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Bundled Episode Payment and Gainsharing Demonstration* 
Total Knee Replacement Definition 

 

Component Clinical/Payment 

 Summary 
Description 

 
Episode includes all covered services provided to a “qualified” patient during the 90-day episode period for: 

 Total knee replacement for patient with degenerative osteoarthritis (index procedure) 

 Revision procedure performed during the episode period because of complications associated with the 
original procedure or for mechanical failure  

 Patient complications arising during the stay for index procedure 

 Treatment of any complications that arise related to the index or revision procedure (regardless of 
treatment setting) 

 Readmission of the patient during the 90-day episode period for one of the MS-DRGs defined in 
Attachment A, Section IV. 
 

 
Episode Period 
 

 
0 to 90 days; Episode begins on date of admission for primary procedure and ends 90 days after the surgery date. 

 
Dx, DRG and 
Procedure 
Codes  
 

See Attachment A 

Standard 
Services 

 
Services expected within the episode period (may not be separately billed), include: 

 IP Charges—everything that would be included by Medicare in DRG for facility (including prosthesis, 
testing, IP Rx)  

 IP Professional: Anesthesiologists, Radiologists, Hospitalists, Other consultants (e.g., cardiologist) 

 Surgeon/Asst Surgeon charges 

 X-rays and imaging  

 Services in optional outpatient rehab package, below, if negotiated 
 
Services which, if they occur within the episode period, may not be separately billed: 

 All services associated with readmissions as defined in Attachment A, section IV.  

 Facility charges for treatment of complications during episode period 

 Radiology charges for treatment of complications during episode period 

 Professional fees for treatment of complications during episode period (e.g., emergency medicine, 
internist, surgeon, anesthesiologist, cardiologist) 

 Facility charges, professional fees and ancillary charges while patient is located in an inpatient 
rehabilitation setting 

 
Services excluded from Standard Definition, may be separately billed: 

 Skilled nursing facilities 

 Physical Therapy (in home, or at hospital outpatient facility, except as included in Optional OP Rehab 
package) 

 Home Health Care /Nursing charges, except as included in Optional OP Rehab package 

 DME 

 OP Rx 

 



  Total Knee Replacement Definition 
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Outpatient Rehab  
 

 
Optional outpatient rehabilitation package. Hospitals and health plans may optionally negotiate to include 
these services (make them not separately billable) during the 21 days following the date of surgery for the 
index procedure.  

 Initial evaluation by Physical Therapist, with recommendation for number of visits (2-3X/week is 
common, but varies from 1-3X per week). 

 Physical therapy visits, as recommended. 

 Evaluation by Home Health Aide or Occupational Therapist of physical environment of patient and 
need for equipment, e.g. braces, grabbers etc.  Note: this usually starts with one visit in hospital, but 
home evaluation is also common. 

 Blood draws for INR for patients receiving anti-coagulants (e.g., warfarin) at frequency of 2X/week for 
3 weeks. Done by Home Health Agency. (Note: About 50% of patients require). 
 

Patient 
Qualification 

 
For inclusion in the pilot, patient must be: 

 Covered (as primary plan) by a participating employer and health plan on date of surgery 

 Undergoing surgery provided by an orthopedic surgeon contracting to provide services under the pilot 
for the specific health plan 

 Being admitted to a hospital contracting to provide services under the pilot for the specific health plan 

 Over age 18 and under age 65  

 Presenting for index procedure with an ASA rating of <3 (APR-DRG SOI level of 1 or 2) 
 
Patients are excluded from the pilot when: 

 Transferred at any time during initial hospital stay 

 Primary coverage with participating employer and health plan ends at any time during the episode 

 Clinical history demonstrates clinical condition of:  
o Active Cancer  
o HIV/AIDS  
o ESRD 

 BMI is 40 or greater 
 

Outliers 

 
No clinical definition (that is, all patients are inliers). Definition does not preclude negotiation of separate stop-
loss contractual arrangements. 
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Attachment A: 
Codes: Total Knee Replacement 

 

I. Index Procedure 

 
Index Procedure Code:  
This procedure must exist to trigger the 
episode. 
 
CPT:  
 27447—Arthroplasty, knee condyle and 

plateau, medical and lateral 
compartments 

 
ICD-9 Px:  
 81.54—Total Knee replacement 

 
DRG:  
Episode must map to one of these 
DRGs. 
 
MS DRG 470 
Major Joint Replacement or 
Reattachment of Lower Extremity 
without MCC 
 
AND 
APR DRG SOI of 1 or 2 

 
Diagnosis Exclusions: 
Diagnosis (any position) must NOT equal one 
of the following: 
714.0x—Rheumatoid Arthritis 
736.89—Other acquired deformities, lower 
limb 
170.7—Malignant neoplasm of long bones of 
lower limb 
171.3—Malignant neoplasm of soft tissue, 
lower limb, hip 
198.5—Secondary malignant neoplasm of 
bone, marrow 
822, 823, 827, 828. 836, 891—Fractures, 
dislocations and open wounds 
928—Crushing injury 

II. Revision Procedure—Include only if performed within 90 days of primary procedure 

 
Procedure Code 
These procedure codes constitute a covered 
revision if performed within 90-days of index 
procedure 
 

CPT:  

 27486—Revision joint total knee 
arthroplasty with or without 
allograft 1 component 

 27487—Revision joint total knee 
arthoplasty fem and entire tibl 
component 
 

ICD-9 Px: 
 00.80—Revision of knee repl, total (all 

components) 
 00.81—Revision of knee repl, tibial 

component 
 00.82—Revision of knee repl, femoral 

component 00.83—Revision of knee 
replacement, patellar component 

 00.84—Revision of knee replacement, 
tibial insert (linear) 

 81.55—Revision of knee replacement, 
NOS 

 
 
 

 

 
DRG: 
Admission must map to one of 
these DRGs. 
 
