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INSTRUCTIONS FOR USE: Company Medical Policies serve as guidance for the administration of plan benefits. 
Medical policies do not constitute medical advice nor a guarantee of coverage. Company Medical Policies are 
reviewed annually and are based upon published, peer-reviewed scientific evidence and evidence-based clinical 
practice guidelines that are available as of the last policy update. The Company reserves the right to determine the 
application of medical policies and make revisions to medical policies at any time. The scope and availability of all 
plan benefits are determined in accordance with the applicable coverage agreement. Any conflict or variance 
between the terms of the coverage agreement and Company Medical Policy will be resolved in favor of the 
coverage agreement. Coverage decisions are made on the basis of individualized determinations of medical 
necessity and the experimental or investigational character of the treatment in the individual case.  In cases where 
medical necessity is not established by policy for specific treatment modalities, evidence not previously considered 
regarding the efficacy of the modality that is presented shall be given consideration to determine if the policy 
represents current standards of care. 
 
SCOPE: Providence Health Plan, Providence Health Assurance and Providence Plan Partners as applicable (referred 
to individually as “Company” and collectively as “Companies”). 
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PLAN PRODUCT AND BENEFIT APPLICATION 
 

☒ Commercial ☐ Medicaid/OHP* ☐ Medicare** 

 
*Medicaid/OHP Members 

 

Oregon: Services requested for Oregon Health Plan (OHP) members follow the OHP Prioritized List and 
Oregon Administrative Rules (OARs) as the primary resource for coverage determinations. Medical 
policy criteria below may be applied when there are no criteria available in the OARs and the OHP 
Prioritized List. 
 
**Medicare Members 
 
This Company policy may be applied to Medicare Plan members only when directed by a separate 
Medicare policy. Note that investigational services are considered “not medically necessary” for 
Medicare members. 
 

COVERAGE CRITERIA 

Notes:  

• For definitions or scores referenced in criteria, see the Policy Guidelines immediately 
following this section. 

• In addition to inpatient site of service review, all codes for total hip arthroplasty, single-level 
spinal fusion, and artificial disc replacement procedures also require general medical 
necessity review for all Plan members, using criteria found in separate medical policies. See 
Policy Cross-References for links to these policies. 

 
General Site of Service Criteria 
 
I. Procedures listed in Table 1 of the Policy Guidelines may be considered medically necessary in 

the inpatient setting when any of the following criteria are met (A.-F.): 
 

A. Patient has any of the following anesthesia risk factors (1.-4.): 
1. American Society of Anesthesiologists (ASA) Score is 3 or higher; 
2. Personal history of complication of anesthesia; 
3. Documentation of alcohol dependence or history of cocaine use; 
4. Prolonged surgery (>3 hours); or 

B. Patient has any of the following cardiovascular risk factors (1.-7.): 
1. Uncompensated chronic heart failure (NYHA class III or IV); 
2. Recent history of myocardial infarction (< 3 months); 
3. Poorly controlled, resistant hypertension (3 or more drugs to control blood pressure); 
4. Recent history of cerebrovascular accident (<3 months); 
5. Increased risk for cardiac ischemia (drug eluting stent placed < 1 year, or angioplasty 

<90 days); 

https://providence4.sharepoint.com/sites/PHPMedicalPolicyCommittee/Medical%20Policy%20Working%20Folder/Surgical%20Site%20of%20Service%20(Company)/Policy%20Draft/2024/Republication%206.24/The%20New%20York%20Heart%20Association%20(NYHA)%20functional%20class%20helps%20to%20classify%20congestive%20heart%20failure%20patients%20based%20on%20their%20symptoms.
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6. Symptomatic cardiac arrhythmia despite medication; 
7. Significant valvular heart disease; or 

C. Patient has any of the following pulmonary risk factors (1.-3.): 
1. Chronic obstructive pulmonary disease (COPD) (FEV1 <50%); 
2. Poorly controlled asthma (FEV1 <80% despite treatment); 
3. Moderate to severe obstructive sleep apnea (OSA) (AHI ≥ 15); or 

D. Patient has any of the following (1.-5.): 
1. Advanced liver disease with a MELD score >8; 
2. Bleeding disorder requiring replacement factor, blood products, or special infusion; 

product (not including DDAVP-Deamino-Delta-D-Arginine Vasopressin 
(Desmopressin)); 

3. Anticoagulation use, or anticipated need for transfusion; 
4. Pregnancy; 
5. Morbid obesity (BMI ≥ 40); or 

E. Documentation by provider states that patient and/or caregiver does not fully understand 
the surgical procedure and/or post procedure compliance; 

F. Documentation by provider states that caregiver is not able to manage patient care 
postoperatively.  

 
Procedure-Specific Site of Service Criteria 
 
Notes: 

• If criterion I. above is not met, the below procedures may be approved for an inpatient 
setting based on criterion II. below.  

