic
Cortisone injections

Evidence of complete or near-complete loss of the joint space, confirmed with axillary
and/or IR/ER AP X-rays*. MRI should not be the primary imaging study to determine the
extent of disease however if performed, the actual radiology report should be provided.

* X-rays described as showing “severe”, “advanced” or “end-stage”
arthritis requires further clarification to include more descriptive terms
as stated above.


A functional and intact rotator cuff and deltoid (adequate abduction strength); confirmed
by physical examination and/or MRI or CT scan.



A cortisone injection given within 12 weeks of surgery is an absolute contraindication.
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 REVISION TOTAL SHOULDER ARTHROPLASTY


The specific criteria required for revision shoulder arthroplasty are outlined in the appropriate
guideline (NIA 317). Approval for revisions due to infection will also require documentation of no
active infection, ruled out by appropriate testing (ESR, CRP, WBC) and/or synovial fluid
aspiration/biopsy (cell count and culture) AND off antibiotics.



 REVERSE TOTAL SHOULDER ARTHROPLASTY (RTSA) for the treatment of
arthritis, irreparable rotator cuff tears or proximal humeral fractures:
Arthritis


RTSA may be indicated for the treatment of arthritis when ALL of the following criteria are
met (Somerson, 2016):
 Evidence of painful osteoarthritis or inflammatory, non-infectious arthritis (e.g.,
rheumatoid) with functional limitations (such as activities of daily living or employment or
simple recreation)
 Complete or near-complete loss of joint space on axillary or AP x-rays (internal rotation
and/or external rotation) OR radiographic evidence of advanced glenoid bone loss or
excessive retroversion (Hyun, 2013).
 NOTE: MRI should not be the primary imaging study to determine the extent of disease
 Non-repairable massive (> 2 tendons) rotator cuff tear, substantial partial, OR focal full
thickness rotator cuff tear with significant rotator cuff dysfunction (weakness,
impingement signs on exam) AND intact deltoid.
 Failure of at least 12 weeks of non-operative treatment that includes at least ONE of the
following:
o Physical therapy or properly instructed home exercise program
o Rest or activity modification
o Pharmacologic treatment: oral/topical NSAIDS, acetaminophen, analgesics
o Corticosteroid injections



Age > 60; requests for RTSA in patients < 60 will be reviewed on a case-by-case basis.
No injection into the joint within 12 weeks of surgery

Contraindications:
 Any injection into the joint within 12 weeks of surgery
 Active infection within 3 months of surgery.
 Neurologic disease resulting in CRPS or Charcot shoulder
Proximal Humeral Fractures
RTSA may be indicated for the treatment of fractures when ALL of the following criteria are met:
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Acute 2, 3, or 4-part fractures of proximal humerus with or without concomitant tuberosity
as evidence by radiographic findings OR painful malunion of proximal humerus fracture
with rotator cuff dysfunction (weakness, impingement signs on exam)
Age > 60; requests for RTSA in patients < 60 will be reviewed on a case-by-case basis.

Rotator Cuff Tears
RTSA may be indicated for the treatment of irreparable rotator cuff tears in the absence of
arthritis when ALL of the following criteria are met:






Non-repairable massive rotator cuff tear AND intact deltoid AND inability to actively
elevate the arm above the level of the shoulder (90 degrees) (i.e., pseudoparalysis); OR
history of previous failed rotator cuff repair with severe pain and functional disability
Failure of at least 12 weeks of attempted physical therapy or properly instructed home
exercise program unless there is worsening of symptoms
Age > 60; requests for RTSA in patients < 60 will be reviewed on a case-by-case basis.

NOTE: RTSA is a reasonable surgical option for irreparable rotator cuff repair without arthritis.
However, caution should be exercised when offering RTSA to patients without pseudoparalysis
because they can have a higher complication and dissatisfaction rate.
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Shoulder Arthroscopy
Preauthorization Tip Sheet
This tip sheet is intended to further assist you in the preauthorization process and for clarification of the NIA
Magellan clinical guidelines. It is for informational purposes only and is NOT intended as a substitute for the
clinical guidelines that should be reviewed prior to submitting requests for surgical procedures.

Guideline NIA_CG-318
**Office notes should clearly state the surgical plan**
Categories for requests:
 Shoulder Rotator Cuff Repair (includes distal clavicle excision, synovectomy, decompression,
tenodesis/tenotomy and debridement).

 Shoulder Labral Repair – SLAP, Bankart, Capsulorrhaphy (includes distal clavicle excision,
synovectomy, decompression, tenodesis/tenotomy and debridement).