MS DRGs 
466—Revision of hip or knee 
replacement with MCC 
467—Revision of hip or knee 
replacement with CC 
468—Revision of hip or knee 
replacement without CC/MCC  
 
APR SOI limitation does not apply 
if patient was included in the pilot 
for the index procedure.  

 
Included Diagnoses: 
 All 



Delivery Case Rate Definition 
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III. Treatment of complications of index or revision procedure, during episode period regardless of treatment setting 
 

 

Services provided to treat complications that begin during the episode period may not be separately billed during the episode 
period.  Examples of complications include patients with wound issues, cellulitis, Service examples include: joint injection, pain 
management, X-Ray or MRI, incision and drainage of knee joint, knee manipulation under anesthesia, removal of knee prosthesis, 
knee arthroscopy. 
 

 

IV. Readmissions that begin within 90 days of index procedure  
 

 

Readmissions that occur at an acute facility other than the one in which the index procedure was performed are excluded from the 
definition (may be separately billed). 
  

Readmissions at the same facility that occur during the episode period may not be separately billed if the readmission maps to one 
of the DRGs listed below.  

 

 175, 176—Pumonary embolism   

 294, 295—Deep vein thrombophlebitis  

 463, 464, 465—Wnd debrid & skn grft, exc hand, for musculo-conn tiss dis  

 466, 467, 468—Revision of hip or knee replacement  

 485, 486, 487, 488, 489—Knee Procedures with and without pdx of Infection  

 539, 540, 541—Osteomyelitis   

 553, 554—Bone diseases & arthropathies   

 555, 556—Signs & symptoms of musculoskeletal system & conn tissue   

 559, 560, 561—Aftercare, musculoskeletal system & connective tissue   

 564, 565, 566—Other musculoskeletal sys & connective tissues diagnoses  

 602, 603—Cellulitis   

 856, 857, 858, 862, 863—Post-operative or post-traumatic infections   

 870, 871, 872—Septicemia or severe sepsis   

 901, 902, 903—Wound debridements for injuries   

 919, 920, 921—Complications of treatment   

 939, 940, 941—O.R. procedure with diagnosis of other contact w health services   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
* This project was supported by grant number R18HS020098 from the Agency for Healthcare Research and Quality. The content is solely the 
responsibility of the authors and does not necessarily represent the official views of the Agency for Healthcare Research and Quality. 
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Bundled Episode Payment and Gainsharing Demonstration* 
Total Hip Replacement Definition 

 

Component Clinical/Payment 

Summary 
Description 

 
Episode includes all covered services provided to a “qualified” patient during the 90-day episode period for: 

 An index procedure of total or partial hip replacement for patients with degenerative osteoarthritis  

 Revision procedure performed during the episode period because of complications associated with the 
original procedure or for mechanical failure  

 Patient complications arising during the stay for index procedure 

 Treatment of any complications that arise related to the index or revision procedure (regardless of 
treatment setting) 

 Readmission of the patient during the 90-day episode period for one of the MS-DRGs defined in 
Attachment A, section IV. 
 

Episode Period 
 
0 to 90 days; Episode begins on date of admission for primary procedure and ends 90 days after the surgery date. 
 

 
Dx, DRG and 
Procedure 
Codes 
 

 

 See Attachment A 

Standard 
Services 

 
Services expected within the episode period (may not be separately billed), include: 

 IP Charges—everything that would be included by Medicare in DRG for facility (including prosthesis, 
testing, IP Rx)  

 IP Professional: Anesthesiologists, Radiologists, Hospitalists, Other consultants (e.g., cardiologist) 

 Surgeon/Asst Surgeon charges 

 X-rays and imaging  

 Services in optional outpatient rehab package, below, if negotiated 
 
Services which, if they occur within the episode period, may not be separately billed: 

 All services associated with readmissions as defined in Attachment A, section IV.  

 Facility charges for treatment of complications during episode period 

 Radiology charges for treatment of complications during episode period 

 Professional fees for treatment of complications during episode period (e.g., emergency medicine, 
internist, surgeon, anesthesiologist, cardiologist) 

 Facility charges, professional fees and ancillary charges while patient is located in an inpatient 
rehabilitation setting 

 
Services excluded from Standard Definition, may be separately billed: 

 Skilled nursing facilities 

 Physical Therapy (in home, or at hospital outpatient facility, except as included in Optional OP Rehab 
package) 

 Home Health Care /Nursing charges, except as included in Optional OP Rehab package 

 DME 

 OP Rx 
 

 



Delivery Case Rate Definition 
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Outpatient Rehab 
 

 
Optional outpatient rehabilitation package. Hospitals and health plans may optionally negotiate to include 
these services (make them not separately billable) during the 21 days following the date of surgery for the 
index procedure.  

 Initial evaluation by Physical Therapist  

 Evaluation by Home Health Aide or Occupational Therapist of physical environment of patient and 
need for equipment, e.g. braces, grabbers etc.  Note: this usually starts with one visit in hospital, but 
home evaluation is also common. 

 Blood draws for INR for patients receiving anti-coagulants (e.g., warfarin) at frequency of 2X/week for 
3 weeks. Done by Home Health Agency. (Note: About 50% of patients require). 
 