• Revisions of arthroplasty procedures listed below are considered medically necessary in 
inpatient settings. 

 
II. The following arthroplasty procedures:  

 

• Partial or Total Knee  

• Partial or Total Shoulder  

• Total Hip  

• Ankle  

• Elbow 

• Wrist 

• Distal Ulna 

• Distal Radius 

• Intercarpal 

• Carpometacarpal 

• Metacarpophalangeal 

• Interphalangeal  
• Temporomandibular Joint  

 
may be considered medically necessary in the inpatient setting when either of the following 
criteria are met (A. – B.): 
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A. Bilateral procedure is planned; 
B. Infected joint treatment. 

 
Site of Service Criteria Not Met 
 
III. If general site of service criteria (criterion I.) or procedure-specific site of service criteria 

(criterion II.) as applicable are not met, the procedure will be considered not medically 
necessary in the inpatient setting.  

Link to Evidence Summary 

 

POLICY CROSS REFERENCES  
 

• Total Hip Arthroplasty (Company) 

• Artificial Intervertebral Discs (Company) 
• Spinal Fusion and Decompression Procedures (Company) 

• Inpatient Hospital Admission and Length of Stay Reviews (Reimbursement Policy) 
 

The full Company portfolio of current Medical Policies is available online and can be accessed here. 

 

POLICY GUIDELINES  
 
DOCUMENTATION REQUIREMENTS 
 
In order to determine the medical necessity of the request, the following documentation must be 
provided at the time of the request: 
 

• Medical records to include documentation of all of the following: 
o History 
o Physical examination including patient weight and co-morbidities 
o Surgical plan 
o American Society of Anesthesiologists Physical Classification (ASA-PS) score 

 
DEFINITIONS 
 
Application of the General Site of Service Criteria 
 

Table 1: Procedures Subject to General Site of Service Criteria 
 

Procedures: Information: 

Total knee arthroplasty Total knee arthroplasty in the inpatient setting will be reviewed for 
medical necessity utilizing criteria I. and II. above. 

Partial knee 
arthroplasty 

Partial knee arthroplasty in the inpatient setting will be reviewed for 
medical necessity utilizing criteria I. and II. above. 

Total hip arthroplasty Total hip arthroplasty in the inpatient setting will be reviewed for 
medical necessity utilizing criteria I. and II. above. 

https://www.providencehealthplan.com/-/media/providence/website/pdfs/providers/medical-policy-and-provider-information/medical-policies/mp130.pdf?sc_lang=en&rev=48ea8a269a724490b6e17a3a84da774d&hash=13DC4EA1929B40CB8F6407479A068B91
https://www.providencehealthplan.com/-/media/providence/website/pdfs/providers/medical-policy-and-provider-information/medical-policies/mp34.pdf?sc_lang=en&rev=2ce6336acd4747c1946a727dc763bdc8&hash=17C7667FD65AE099347208DE2F2877CD
https://www.providencehealthplan.com/-/media/providence/website/pdfs/providers/medical-policy-and-provider-information/medical-policies/mp10.pdf?sc_lang=en&rev=cb6596898211434bb479a1ee60a64021&hash=66C249D8D1EDB3A31C497FD65CF15487
https://www.providencehealthplan.com/-/media/providence/website/pdfs/providers/medical-policy-and-provider-information/reimbursement-policies/rp7.pdf?rev=1bb096d6f5ca4cbd811c13e81e09d949&hash=86E0C7E8D76813F78A436A31F663F1C1
https://www.providencehealthplan.com/providers/medical-policy-rx-pharmacy-and-provider-information
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Temporomandibular 
joint arthroplasty 

Temporomandibular joint arthroplasty in the inpatient setting will be 
reviewed for medical necessity utilizing criteria I. and II. above. 

Partial shoulder 
arthroplasty 

Partial shoulder arthroplasty in the inpatient setting will be reviewed 
for medical necessity utilizing criteria I. and II. above. 

Total shoulder 
arthroplasty 

Total shoulder arthroplasty in the inpatient setting will be reviewed 
for medical necessity utilizing criteria I. and II. above. 

Ankle arthroplasty Ankle arthroplasty in the inpatient setting will be reviewed for medical 
necessity utilizing criteria I. and II. above. 

Carpometacarpal joint 
arthroplasty 

Carpometacarpal joint arthroplasty in the inpatient setting will be 
reviewed for medical necessity utilizing criteria I. and II. above. 

Elbow arthroplasty Elbow arthroplasty in the inpatient setting will be reviewed for 
medical necessity utilizing criteria I. and II. above. 

Wrist arthroplasty Wrist arthroplasty in the inpatient setting will be reviewed for medical 
necessity utilizing criteria I. and II. above. 