 Frozen Shoulder Repair/Adhesive Capsulitis (includes lysis of adhesions and manipulation)
 Shoulder Surgery - Other (includes debridement, manipulation, decompression, tenotomy,
tenodesis, synovectomy, capsulorrhaphy, distal clavicle excision, diagnostic shoulder arthroscopy)

**Separate requests are required for rotator cuff repair and labral repair**


Office notes for all shoulder arthroscopy requests should document:
o
o
o
o

Symptom onset, duration, and severity
Loss of function and/or limitations
Type and duration of non-operative management modalities (where applicable).
Radiographic findings (MRI reports must be provided)
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REVISED SUPERIOR CAPSULAR RECONSTRUCTION INDICATIONS:
Massive (> 5 cm and ≥ 2 tendons involved), Full-Thickness Rotator Cuff Tear
Surgical repair of a massive torn rotator cuff WITH OR WITHOUT a Superior Capsular
Reconstruction may be necessary when ALL of the following criteria are met:


MRI or Ultrasound demonstrates massive (> 5 cm), full-thickness tears (with intact or
reparable subscapularis tendon for superior capsular reconstruction)



MRI demonstrates no advanced fatty changes (Goutallier stage 0 (normal muscle), 1 (some
fatty streaks), or 2 (less than 50% fatty degeneration or infiltration)



Warner classification of atrophy "none" or "mild"



No x-ray evidence of chronic subacromial articulation of the humeral head, defined as an
acromiohumeral space less than 5 mm (Hamada grade 2)



No advanced or severe arthritis (severe narrowing of glenohumeral space or bone-onbone articulation, large osteophytes, subchondral sclerosis, or cysts, etc.)

AN ISOLATED SUPERIOR CAPSULAR RECONSTRUCTION MAY BE NECESSARY WHEN ALL OF THE
FOLLOWING CRITERIA ARE MET:




MRI or Ultrasound demonstrates massive (> 5cm), full-thickness tears with an intact or
reparable subscapularis tendon.
No x-ray evidence of chronic subacromial articulation of the humeral head, defined as an
acromiohumeral space less than 5 mm (Hamada grade 2)
No advanced or severe arthritis (severe narrowing of glenohumeral space or bone-on-bone
articulation, large osteophytes, subchondral sclerosis, or cysts, etc.)

NOTE: A CONCOMITANT ROTATOR CUFF REPAIR IS NOT ALLOWABLE WITH ADVANCED
GOUTALLIER OR WARNER MUSCLE ATROPHY CHANGES AS NOTED IN THE PREVIOUS SECTION.

According to the Arthroscopy Association of North America (AANA), CPT code 29806
should be used when an arthroscopic Superior Capsular Reconstruction is
performed. If the surgeon also performs an arthroscopic repair, the residual rotator
cuff tissue (complete or partial) 29827 should also be reported.

2— HMSA – Shoulder Arthroscopy Clinical Tip Sheets 8/2019

NEW SECTION FOR REMPLISSAGE AND LATARJET PROCEDURES:
Latarjet or Remplissage procedures for recurrent (two or more dislocations) may be necessary
when ALL of the following criteria are met:


Recurrent instability (subluxation or dislocation)



Evidence of a large, engaging Hill-Sachs lesion of the humerus or greater than 20% glenoid
bone loss by X-ray, CT, or MRI
Range of motion is not limited by stiffness upon physical exam




Clinical exam findings demonstrate positive apprehension test, positive relocation test,
positive labral grind test, or objective laxity with pain.

The following is a summary of non-operative treatment required for some of the more
common arthroscopic shoulder procedures. The guidelines should be reviewed for additional
requirements including duration of symptoms, physical examination, and radiographic
criteria and for the complete listing of other procedures not included below. (NIA Guideline
318)
___________________________________________________________________________


Shoulder Rotator Cuff Repair (includes distal clavicle excision, synovectomy,
decompression, tenodesis/tenotomy and debridement).



Because the management of rotator cuff pathology is dependent on the size of the tear, an MRI is
required for ALL requests and the actual report radiology should be submitted. As best possible,
the size of the tear should be stated in the office notes and documentation should be provided if
the requesting physician disagrees with the MRI reading.
Partial tear: Failure of at least 12 weeks of non-operative treatment, including at least three of the
following criteria:
o
o
o
o

Physical therapy or properly instructed home exercise program
Rest or activity modification
Minimum of 4 weeks of oral NSAIDs (if not medically contraindicated);
Single injection of corticosteroid and local anesthetic into subacromial or intra-articular space

Small full-thickness tear (< 1cm): Failure of at least 6 weeks of non-operative treatment, including
physical therapy or a properly instructed home exercise program (that includes exercises for
scapular dyskinesis when present) AND at least one of the following:
o

Rest or activity modification
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o
o

Minimum of 4 weeks of oral NSAIDs (if not medically contraindicated)
Single injection of corticosteroid and local anesthetic into subacromial or intra-articular space

Medium or large tear full-thickness tear (1-5 cm) – non-operative treatment not required.