 
Patient 
Qualification 

 
For inclusion in the pilot, patient must be: 

 Covered (as primary plan) by a participating employer and health plan on date of surgery 

 Undergoing surgery provided by an orthopedic surgeon contracting to provide services under the pilot 
for the specific health plan 

 Being admitted to a hospital contracting to provide services under the pilot for the specific health plan 

 Over age 18 and under age 65  

 Presenting for index procedure with an ASA rating of <3 (APR-DRG SOI level of 1 or 2) 
 
Patients are excluded from the pilot when: 

 Transferred at any time during initial hospital stay 

 Primary coverage with participating employer and health plan ends at any time during the episode 

 Clinical history demonstrates clinical condition of:  
o Active Cancer  
o HIV/AIDS  
o ESRD  

 BMI is 40 or greater 
 

 
Outliers 
 

 
No clinical definition (that is, all patients are inliers). Definition does not preclude negotiation of separate stop-
loss contractual arrangements. 
 

 



Delivery Case Rate Definition 
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Attachment A: 
Codes: Total Hip Replacement 

 
 

I. Index Procedure 

 
Index Procedure Code:  
This procedure must exist to trigger the episode. 
 
CPT:  
 27130—Arthroplasty, acetabular and proximal 

femoral prosthetic replacement (total hip 
arthroplasty), with or without autograft or 
allograft, or 

 27125—Hemiarthroplasty, hip, partial (e.g. 
femoral stem prosthesis, bipolar arthroplasty) 
(when performed for reasons other than 
fracture) 

 
ICD-9 Px:  
 81.51—Total hip replacement 
 81.52—Partial hip replacement (when 

performed for reasons other than fracture) 
 00.85—Resurfacing hip, total, acetabulum and 

femoral head 
 00.86—Resurfacing hip, partial, femoral head 

 

 
DRG:  
Episode must map to one of these 
DRGs. 
 
MS DRG 470 
Major Joint Replacement or 
Reattachment of Lower Extremity 
without MCC 
 
AND 
APR DRG SOI of 1 or 2 
 

 
Diagnosis Exclusions: 
Diagnosis (any position) must NOT equal one of the 
following: 
714.0x—Rheumatoid Arthritis 
736.89—Other acquired deformities, lower limb 
170.7—Malignant neoplasm of long bones of lower 
limb 
171.3—Malignant neoplasm of soft tissue, lower 
limb, hip 
198.5—Secondary malignant neoplasm of bone, 
marrow 
822, 823, 827, 828. 836, 891—Fractures, 
dislocations and open wounds 
928—Crushing injury 
 
 

II. Revision Procedure—Include only if performed within 90 days of primary procedure 

 
Procedure Code 
These procedure codes constitute a covered 
revision if performed within 90-days of index 
procedure 
CPT:  

 27134—Revision of total hip 
arthroplasty; both components, with or 
without autgraft or allograft 

 27137—Revision total hip arthroplasty, 
acetabular component only, with or 
without autgraft of allograft 

 27138—Revision total hip arthroplasty, 
femoral component only, with or 
without autgraft or allograft 

ICD-9 Px: 
 00.70—Revision of hip repl, both acetabular 

and femoral components) 
 00.71—Revision of hip repl, acetabular 

component 
 00.72—Revision of hip repl, femoral 

component 00.73—Revision of hip 
replacement, acetabular liner and/or femoral 
head only 

 00.87—Resurfacing hip, partial, acetabulum 

 
 

 
DRG: 
Admission must map to one of these 
DRGs. 
 
MS DRGs 
466—Revision of hip or knee 
replacement with MCC 
467—Revision of hip or knee 
replacement with CC 
468—Revision of hip or knee 
replacement without CC/MCC  
 
APR SOI limitation does not apply if 
patient was included in the pilot for 
the index procedure.  
 
 
 
 
 
 
 
 
 
 
 
 

 
Included Diagnoses: 

 All 



Delivery Case Rate Definition 
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III. Treatment of complications of index or revision procedure, during episode period regardless of treatment setting 

 
Services provided to treat complications that begin during the episode period may not be separately billed during the episode 
period.  Examples of complications include patients with wound issues, cellulitis, Service examples include: joint injection, pain 
management, X-Ray or MRI, dislocation, incision and drainage of hip joint, removal of hip prosthesis. 
 

IV. Readmissions that begin within 90 days of index procedure  

 
Readmissions that occur at an acute facility other than the one in which the index procedure was performed are excluded from the 
definition (may be separately billed). 
  
Readmissions at the same facility that begin during the episode period may not be separately billed if the readmission maps to one 
of the DRGs listed below.  

 

 175, 176—Pumonary embolism   

 294, 295—Deep vein thrombophlebitis  

 463, 464, 465—Wnd debrid & skn grft, exc hand, for musculo-conn tiss dis  

 466, 467, 468—Revision of hip or knee replacement  

 480, 481, 482—Hip & Femur procedures except major joint 

 533, 534—Fractures of Femur 

 535, 536—Fractures hip and pelvis 

 537,538—Sprains, strains, dislocation hip , pelvis, thigh 

 539, 540, 541—Osteomyelitis   

 553, 554—Bone diseases & arthropathies   

 555, 556—Signs & symptoms of musculoskeletal system & conn tissue   

 559, 560, 561—Aftercare, musculoskeletal system & connective tissue   

 564, 565, 566—Other musculoskeletal sys & connective tissues diagnoses  

 602, 603—Cellulitis   

 856, 857, 858, 862, 863—Post-operative or post-traumatic infections   

 870, 871, 872—Septicemia or severe sepsis   

 901, 902, 903—Wound debridements for injuries   

 919, 920, 921—Complications of treatment   

 939, 940, 941—O.R. procedure with diagnosis of other contact w health services   
 

 
 
 
 
 
 
 
 
 
 
 
 
 

This project was supported by grant number R18HS020098 from the Agency for Healthcare Research and Quality. The content is 
solely the responsibility of the authors and does not necessarily represent the official views of the Agency for Healthcare Research 
and Quality. 
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Bundled Episode Payment and Gainsharing Demonstration* 
Unicompartmental Knee Arthroplasty (Outpatient) Definition 

 

Component Clinical/Payment 

Summary 
Description 

 
Episode includes all covered services provided to a “qualified” patient during the 90-day episode period for: 

 Professional and facility charges for a unicompartmental knee arthroplasty for patient with 
degenerative osteoarthritis (index procedure) for the index procedure and for observation stay of any 
length.  