Distal Ulnar 
arthroplasty 

Distal ulnar arthroplasty in the inpatient setting will be reviewed for 
medical necessity utilizing criteria I. and II. above. 

Distal Radius 
arthroplasty 

Distal radius arthroplasty in the inpatient setting will be reviewed for 
medical necessity utilizing criteria I. and II. above. 

Intercarpal arthroplasty Intercarpal arthroplasty in the inpatient setting will be reviewed for 
medical necessity utilizing criteria I. and II. above. 

Metacarpophalangeal 
arthroplasty 

Metacarpophalangeal arthroplasty in the inpatient setting will be 
reviewed for medical necessity utilizing criteria I. and II. above. 

Interphalangeal 
arthroplasty 

Interphalangeal arthroplasty in the inpatient setting will be reviewed 
for medical necessity utilizing criteria I. and II. above. 

Artificial Disc 
Replacement 

Artificial disc replacement procedures in the inpatient setting will be 
reviewed for medical necessity utilizing criterion I. above. 

Spinal fusion (single-
level) 

Single-level spinal fusion in the inpatient setting will be reviewed for 
medical necessity utilizing criterion I. above. 

 
Body Mass Index (BMI)1  
 
Metric BMI Formula: BMI= weight (kg) ÷ height2 (m2) 
Imperial BMI Formula: BMI= weight (lb) ÷ height2 (in2) x 703 
 

• Obesity is defined as a BMI of 30.0 kg/m2 or higher. 

• Obesity is frequently divided into categories: 
o Class I: BMI of 30 kg/m2 to < 35 kg/m2 
o Class II: BMI of 35 kg/m2 to < 40 kg/m2 
o Class III: BMI of 40 kg/m2 or higher 

▪ A BMI of 40-49.9 kg/m2 is considered morbidly obese. 
▪ A BMI of 50 kg/m2 or more is considered superobesity or super morbid obesity. 

 
American Society of Anesthesiologists (ASA) Physical Status Classification System (ASA-PS)2 
 
Current Definitions and ASA-Approved Examples  
 

ASA PS Classification Definition Adult Examples, Including, but not Limited to: 
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ASA I A normal healthy 
patient 

Healthy, non-smoking, no or minimal alcohol use 

ASA II A patient with mild 
systemic disease 

Mild diseases only without substantive functional 
limitations. Examples include (but not limited to): 
current smoker, social alcohol drinker, pregnancy, 
obesity (30 < BMI < 40), well-controlled DM/HTN, mild 
lung disease 

ASA III A patient with 
severe systemic 
disease 

Substantive functional limitations; One or more 
moderate to severe diseases. Examples include (but not 
limited to): poorly controlled DM or HTN, COPD, morbid 
obesity (BMI ≥40), active hepatitis, alcohol dependence 
or abuse, implanted pacemaker, moderate reduction of 
ejection fraction, ESRD undergoing regularly scheduled 
dialysis, premature infant PCA < 60 weeks, history (>3 
months) of MI, CVA, TIA, or CAD/stents. 

ASA IV A patient with 
severe systemic 
disease that is a 
constant threat to 
life 

Examples include (but not limited to): recent ( < 3 
months) MI, CVA, TIA, or CAD/stents, ongoing cardiac 
ischemia or severe valve dysfunction, severe reduction 
of ejection fraction, sepsis, DIC, ARD or ESRD not 
undergoing regularly scheduled dialysis 

ASA V A moribund 
patient who is not 
expected to 
survive without 
the operation 

Examples include (but not limited to): ruptured 
abdominal/thoracic aneurysm, massive trauma, 
intracranial bleed with mass effect, ischemic bowel in 
the face of significant cardiac pathology or multiple 
organ/system dysfunction 

*The addition of “E” denotes Emergency surgery: (An emergency is defined as existing when delay in 
treatment of the patient would lead to a significant increase in the threat to life or body part) 
 
New York Heart Association (NYHA) Classification3 
 

1. Class I – No symptoms and no limitation in ordinary physical activity, eg, shortness of breath 
when walking, climbing stairs etc.  

2. Class II – Mild symptoms (mild shortness of breath and/or angina) and slight limitation during 
ordinary activity.  

3. Class III – Marked limitation in activity due to symptoms, even during less-than-ordinary activity, 
e.g., walking short distances (20–100 m). Comfortable only at rest.  

4. Class IV Severe limitations. Experiences symptoms even while at rest. Mostly bedbound 
patients. 

 
Model for End-Stage Liver Disease (MELD)4 
 
MELD calculator found here. The MELD score calculation uses: 
 

• Serum Creatinine (mg/dL)* 

• Bilirubin (mg/dL) 
• INR 

• Serum Sodium (mEq/L) 

https://optn.transplant.hrsa.gov/resources/allocation-calculators/meld-calculator/
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*For patients who have had dialysis twice within the last week, or 24 hours of CVVHD, the creatinine 
value will be automatically set to 4 mg/dL. 
 