A cortisone injection is not required for ANY rotator cuff repair requests. It is only one of several
non-operative treatment options.



There are several contraindications for a RCR, including the presence of Kellgren-Lawrence Grade 4
osteoarthritis - applies to all rotator cuff repairs.

 Shoulder Labral Repair – SLAP, Bankart, Capsulorrhaphy (includes distal clavicle
excision, synovectomy, decompression, tenodesis/tenotomy and debridement).


Type 2 or 4 SLAP tear (biceps anchor detached)



Failure of at least 12 weeks of non-operative treatment, including activity
modification/avoidance of painful activities AND at least one of the following:
o
o
o

Minimum of 4 weeks of oral NSAIDs (if not medically contraindicated)
Physical therapy or a properly instructed home exercise program
Intra-articular injection

Bankart tears: Non-operative treatment not required if the following criteria are met:
Bankart repair of an acute labral tear may be necessary when ALL the following criteria are met:






History of an acute event of instability (subluxation or dislocation) or acute onset of pain
following activity
Acute labral tear on MRI or CT imaging
Age < 30
Range of motion is not limited by stiffness upon physical exam
Clinical exam findings demonstrate positive apprehension test, positive relocation test, positive
labral grind test, or objective laxity with pain.

Bankart repair of a recurrent (two or more dislocations) labral tear may be necessary when ALL
the following criteria are met:


Recurrent instability (subluxation or dislocation)



Evidence of a labral tear with or without bony Bankart fracture of the glenoid upon imaging
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Range of motion is not limited by stiffness upon physical exam



Clinical exam findings demonstrate positive apprehension test, positive relocation test, positive
labral grind test, or objective laxity with pain.

 Frozen Shoulder Repair/Adhesive Capsulitis (includes lysis of adhesions and
manipulation)


Failure of at least 12 weeks of non-operative treatment that includes physical therapy or a
properly instructed home exercise program and documentation of any of the following:
o
o
o
o

Minimum of 4 weeks of oral or topical NSAIDs (if not medically contraindicated)
Rest or activity modification
Heat/Ice
Corticosteroid injection

 Shoulder Surgery – Other
 Distal Clavicle Excision (DCE)


Failure of at least 12 weeks of non-operative treatment that includes at least two of the
following:
o
o
o
o

Oral or topical NSAIDS (4-week minimum for oral NSAIDS unless contraindicated
Rest/activity modification
AC joint corticosteroid injection (if DCE is to be performed as a standalone procedure, AC
injection must be performed*);
Physical therapy or a properly instructed home exercise program

*NOTE: If DCE is to be performed in isolation of other shoulder procedures, an AC joint
injection is required for diagnostic purposes and documentation should support pain relief from
injection. If no response to injection, this is a strong negative predictor to surgical outcome for
isolated DCE.

 Long Head Biceps (LHB) Tenotomy/Tenodesis


Failure of at least 12 weeks of non-operative treatment to include TWO of the following:
o
o
o
o

Oral or topical NSAIDS (4-week minimum for oral NSAIDS unless contraindicated);
Rest/activity modification
Bicipital groove or IA joint corticosteroid injection
Physical therapy or a properly instructed home exercise program

 Diagnostic Shoulder Arthroscopy


Failure of non-surgical management for at least three (3) months duration to include TWO
of the following:
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o
o
o
o
o
o
o

Rest or activity modifications/limitations
Ice/heat
Use of a sling/immobilizer/brace
Pharmacologic treatment: oral/topical NSAIDS, acetaminophen, analgesics, tramadol
Physical therapy modalities
Supervised home exercise
Corticosteroid injection

Goutallier Classification of Fatty Infiltration of Rotator Cuff Musculature
Grade 0 – Normal
Grade 1 – Mild - muscle contains some fatty streaks
Grade 2 – Moderate – more muscle than fat
Grade 3 – Severe – equal amounts of fat and muscle
Grade 4 – More fat than muscle

Hamada Classification of Rotator Cuff Arthropathy
Acromiohumeral Interval (AHI)
Grade 1 – AHI over 6 mm
Grade 2 – AHI < 5mm
Grade 3 – Acetabulization
Grade 4 – Acetabulization and narrowed GH joint
Grade 5 - Acetabulization with humeral head collapse

6— HMSA – Shoulder Arthroscopy Clinical Tip Sheets 8/2019