 Professional and facility charges for repeat procedure during the episode period. 

 Routine follow-up care during the episode period 

 Professional and facility charges for outpatient treatment of patient complications related to the index 
procedure.  

 Negative financial adjustment for Emergency Department visits or admission of the patient to the 
hospital during the 90-day episode period for one of the MS-DRGs defined in Attachment A. 

 Negative financial adjustment for total knee replacement performed within 180 days of procedure. 
 

Episode Period 
 
0 to 90 days; Episode begins on date of surgery for primary procedure and ends 90 days after the surgery date. 
 

Dx, DRG and 
Procedure Codes 

 

 See Attachment A 

Standard 
Services 

 

Services expected within the episode period (may not be separately billed), include: 

 Facility Charges—all services rendered on the same day as the index procedure, or during the 
observation stay. 

 All physician charges for the index procedure (anesthesiologists, radiologists, hospitalists) and for 
treatment related to the index procedure.   

 Surgeon/Asst Surgeon charges 

 X-rays and imaging  

 Services in optional outpatient rehab package, below, if negotiated 
 

Services which, if they occur within the episode period, may not be separately billed: 

 Facility charges for treatment of complications that arise during the index procedure or the initial 
observation stay. Radiology charges for treatment of complications during episode period 

 Professional fees for treatment of complications during episode period (e.g., emergency medicine, 
internist, surgeon, anesthesiologist, cardiologist) 

 Facility charges, professional fees and ancillary charges while patient is located in an inpatient 
rehabilitation setting 

 

Services excluded from Standard Definition, may be separately billed: 

 Skilled nursing facilities 

 Physical Therapy (in home, or at hospital outpatient facility, except as included in Optional OP Rehab 
package) 

 Home Health Care /Nursing charges, except as included in Optional OP Rehab package 

 DME 

 OP Rx 
 

Services excluded from Standard Definition which, if separately billed, will result in negative financial 
adjustment: 

 Facility charges for admission to an inpatient facility for immediate complications of the index 
procedure 

 Facility charges for related admission or readmission to an inpatient facility (Attachment A) 
Emergency department charges for treatment of complications during episode period 

 



Delivery Case Rate Definition 
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Component Clinical/Payment 

 
Patient 
Qualification 

 
For inclusion in the pilot, patient must be: 

 Covered by participating health plan on date of surgery 

 Over age 18 and under age 65  
 
Patients are excluded from the pilot when: 
Patients are excluded from the pilot if one of the following diagnoses appears on the claim for the index 
procedure:: 

 Active Cancer  

Description ICD-9-CM Diagnosis 

Cancer 140-209, 230-239 

 

 HIV/AIDS  

Description ICD-9-CM Diagnosis 

HIV 042 

 

 ESRD 

Description 
ICD-9-CM 
Diagnosis 

ESRD 
(including 
renal 
dialysis) 

585.5, 
585.6, 
V42.0, 
V45.1, 
V56 

 

 BMI is 40 or greater  

Description ICD-9-CM Diagnosis 

BMI >= 40 V85.4 
 

 
Outliers 
 

 
No clinical definition (that is, all patients are inliers). Definition does not preclude negotiation of separate 
stop-loss contractual arrangements. 
 

Inpatient 
Complications 

 
Negative financial adjustment if complications result in an ED visit or inpatient stay within the episode period. 
See Attachment B. 
 

Outpatient 
Treatment and 
Complications 

 
All services provided by the surgeon to treat outpatient complications that begin during the episode period are 
included in the episode (may not be separately billed). Services provided by others are included or excluded 
based on a combination of procedure and diagnosis code. See Attachment C. 
 

Outpatient 
Rehab  
 

 
Optional outpatient rehabilitation package. Facilities and health plans may optionally negotiate to include these 
services (make them not separately billable) during the 21 days following the date of surgery for the index 
procedure.  

 Initial evaluation by Physical Therapist, with recommendation for number of visits (2-3X/week is 
common, but varies from 1-3X per week). 

 Physical therapy visits, as recommended. 

 Evaluation by Home Health Aide or Occupational Therapist of physical environment of patient and need 
for equipment, e.g. braces, grabbers etc.  Note: this usually starts with one visit in hospital, but home 



Delivery Case Rate Definition 
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Component Clinical/Payment 

evaluation is also common. 

 Blood draws for INR for patients receiving anti-coagulants (e.g., warfarin) at frequency of 2X/week for 3 
weeks. Done by Home Health Agency. (Note: About 50% of patients require). 

 



Delivery Case Rate Definition 
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Attachment A: 
Codes: Unicompartmental Knee Replacement Procedure 

 

I. Index Procedure 

 

Index Procedure Code:  
This procedure must exist to trigger 
the episode. 
 