 
BACKGROUND 
 
Surgical Sites of Service 
 
Currently, the scope of this policy is limited to review of site of service appropriateness for the following 
procedures:  
 

• Partial or Total Knee  

• Partial or Total Shoulder  

• Total Hip  

• Ankle  

• Elbow 

• Wrist 

• Distal Ulna 
• Distal Radius 

• Intercarpal 

• Carpometacarpal 

• Metacarpophalangeal 

• Interphalangeal  

• Temporomandibular Joint  

• Spinal Fusion (single-level) 

• Artificial Disc Replacement  
 
Procedures other than these services may be added for site of service appropriateness review in the 
future.  
 

Procedures: Information: 

Total knee arthroplasty Total knee replacement may also be referred to as total knee arthroplasty (TKA). A 
TKA is a surgical procedure that consists of removing the damaged articular surfaces 
of the knee, and then resurfacing with metal or polyethylene prostatic components.  
 
Mostly commonly, a TKA is indicated for damaged joint cartilage caused by 
osteoarthritis (OA), rheumatoid arthritis/inflammatory arthritis, posttraumatic 
degenerative joint disease, or osteonecrosis/joint collapse with cartilage 
destruction.4 In OA, cartilage is degraded and causes remodelling of the underlying 
bone. The cascading effect is a response of chondrocytes in the articular cartilage 
and the inflammatory cells in the surrounding tissues. The most common joints 
affected by osteoarthritis are the small joints of the hands and feet, and the hip and 
knee joint. A TKA performed for damage caused by OA is indicated for severe pain 
that inhibits normal functioning that is refractory to nonsurgical management. 
Rheumatoid arthritis and other inflammatory arthritides may also lead to total 
degradation of the knee joint, though this has declined since the introduction of 
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antirheumatic pharmacologics. A TKA may also be considered for posttraumatic 
arthritis following an acute injury, tumor involving the bone, avascular necrosis 
(osteonecrosis), tibial plateau, or femoral condyle.  
 
Depending on the condition of the patient, a TKA may be safely performed as an 
outpatient procedure or an inpatient procedure. Outpatient settings may include 
but are not limited to ambulatory surgical centers (ASC), outpatient hospital care, or 
medical centers. The preferred site of service is the most appropriate for the 
condition of the member, safe, and cost effective 

Partial knee arthroplasty Partial knee arthroplasty (PKA) is a surgical treatment for severe osteoarthritis (OA) 
that avoids the high morbidity associated with total knee arthroplasty (TKA) and 
potentially offers faster mobilization. PKA is the replacement of the articular 
surfaces in 1 compartment of the knee with metal and polyethylene prosthetic 
components. In contrast, TKA is the complete replacement of all 3 compartments of 
the knee joint with prosthetic components. 5 
 

Total hip arthroplasty In a total hip replacement (also called total hip arthroplasty (THA)), the damaged 
bone and cartilage is removed and replaced with prosthetic components. The 
damaged femoral head is removed and replaced with a metal stem that is placed 
into the hollow center of the femur. The femoral stem may be either cemented or 
"press fit" into the bone. A metal or ceramic ball is placed on the upper part of the 
stem. This ball replaces the damaged femoral head that was removed. The 
damaged cartilage surface of the socket (acetabulum) is removed and replaced with 
a metal socket. Screws or cement are sometimes used to hold the socket in place. A 
plastic, ceramic, or metal spacer is inserted between the new ball and the socket to 
allow for a smooth gliding surface.6 
 

Temporomandibular 
joint arthroplasty 

TMJ arthroplasty is a surgical procedure to replace or repair the 
temporomandibular joint, which connects the jawbone to the skull. It is performed 
to alleviate pain, improve jaw function, and address disorders or injuries affecting 
the joint. 

Partial shoulder 
arthroplasty 

Partial shoulder arthroplasty, also known as hemiarthroplasty, is a surgical 
procedure in which only one part of the shoulder joint is replaced with an artificial 
component. It is commonly performed when the humeral head (upper arm bone) is 
damaged or diseased, while the glenoid (socket) remains relatively healthy. 

Total shoulder 
arthroplasty 

Total shoulder arthroplasty is a surgical procedure that involves replacing the 
damaged or arthritic shoulder joint with an artificial joint, known as a prosthesis. 
The procedure aims to alleviate pain, restore mobility, and improve function in 
individuals with severe shoulder joint arthritis, rotator cuff tears, or other shoulder 
joint conditions. During TSA, both the ball-shaped end of the humerus (upper arm 
bone) and the glenoid (socket) are replaced with artificial components. The artificial 
joint may be made of metal, plastic, or ceramic materials, which mimic the natural 
movement and function of a healthy shoulder joint. This procedure is commonly 
performed in cases where conservative treatments have failed to provide sufficient 
relief and function. 
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Ankle arthroplasty Total ankle arthroplasty is a surgical procedure performed to replace a damaged or 
arthritic ankle joint with an artificial joint. The goal is to reduce pain, improve 
function, and preserve motion in the ankle joint 

Carpometacarpal joint 
arthroplasty 

Carpometacarpal (CMC) joint arthroplasty is a surgical procedure to replace or 
repair the joint at the base of the thumb, where the thumb metacarpal bone meets 
the trapezium bone in the wrist. It is commonly performed to alleviate pain and 
improve thumb function in individuals with thumb arthritis. 

