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APPLICATION

This Medical Policy only applies to the state of Louisiana.

COVERAGE RATIONALE

Elbow replacement surgery is proven and medically necessary in certain circumstances. For medical
necessity clinical coverage criteria, refer to the InterQual® 2020, Apr. 2020 Release, CP: Procedures: Joint
Replacement, Elbow.

see MGGTM ear_-e G ”de iﬂes E24t—h editieﬁ 2929] E be\” AFthFGB askty S 429 (ISG)
cliek-hereto-view-the MECG™ Care-Guidelines: Click here to view the InterQual® criteria.

APPLICABLE CODES

The following list(s) of procedure and/or diagnosis codes is provided for reference purposes only and may not be all
inclusive. Listing of a code in this policy does not imply that the service described by the code is a covered or non-
covered health service. Benefit coverage for health services is determined by federal, state or contractual
requirements and applicable laws that may require coverage for a specific service. The inclusion of a code does not
imply any right to reimbursement or guarantee claim payment. Other Policies and Coverage Determination Guidelines
may apply.

CPT Code
24360 Arthroplasty, elbow; with membrane (e.g., fascial)
24361 Arthroplasty, elbow; with distal humeral prosthetic replacement
24362 Arthroplasty, elbow; with implant and fascia lata ligament reconstruction
Arthroplasty, elbow; with distal humerus and proximal ulnar prosthetic replacement
24363
(e.g., total elbow)
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https://trustbroker.optum.com/alps-sso-bridge/web/dosso/sm/direct?_source=oid&_destination=interqual&_destinationUrl=
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-medical-drug/elbow-replacement-surgery-arthroplasty.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-coverage-sum/joints-joint-procedures.pdf
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CPT Code
24370 Revision of total elbow arthroplasty, including allograft when performed; humeral or

ulnar component

Revision of total elbow arthroplasty, including allograft when performed; humeral and

24577 ulnar component

CPT® js a registered trademark of the American Medical Association

U.S. FOOD AND DRUG ADMINISTRATION (FDA
This section is to be used for informational purposes only. FDA approval alone is not a basis for coverage.

Elbow replacement surgery is a procedure and therefore not regulated by the FDA. However, devices and instruments
used during the surgery may require FDA approval. See the following website for additional information (product
codes JDC and KWI): http://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfPMN/pmn.cfm.

(Accessed January 10, 2020)

FDA-approved total or partial elbow replacement surgery devices are generally approved for the same indications,
including any or all of the following:

Non-inflammatory degenerative joint disease, such as osteoarthritis

Rheumatoid arthritis

Post-traumatic arthritis, tumor or bone loss causing elbow instability

Complex fracture(s) of elbow components

Ankylosis

Revision of failed elbow replacement surgery

Correction of functional deformity

CENTERS FOR MEDICARE AND MEDICAID SERVICES (CMS

Medicare does not have a National Coverage Determination (NCD) for elbow replacement surgery (arthroplasty). Local
Coverage Determinations (LCDs) do not exist at this time. (Accessed January 13, 2020)

POLICY HISTORY/REVISION INFORMATION
Action/Description

Coverage Rationale
o Changed medical necessity clinical coverage criteria from “MCG™ Care
Guidelines, 24" edition, 2020” to "InterQual® 2020”; refer to the
Xx/01/2021 InterQual® 2020, Apr. 2020 Release, CP: Procedures, Joint Replacement,
Elbow for applicable criteria
Supporting Information
e Archived previous policy version CS033LA.]

INSTRUCTIONS FOR USE

This Medical Policy provides assistance in interpreting UnitedHealthcare standard benefit plans. When deciding
coverage, the federal, state or contractual requirements for benefit plan coverage must be referenced as the terms of
the federal, state or contractual requirements for benefit plan coverage may differ from the standard benefit plan. In
the event of a conflict, the federal, state or contractual requirements for benefit plan coverage govern. Before using
this policy, please check the federal, state or contractual requirements for benefit plan coverage. UnitedHealthcare
reserves the right to modify its Policies and Guidelines as necessary. This Medical Policy is provided for informational
purposes. It does not constitute medical advice.

UnitedHealthcare may also use tools developed by third parties, such as the InterQual® criteriaMcG™ Care
Guidelines, to assist us in administering health benefits. The UnitedHealthcare Medical Policies are intended to be used
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in connection with the independent professional medical judgment of a qualified health care provider and do not
constitute the practice of medicine or medical advice.
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