CPT:  
 27446—Arthroplasty, knee 

condyle and plateau, medial or 
lateral compartments 

 27438—Arthroplasty, patella, 
with prothesis 

 
ICD-9 Px:  

81.54—Partial, Total Knee 
replacement 

 

Diagnosis Inclusions:  
Diagnosis (any position) for the anchor procedure 
must equal one of the following: 
 

715.16 
PRIMARY LOCALIZED 
OSTEOARTHROSIS LOWER LEG 

715.26 
SECONDARY LOCALIZED 
OSTEOARTHROSIS LOWER LEG 

715.36 
LOC OSTEOARTHROS NOT SPEC 
PRIM/SEC LOWER LEG 

715.96 
OSTEOARTHROSIS UNSPEC WHETHER 
GEN/LOC LOWER LEG 

716.16 
TRAUMATIC ARTHROPATHY, LOWER 
LEG 

732.7 OSTEOCHONDRITIS DISSECANS 

733.43 
OSTEONECROSIS, MEDIAL FEMORAL 
CONDYLE 

 

 

Diagnosis Exclusions: 
Diagnosis (any position) must NOT 
equal one of the following: 
714.0x—Rheumatoid Arthritis 
736.89—Other acquired 
deformities, lower limb 
170.7—Malignant neoplasm of long 
bones of lower limb 
171.3—Malignant neoplasm of soft 
tissue, lower limb, hip 
198.5—Secondary malignant 
neoplasm of bone, marrow 
822, 823, 827, 828. 836, 891—
Fractures, dislocations and open 
wounds 
928—Crushing injury 
 
 
 

II. Revision Procedure—Include only if performed within 90 days of primary procedure 

 
Procedure Code 
These procedure codes constitute a 
covered revision if performed 
within 90-days of index procedure 
CPT:  

 27447—Arthroplasty, knee 
condyle and plateau, 
medial and lateral 
components 

 27486— Revision of total 
knee arthroplasty; one 
component 

ICD-9 Px: 
 00.81—Revision of knee repl, 

tibial component 
 00.82—Revision of knee repl, 

femoral component 00.83—
Revision of knee replacement, 
patellar component 

 00.84—Revision of knee 
replacement, tibial insert 
(linear) 

 81.55—Revision of knee 
replacement, NOS 

 

Diagnosis Inclusions:  
Diagnosis (any position) for the anchor procedure 
must equal one of the following: 
 
[same as above] 
 

 
Diagnosis Exclusions: 
Diagnosis (any position) must NOT 
equal one of the following: 
 
[same as above] 

 

 
 



Delivery Case Rate Definition 
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Attachment B: 
Complications that result in a negative financial adjustment 

 
Regardless of the facility where the patient is admitted or treated, any one of the following circumstances will result in a negative 
financial adjustment.  

 
A. An acute admission. An acute admission is an admission immediately following the index procedure and following an observation 
stay of up to 23 hour and 59 minutes.  

 

 An admission or readmission that begins between the 1st and 90th day following the index procedure that maps to 
one of the DRGs listed below: 

 175, 176—Pumonary embolism   

 294, 295—Deep vein thrombophlebitis  

 463, 464, 465—Wnd debrid & skn grft, exc hand, for musculo-conn tiss dis  

 466, 467, 468—Revision of hip or knee replacement  

 485, 486, 487, 488, 489—Knee Procedures with and without pdx of Infection  

 539, 540, 541—Osteomyelitis   

 553, 554—Bone diseases & arthropathies   

 555, 556—Signs & symptoms of musculoskeletal system & conn tissue   

 559, 560, 561—Aftercare, musculoskeletal system & connective tissue   

 564, 565, 566—Other musculoskeletal sys & connective tissues diagnoses  

 602, 603—Cellulitis   

 856, 857, 858, 862, 863—Post-operative or post-traumatic infections   

 870, 871, 872—Septicemia or severe sepsis   

 901, 902, 903—Wound debridements for injuries   

 919, 920, 921—Complications of treatment   

 939, 940, 941—O.R. procedure with diagnosis of other contact w health services   
 
B. The following combination of diagnosis and procedure codes on a physician bill also indicates that a negative financial    
adjustment should apply: 

 

ICD-9 Dx Code Diagnosis Code Description ETG Description 

711.06 PYOGENIC ARTHRITIS, LOWER LEG Infection of bone & joint - knee & lower leg 

718.56 ANKYLOSIS OF LOWER LEG JOINT Joint degeneration, localized - knee & lower leg 

719.16 HEMARTHROSIS, LOWER LEG Minor orthopedic trauma - knee & lower leg 

719.56 STIFFNESS OF JOINT NEC LOWER LEG Orthopedic signs & symptoms - knee & lower leg 

822    FRACTURE OF PATELLA* Closed fracture or dislocation of lower extremity - knee & lower leg 

822.0  CLOSED FRACTURE OF PATELLA Closed fracture or dislocation of lower extremity - knee & lower leg 

823.0  
CLOSED FRACTURE OF UPPER END OF TIBIA AND 
FIBULA* 

Closed fracture or dislocation of lower extremity - knee & lower leg 

823.00 CLOSED FRACTURE OF UPPER END OF TIBIA Closed fracture or dislocation of lower extremity - knee & lower leg 

823.01 CLOSED FRACTURE OF UPPER END OF FIBULA Closed fracture or dislocation of lower extremity - knee & lower leg 

823.02 
CLOSED FRACTURE OF UPPER END OF FIBULA 
W/TIBIA 

Closed fracture or dislocation of lower extremity - knee & lower leg 

836    DISLOCATION OF KNEE* Closed fracture or dislocation of lower extremity - knee & lower leg 

836.3  CLOSED DISLOCATION OF PATELLA Closed fracture or dislocation of lower extremity - knee & lower leg 

836.4  OPEN DISLOCATION OF PATELLA Open fracture or dislocation of lower extremity - knee & lower leg 

 
 
*This project was supported by grant number R18HS020098 from the Agency for Healthcare Research and Quality. The content is 
solely the responsibility of the authors and does not necessarily represent the official views of the Agency for Healthcare Research 
and Quality. 
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Bundled Episode Payment and Gainsharing Demonstration* 
Knee Arthroscopy with Meniscectomy Definition 

 

Component Clinical/Payment 

Summary 
Description 

 
Episode includes all covered services provided to a “qualified” patient during the 60-day episode period for: 

 Professional and facility charges for a knee meniscectomy (index procedure) and for observation stay. 