Elbow arthroplasty Elbow arthroplasty is a surgical procedure to replace a damaged or dysfunctional 
elbow joint with an artificial joint. It is typically performed to treat conditions such 
as severe arthritis, fractures, or failed previous elbow surgeries. 
 

Wrist arthroplasty Wrist arthroplasty is a surgical procedure to replace or repair the wrist joint with an 
artificial joint. It can be performed to treat various conditions, including advanced 
wrist arthritis or wrist joint injuries. 

Distal Ulnar arthroplasty Distal ulnar arthroplasty is a surgical procedure to replace or repair the distal end of 
the ulna bone (one of the forearm bones) where it articulates with the wrist joint. It 
is often performed to treat conditions such as ulnar impaction syndrome or ulnar-
sided wrist pain. 

Distal Radius 
arthroplasty 

Distal radius arthroplasty is a surgical procedure to replace or repair the distal end 
of the radius bone (the larger forearm bone) at the wrist joint. It is typically done to 
address conditions such as severe distal radius fractures or advanced wrist arthritis. 

Intercarpal arthroplasty Intercarpal arthroplasty is a surgical procedure that involves replacing or repairing 
the joint surfaces between the carpal bones in the wrist joint. It is performed to 
address wrist joint arthritis or instability. 

Metacarpophalangeal 
(MCP) arthroplasty  

MCP joint arthroplasty is a surgical procedure to replace or repair the joint at the 
base of the fingers where the metacarpal bones meet the proximal phalanges. It is 
often performed to address conditions such as MCP joint arthritis or joint 
deformities. 

Interphalangeal (IP) 
arthroplasty  

IP joint arthroplasty is a surgical procedure to replace or repair the joints between 
the phalanges (finger bones) in the fingers. It is typically performed to alleviate pain 
and improve function in individuals with severe IP joint arthritis or joint deformities. 

Artificial Disc 
Replacement 

Artificial disc replacement, also known as total disc replacement or total disc 
arthroplasty, is a surgical procedure performed to treat degenerative disc disease or 
other conditions that affect the intervertebral discs in the spine. During the 
procedure, the damaged or diseased disc is removed and replaced with an artificial 
disc implant. The artificial disc is designed to mimic the function of a natural disc, 
allowing for continued motion and flexibility in the spine. This procedure aims to 
alleviate pain, maintain spinal mobility, and potentially reduce the risk of adjacent 
segment degeneration compared to traditional fusion surgery. 

Spinal fusion (single-
level) 

Single-level spinal fusion is a surgical procedure that involves the fusion of two 
adjacent vertebrae in the spine. It is commonly performed to stabilize the spine, 
alleviate pain, and address various spinal conditions, such as degenerative disc 
disease, spinal instability, herniated discs, or spinal deformities. During the 
procedure, the damaged disc or vertebral segment is removed, and the two 
adjacent vertebrae are fused together using bone grafts, rods, screws, or other 
implantable devices. The fusion allows the vertebrae to grow together and form a 
solid, stable bone bridge, restricting motion at the fused level. The goal is to 
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eliminate painful motion and restore spinal stability. Single-level fusion refers to the 
fusion of two adjacent vertebrae at a single level of the spine, while multi-level 
fusion involves fusion at multiple levels. 

 
 

REGULATORY STATUS  
 

U.S. FOOD AND DRUG ADMINISTRATION (FDA) 

 

Approval or clearance by the Food and Drug Administration (FDA) does not in itself establish medical 

necessity or serve as a basis for coverage. Therefore, this section is provided for informational purposes 

only. 

 

CLINICAL EVIDENCE AND LITERATURE REVIEW  
 

EVIDENCE REVIEW 
 
A review of the ECRI, Hayes, Cochrane, and PubMed databases was conducted regarding the safety and 
efficacy of inpatient versus outpatient sites of service for surgical procedures. Below is a summary of the 
available evidence identified through April 2025. 
 
Site of Service Patient Selection Criteria 
 
Determining patient risk for adverse effects associated with outpatient surgical settings for elective 
procedures may be approached with broad patient characteristic identification, and procedure-specific 
patient stratification depending on the complexity of the surgery. By observing patients immediately 
after surgery, various algorithmic approaches have been proposed to mitigate risk. These methods have 
been studied and refined over decades. 
 