 Professional and facility charges for repeat procedure during the episode period. 

 Routine follow-up care during the episode period 

 Professional and facility charges for outpatient treatment of patient complications arising during the 
index procedure 

 Negative financial adjustment for Emergency Department visits or admission of the patient to the 
hospital during the 60-day episode period for one of the MS-DRGs defined. See Attachment A.  

 Negative financial adjustment for total knee replacement performed within 180 days of procedure  
 

Episode Period 0 to 60; Episode begins on date for primary procedure and ends 60 days after the procedure date. 

Dx, DRG and 
procedure codes 
for standard 
episode  

 
See Attachment A 

Services 

 
Services expected within the episode period (may not be separately billed), include: 

 Facility Charges—all services rendered on the same day as the index procedure and for observation 
stay. 

 All physician charges for the index procedure (anesthesiologists, radiologists, hospitalists) and for 
treatment related to the index procedure.   

 Surgeon/Asst Surgeon charges 

 X-rays and imaging  

 Services in optional outpatient rehab package, below, if negotiated 
 
Services which, if they occur within the episode period, may not be separately billed: 

 Professional fees for treatment of complications during episode period (e.g. internist, surgeon, 
anesthesiologist, cardiologist) 

 Outpatient facility charges for treatment of complications during episode period  

 Professional and facility charges for repeat procedure within episode period 

 Radiology charges for treatment of complications during episode period 
 
Services excluded from Standard Definition, may be separately billed: 

 Physical Therapy (in home, or at hospital outpatient facility, except as included in Optional OP Rehab 
package) 

 Home Health Care /Nursing charges, except as included in Optional OP Rehab package 

 DME 

 OP Rx 
 

Services excluded from Standard Definition which, if separately billed, will result in negative financial 
adjustment: 

 Facility charges for admission to an inpatient facility for immediate complications of the index 
procedure 

 Facility charges for related admission or readmission to an inpatient facility (Attachment A) 

 Emergency department charges for treatment of complications during episode period 
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Patient 
Qualification 
 
 
 

 
For inclusion in the pilot, patient must be: 

 Covered by participating health plan on date of procedure 

 Over age  13 and under age 65  
Patients are excluded from the pilot when: 

 Clinical history demonstrates clinical condition of ESRD 
 

Description ICD-9-CM Diagnosis 

ESRD (including renal dialysis) 585.5, 585.6, V42.0, V45.1, V56 
 

Outliers 

 
No clinical definition (that is, all patients are inliers). Definition does not preclude negotiation of separate stop-
loss contractual arrangements 
 

Inpatient 
Complications 

 
Negative financial adjustment if complications result in an ED visit or inpatient stay within the episode period. 
See Attachment B. 
 

Outpatient 
Complications 

 
All services provided by the surgeon to treat outpatient complications that begin during the episode period are 
included in the episode (may not be separately billed). Services provided by others are included or excluded 
based on combination of procedure and diagnosis code.  See Attachment B. 
 

Outpatient Rehab  
 

 
Optional outpatient rehabilitation package. Hospitals and health plans may optionally negotiate to include 
these services (make them not separately billable) during the 42 days following the date of the index 
procedure.  

 Initial evaluation by Physical Therapist, with recommendation for number of visits (2-3X/week is 
common, but varies from 1-3X per week). 

 Physical therapy visits, as recommended. 

 Evaluation by Home Health Aide or Occupational Therapist of physical environment of patient and 
need for equipment, e.g. braces, grabbers etc.   
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Attachment A: 
Codes: Knee Arthroscopy with Meniscectomy 

 

 
1. Index Procedure 

 

Index Procedure Code:  
This procedure must exist 
to trigger the episode. 
 
CPT:  
 29880—Arthroscopy, 

knee, surgical; with 
meniscectomy (medial 
AND lateral, including 
any meniscal shaving) 

 
 29881—Arthroscopy, 

knee, surgical; with 
meniscectomy (medial 
OR lateral, including 
any meniscal shaving) 

 
 29882--Arthroscopy 

with med or lat 
meniscus repair  

 29883--Arthroscopy 
with med & lat 
meniscus repair  

 
Associated Procedure 
Codes: 
These procedures are 
included in the bundle if 
performed simultaneously 
with the meniscectomy 
 
CPT Codes  

 29873 (Lateral 
Release) 

 29876 
(Synovectomy) 

 29877 
(Chondroplasty) 

 29879 (Abrasion 
Chondroplasty) 
without Genzyme 
implant and kit) 

 
 
 
 
 

Diagnosis Inclusions:  
Diagnosis (any position) for the anchor procedure must equal one of the 
following: 

711.16 
ARTHRPATHW/REITERS DZ&NONSPEC URETHRITIS LOW 
LEG 

711.26 ARTHROPATHY IN BEHCETS SYNDROME LOWER LEG 

712.16 
CHONDROCALCINOS-DICALCM PHOSHATE CRYSTLS LW 
LEG 

712.26 
CHONDROCALCINOS DUE PYROPHOSHATE CRYSTLS LOW 
LEG 

712.36 
CHONDROCALCINOS CAUSE UNSPEC INVOLVING LOWER 
LEG 

712.86 OTHER SPECIFIED CRYSTAL ARTHROPATHIES LOWER LEG 

712.96 UNSPECIFIED CRYSTAL ARTHROPATHY LOWER LEG 

716.06 KASCHIN-BECK DISEASE, LOWER LEG 

716.26 ALLERGIC ARTHRITIS, LOWER LEG 

716.36 CLIMACTERIC ARTHRITIS, LOWER LEG 

716.46 TRANSIENT ARTHROPATHY, LOWER LEG 

716.56 UNSPEC POLYARTHROPATHY/POLYARTHRITIS LOWER LEG 

716.66 UNSPECIFIED MONOARTHRITIS LOWER LEG 

719.36 PALINDROMIC RHEUMATISM, LOWER LEG 

718.56 ANKYLOSIS OF LOWER LEG JOINT 

719.26 VILLONODULAR SYNOVITIS, LOWER LEG 

730.76 OSTEOPATHY RESULTING FROM POLIOMYEL LOWER LEG 

732.4  
JUVENILE OSTEOCHONDROSIS LOWER EXTREM EXCLD 
FOOT 

717    INTERNAL DERANGEMENT OF KNEE 

717.0  OLD BUCKET HANDLE TEAR OF MEDIAL MENISCUS 

717.1  
DERANGEMENT OF ANTERIOR HORN OF MEDIAL 
MENISCUS 

717.2  
DERANGEMENT OF POSTERIOR HORN OF MEDIAL 
MENISCUS 

717.3  
OTHER&UNSPECIFIED DERANGEMENT OF MEDIAL 
MENISCUS 

717.4  DERANGEMENT OF LATERAL MENISCUS 

717.40 UNSPECIFIED DERANGEMENT OF LATERAL MENISCUS 

Diagnosis Exclusions: 
Diagnosis (any position) 
must NOT equal one of 
the following: 
 
714.0x—Rheumatoid 
Arthritis 
736.89—Other acquired 
deformities, lower limb 
170.7—Malignant 
neoplasm of long bones 
of lower limb 
171.3—Malignant 
neoplasm of soft tissue, 
lower limb, hip 
198.5—Secondary 
malignant neoplasm of 
bone, marrow 
822, 823, 827, 828. 836, 
891—Fractures, 
dislocations and open 
wounds 
928—Crushing injury 
 
 



Delivery Case Rate Definition 
 

                                                                 ©2016 Integrated Healthcare Association. All Rights Reserved.  Page 4 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

717.41 BUCKET HANDLE TEAR OF LATERAL MENISCUS 

717.42 
DERANGEMENT OF ANTERIOR HORN OF LATERAL 
MENISCUS 

717.43 DERANGEMENT POSTERIOR HORN LATERAL MENISCUS 

717.49 OTHER DERANGEMENT OF LATERAL MENISCUS 

717.5  
DERANGEMENT OF MENISCUS NOT ELSEWHERE 
CLASSIFIED 

717.6  LOOSE BODY IN KNEE 

717.7  CHONDROMALACIA OF PATELLA 

717.8  OTHER INTERNAL DERANGEMENT OF KNEE 

717.81 OLD DISRUPTION OF LATERAL COLLATERAL LIGAMENT 

717.82 OLD DISRUPTION OF MEDIAL COLLATERAL LIGAMENT 

717.83 OLD DISRUPTION OF ANTERIOR CRUCIATE LIGAMENT 

717.84 OLD DISRUPTION OF POSTERIOR CRUCIATE LIGAMENT 

717.85 OLD DISRUPTION OF OTHER LIGAMENT OF KNEE 

717.89 OTHER INTERNAL DERANGEMENT OF KNEE OTHER 

717.9  UNSPECIFIED INTERNAL DERANGEMENT OF KNEE 

718.46 CONTRACTURE OF LOWER LEG JOINT 

718.86 OTHER JOINT DERANGEMENT NEC LOWER LEG 

727.66 NONTRAUMATIC RUPTURE OF PATELLAR TENDON 

733.92 CHONDROMALACIA 

836.0  TEAR MEDIAL CARTILAGE OR MENISCUS KNEE CURRENT 

836.1  TEAR LATERAL CARTILAGE OR MENISCUS KNEE CURRENT 

836.2  OTHER TEAR CARTILAGE OR MENISCUS KNEE CURRENT 
 

 
2. Repeat Procedure—A repeat procedure (another knee meniscectomy on same patient and same limb) may not be 

separately billed if performed within the episode period.  
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Attachment B: 
Complications that result in a negative financial adjustment 

 
 
An acute admission is any admission during the episode period beyond a 23 hour and 59 minute observation stay following the 
index procedure. 
 
A. Regardless of the facility where the patient is admitted, any acute admission that begins between the 1st and the 60th day 
following the index procedure and that maps to one of the DRGs listed below will result in a negative adjustment to payment for 
the index procedure.   