In 2007, Gawande et al., reported results of a randomized retrospective review of patient records used 
to develop a 10-point score of risk of major complication or death within 30 days of surgery.7 The 
authors evaluated patient characteristics at the end of colectomy (N = 303), and validated the risk 
algorithm in two prospective, randomly selected cohorts in colectomy (N = 102) and general or vascular 
surgery (N = 767). This scoring system utilizes a patient's estimated amount of blood loss, lowest heart 
rate, and lowest mean arterial pressure during general or vascular operations to predict risk of major 
complication or death within 30 days. While being highly predictive, these traits rely on post-procedure 
data collection.   
 
In response to the Centers for Medicare & Medicaid Services trending towards policy aimed to increase 
both patient and surgeon input for shared-decision making, Bilimoria et al. (2013) recognized the need 
for highly predictive models and evaluated 1.4 million patient records representing 1,557 unique CPT 
codes to develop a universal Surgical Risk Calculator model.8,9 Data from all subspecialties in 393 
hospitals were sourced from the American College of Surgeons National Surgical Quality Improvement 
Program (ACS NSQIP) between January 1, 2009 and June 30, 2012. The authors found the Surgical Risk 
Calculator to have excellent performance for mortality (c-statistic=0.944; Brier=0.011[where scores 
approaching zero are better]), morbidity (c-statistic=0.816, Brier=0.069), and 6 additional complications 
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(c-statistics>0.8). After comparing universal and procedure-specific models, the authors concluded that 
the scoring system was reliable between surgeons. The ACS NSQIP relies on CPT codes or procedure 
names to calculate risk score, and therefore may not be available for all desired procedures.  
 
For emergency general surgery (EGS), Havens et al., reported a narrative review in 2018, evaluating risk 
stratification tools combining knowledge from numerous scoring systems aimed to objectify the clinical 
triage process and to quantify probability of serious morbidity and mortality.10 The authors evaluated 
trauma and critical care scoring systems, splitting the surgical risk stratification tool (RSTs) into two 
general categories: physiologic scores and risk prediction models. Thirteen RST were evaluated by the 
study team, including American Society of Anesthesiologists Physical Status Grading (ASA-PS), which was 
first introduced in 1941. The authors note that a few studies have identified that the scale may 
overestimate mortality. While the ASA-PS was not an ideal RST for the emergency setting the authors 
were most interested in, compared to other tools, it may be a conservatively safe approach to patient 
stratification.  
 
Total Knee Arthroplasty 
 
The evidence evaluating the safety and efficacy of inpatient versus outpatient total knee arthroplasty 
consists primarily of nonrandomized studies, often times without prospective comparative review. 
Because the body of evidence is quite large, the focus of this summary is on recent systematic reviews 
with pooled analysis, comparing the safety and efficacy of inpatient versus outpatient total knee 
arthroplasty.  
 

• In 2021, Dey and colleagues published a systematic review with meta-analysis evaluating 
complications and readmission rates after total hip arthroplasty (THA) and total knee 
arthroplasty (TKA).11 Of the 17 studies included, there were 613,155 patients undergoing either 
THA or TKA; seven studies (331,211 patients) provided data on readmission for TKA. Pool 
analysis identified day-case surgery for TKA had decreased odds of readmission following 
surgery as compared to inpatient (odds ratio: 0.55 [0.42, 0.72]). Heterogeneity among studies 
was noted for patients undergoing TKA only (I2=81%, p<0.0001). Observed heterogeneity was 
mainly attributable to two studies. The authors identified heterogeneity and patient selection 
bias amongst the studies evaluated, and recommended a consolidated outpatient protocol for 
future investigations to standardize comparisons. 

 

• In 2020, Xu et al. reported results of a systematic review with meta-analysis comparing 
complication rates in outpatient versus inpatient total joint arthroplasty (TJA) in hips and 
knees.12 Seven studies were included and evaluated according to Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) guidelines. Four of the studies included total 
knee arthroplasty (TKA); 2 with 30 days of follow-up and 2 with 90 days of follow-up; all of the 
studies were retrospective observational design. The authors found no evidence of publication 
bias in the total complication rates as assessed by funnel plot. When considering both hip and 
knee, the authors found no significant difference in total complications between outpatient and 
inpatient TJA (RR: 0.82, 95% CI: 0.67 to 1.01, I 2 = 57%, P = 0.06). There were also no differences 
between the outpatient and inpatient TJA groups with regards to major complications, 
readmissions, deep vein thrombosis (DVT), urinary tract infection (UTI), pneumonia, and wound 
complications. Reoperation rates increased for outpatients as compared to inpatients (RR: 1.60, 
95% CI: 1.08 to 2.36, I 2 = 0%, P = 0.02). However, there was a significant reduction in 
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transfusion rate for outpatients compared to inpatients (RR: 0.61, 95% CI: 0.37 to 1.00, I 2 
= 85%, P = 0.05). For TKA subgroup analysis, the authors also found no difference in total 
complications between the outpatient and inpatient groups (RR: 0.86, 95% CI: 0.68 to 1.11, I 2 
= 10%, P = 0.25), major complications (RR: 1.11, 95% CI: 0.81 to 1.54, I 2 = 0%, P = 0.51), 
readmissions (RR: 1.03, 95% CI: 0.61 to 1.75, I 2 = 23%, P = 0.90), UTI (RR: 0.85, 95% CI: 0.36 to 
1.97, I 2 = 0%, P = 0.70) and wound complications (RR: 0.85, 95% CI: 0.39 to 1.86, I 2 = 0%, 
P = 0.68). Similar to the TJA, there was an increase in reoperation rate for outpatients as 
compared to inpatients (RR: 1.76, 95% CI: 1.07 to 2.92, I 2 = 0%, P = 0.03), and there was also a 
significant reduction in transfusion rate for outpatients compared to inpatients (RR: 0.62, 95% 
CI: 0.46 to 0.84, I 2 = 0%, P = 0.002). Overall, the authors concluded that TJA performed in the 
inpatient versus outpatient setting had comparable total complication rates, though careful pre-
operative patient selection will be required for optimal outcomes.  

 

CLINICAL PRACTICE GUIDELINES 
 
No clinical practice guidelines addressing site of service care for the above procedures were identified.  
 
American Academy of Orthopaedic Surgeons (AAOS) 
 
The AAOS Evidence-based Clinical Practice Guideline for Surgical Management of Osteoarthritis of the 
Knee is supported by the American Society of Anesthesiologists and endorsed by a multitude of other 
professional organizations.13 The purpose of the guideline is to improve surgical management of 
patients with OA of the knee, based on the best available evidence. The authors included BMI as a risk 
factor amongst recommendations rated as strong (evidence from two or more “High” quality studies 
with consistent findings for recommending for or against the intervention), stating, “Strong evidence 
supports that obese patients have less improvement in outcomes with total knee arthroplasty (TKA).” Of 
the recommendations rated as moderate (evidence from two or more “Moderate” quality studies with 
consistent findings, or evidence from a single “High” quality study for recommending for or against the 
intervention) diabetes as a risk factor was included. The AAOS found moderate evidence to support that 
patients with diabetes are at higher risk for complications with TKA.  
 
EVIDENCE SUMMARY 
 
The evidence regarding patient selection and risk stratification to predict incidence and severity of 

surgical complications is comprised of pre-surgical, post-procedure, generalized, and procedure-specific 

tools. Given this breadth in scope, the evidence has been summarized to capture the greatest 

anesthesia risk based on the American Society of Anesthesiologists and American Heart Association 

standards and guidelines, along with elements incorporated from American College of Surgeons 

National Surgical Quality Improvement Program. To properly select the most appropriate site of service 

for a surgical procedure, the Centers for Medicare & Medicaid Services (CMS) encourage patient and 

provider choice, based on shared decision making as delineated in the CMS regulation titled, Hospital 

Outpatient Prospective Payment- Notice of Final Rulemaking with Comment. Therefore, a procedure 

reviewed under this policy may be considered medically necessary and covered in the inpatient setting 

when general or procedure-specific (as applicable) criteria are met. Due to a lack of evidence and clinical 

practice guidelines based on evidence, if general site of service criteria or procedure-specific site of 
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service criteria (as applicable) are not met, the procedure will be considered not medically necessary in 

the inpatient setting.   

HEALTH EQUITY CONSIDERATIONS  

 

The Centers for Disease Control and Prevention (CDC) defines health equity as the state in which 

everyone has a fair and just opportunity to attain their highest level of health. Achieving health equity 

requires addressing health disparities and social determinants of health. A health disparity is the 

occurrence of diseases at greater levels among certain population groups more than among others. 

Health disparities are linked to social determinants of health which are non-medical factors that 

influence health outcomes such as the conditions in which people are born, grow, work, live, age, and 

the wider set of forces and systems shaping the conditions of daily life. Social determinants of health 

include unequal access to health care, lack of education, poverty, stigma, and racism. 

The U.S. Department of Health and Human Services Office of Minority Health calls out unique areas 

where health disparities are noted based on race and ethnicity. Providence Health Plan (PHP) regularly 

reviews these areas of opportunity to see if any changes can be made to our medical or pharmacy 

policies to support our members obtaining their highest level of health. Upon review, PHP creates a 

Coverage Recommendation (CORE) form detailing which groups are impacted by the disparity, the 

research surrounding the disparity, and recommendations from professional organizations. PHP Health 

Equity COREs are updated regularly and can be found online here. 

 

BILLING GUIDELINES AND CODING  
 

Certain CPT codes require prior authorization when billed with facility code 21 (inpatient hospital). See 

coding table below. Billing with other facility codes will not require pre-authorization.  

CODES* 

Prior Authorization Required 
Spinal Fusion (Single Level) Codes 

CPT 22532 Arthrodesis, lateral extracavitary technique, including minimal discectomy to 
prepare interspace (other than for decompression); thoracic 

 22533 Arthrodesis, lateral extracavitary technique, including minimal discectomy to 
prepare interspace (other than for decompression); lumbar 

 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 

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

 22556 Arthrodesis, anterior interbody technique, including minimal discectomy to 
prepare interspace (other than for decompression); thoracic 

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

https://www.providencehealthplan.com/providers/medical-policy-rx-pharmacy-and-provider-information#F2EC0C85DA05415CA69CDF36BB7006A9
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 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 

 22610 Arthrodesis, posterior or posterolateral technique, single interspace; thoracic 
(with lateral transverse technique, when performed 

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

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

 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 

Artificial Disc Replacement Codes 
 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 

 22857 Total disc arthroplasty (artificial disc), anterior approach, including discectomy to 
prepare interspace (other than for decompression), single interspace, lumbar 

 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 

 22862 Revision including replacement of total disc arthroplasty (artificial disc), anterior 
approach, single interspace; lumbar 

Shoulder Arthroplasty Codes 

 23470 Arthroplasty, glenohumeral joint; hemiarthroplasty 

 23472 Arthroplasty, glenohumeral joint; total shoulder (glenoid and proximal humeral 
replacement (eg, total shoulder)) 

Hip Arthroplasty Codes 
 27130 Arthroplasty, acetabular and proximal femoral prosthetic replacement (total hip 

arthroplasty), with or without autograft or allograft 
Knee Arthroplasty Codes 

  
27445 

TERMED 1/1/2026 
Arthroplasty, knee, hinge prosthesis (eg, Walldius type)  

 27446 Arthroplasty, knee, condyle and plateau; medial OR lateral compartment 

 27447 Arthroplasty, knee, condyle and plateau; medial AND lateral compartments with 
or without patella resurfacing (total knee arthroplasty) 

Prior Authorization Required when Billed with Facility Code 21 
Temporomandibular Joint Arthroplasty Codes 

 21243 Arthroplasty, temporomandibular joint, with prosthetic joint replacement 

Elbow, Wrist, and Hand Arthroplasty Codes 
 1003T Arthroplasty, first carpometacarpal joint, with distal trapezial and proximal first 

metacarpal prosthetic replacement (eg, first carpometacarpal total joint) 
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 24360 Arthroplasty, elbow; with membrane (eg, fascial) 

 24366 Arthroplasty, radial head; with implant 
 25332 Arthroplasty, wrist, with or without interposition, with or without external or 

internal fixation 
 25442 Arthroplasty with prosthetic replacement; distal ulna 

 25446 Arthroplasty with prosthetic replacement; distal radius and partial or entire 
carpus (total wrist) 

 25447 Arthroplasty, intercarpal or carpometacarpal joints; interposition (eg, tendon) 

 25448 Arthroplasty, intercarpal or carpometacarpal joints; suspension, including 
transfer or transplant of tendon, with interposition, when performed 

 26531 Arthroplasty, metacarpophalangeal joint; with prosthetic implant, each joint 
 26535 Arthroplasty, interphalangeal joint; each joint 

 26536 Arthroplasty, interphalangeal joint; with prosthetic implant, each joint 

Ankle Arthroplasty Codes 
 27702 Arthroplasty, ankle; with implant (total ankle) 

 
*Coding Notes:  

• The above code list is provided as a courtesy and may not be all-inclusive. Inclusion or omission of a code from this 
policy neither implies nor guarantees reimbursement or coverage. Some codes may not require routine review for 
medical necessity, but they are subject to provider contracts, as well as member benefits, eligibility and potential 
utilization audit. 

• All unlisted codes are reviewed for medical necessity, correct coding, and pricing at the claim level. If an unlisted code 
is submitted for non-covered services addressed in this policy then it will be denied as not covered. If an unlisted 
code is submitted for potentially covered services addressed in this policy, to avoid post-service denial, prior 
authorization is recommended. 

• See the non-covered and prior authorization lists on the Company Medical Policy, Reimbursement Policy, 
Pharmacy Policy and Provider Information website for additional information. 

• HCPCS/CPT code(s) may be subject to National Correct Coding Initiative (NCCI) procedure-to-procedure (PTP) 
bundling edits and daily maximum edits known as “medically unlikely edits” (MUEs) published by the Centers for 
Medicare and Medicaid Services (CMS). This policy does not take precedence over NCCI edits or MUEs. Please refer to 
the CMS website for coding guidelines and applicable code combinations. 
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