 463, 464, 465—Wnd debrid & skn grft, exc hand, for musculo-conn tiss dis  
 485, 486, 487, 488, 489—Knee Procedures with and without pdx of Infection  
 553, 554—Bone diseases & arthropathies   
 555, 556—Signs & symptoms of musculoskeletal system & conn tissue   
 559, 560, 561—Aftercare, musculoskeletal system & connective tissue   

 564, 565, 566—Other musculoskeletal sys & connective tissues diagnoses  
 602, 603—Cellulitis   

 719.16—Bleeding into joint  
 856, 857, 858, 862, 863—Post-operative or post-traumatic infections   
 901, 902, 903—Wound debridements for injuries   
 919, 920, 921—Complications of treatment   
 939, 940, 941—O.R. procedure with diagnosis of other contact w health services   
 
B. The following combination of diagnosis and procedure codes on a physician bill also indicate that a negative financial 

adjustment should apply: 
 

ICD-9 Dx 
Code 

Diagnosis Code Description ETG Description 

711.06 PYOGENIC ARTHRITIS, LOWER LEG Infection of bone & joint - knee & lower leg 

717.6  LOOSE BODY IN KNEE Joint derangement - knee & lower leg 

719.16 HEMARTHROSIS, LOWER LEG Orthopedic signs & symptoms - knee & lower leg 

719.56 STIFFNESS OF JOINT NEC LOWER LEG Orthopedic signs & symptoms - knee & lower leg 

727.66 NONTRAUMATIC RUPTURE OF PATELLAR TENDON Joint derangement - knee & lower leg 

 

Procedure codes 
 

E&M HOSPITAL OBSERVATION 99217 OBS CARE DSCHRG D MGMT 

E&M HOSPITAL OBSERVATION 99219 1ST OBS CARE PR D MODERATE SEVERITY 

E&M HOSPITAL OBSERVATION 99220 1ST OBS CARE PR D HIGH SEVERITY 

E&M HOSPITAL CARE 99221 1ST HOSP CARE PR D 30 MIN 

E&M HOSPITAL CARE 99222 1ST HOSP CARE PR D 50 MIN 

E&M HOSPITAL CARE 99223 1ST HOSP CARE PR D 70 MIN 

E&M HOSPITAL CARE 99231 SBSQ HOSP CARE PR D 15 MIN 

E&M HOSPITAL CARE 99232 SBSQ HOSP CARE PR D 25 MIN 

E&M HOSPITAL CARE 99233 SBSQ HOSP CARE PR D 35 MIN 

E&M HOSPITAL CARE 99234 OBS/I/P HOSP CARE LOW SEVERITY 

E&M HOSPITAL CARE 99235 OBS/I/P HOSP CARE MODERATE SEVERITY 

E&M HOSPITAL DISCHARGE MANAGEMENT 99238 HOSP DSCHRG D MGMT 30 MIN/< 

E&M HOSPITAL DISCHARGE MANAGEMENT 99239 HOSP DSCHRG D MGMT > 30 MIN 

E&M HOSPITAL INPATIENT CONSULTATIONS 99251 1ST INPT CONSLTJ 20 MIN 

E&M HOSPITAL INPATIENT CONSULTATIONS 99252 1ST INPT CONSLTJ 40 MIN 
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E&M HOSPITAL INPATIENT CONSULTATIONS 99253 1ST INPT CONSLTJ 55 MIN 

E&M HOSPITAL INPATIENT CONSULTATIONS 99254 1ST INPT CONSLTJ 80 MIN 

E&M HOSPITAL INPATIENT CONSULTATIONS 99255 1ST INPT CONSLTJ 110 MIN 

 

C. Regardless of the facility, an ED visit to treat patient complications from the index procedure will result in a negative financial 
adjustment. The following combination of diagnosis and procedure codes on a physician’s bill will also indicate that a negative 
financial adjustment should occur. 
 

ICD-9 Dx 
Code 

Diagnosis Code Description ETG Description 

711.06 PYOGENIC ARTHRITIS, LOWER LEG Infection of bone & joint - knee & lower leg 

717.6  LOOSE BODY IN KNEE Joint derangement - knee & lower leg 

719.16 HEMARTHROSIS, LOWER LEG Orthopedic signs & symptoms - knee & lower leg 

719.56 STIFFNESS OF JOINT NEC LOWER LEG Orthopedic signs & symptoms - knee & lower leg 

727.66 NONTRAUMATIC RUPTURE OF PATELLAR TENDON Joint derangement - knee & lower leg 

 

Procedure Codes 
 

E&M EMERGENCY ROOM 99282 EMER DEPT LOW TO MODERATE SEVERITY 

E&M EMERGENCY ROOM 99283 EMER DEPT MODERATE SEVERITY 

E&M EMERGENCY ROOM 99284 EMER DEPT HI SEVERITY&URGENT EVAL 

E&M EMERGENCY ROOM 99285 EMER DEPT HIGH SEVERITY&THREAT FUNCJ 

E&M CRITICAL CARE 99291 CC E/M CRITICALLY ILL/INJURED 1ST 30-74 MIN 

E&M CRITICAL CARE 99292 CC E/M CRITICALLY ILL/INJURED EA 30 MIN 

EMERGENCY ROOM 450 EMERGENCY ROOM - GENERAL CLA 

 
D. Regardless of the facility where the patient is admitted, a procedure of total knee replacement that begins between the 1st and 
180th day following the index procedure will result in a negative adjustment to payment for the index procedure. 
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Attachment C: 
Outpatient complications included in the episode definition (may not be separately billed). 

 

Surgeon’s charges 
All services billed by the surgeon within the episode period are included in the episode definition and may not be separately billed 
unless specifically related to a separate orthopedic condition (e.g. shoulder pain). Since these charges are included in the definition—
that is, the surgeon is directly at risk for them, they do not generate a negative financial adjustment  
 
Other charges 
Charges billed by physicians and/or facilities or specialty service centers (e.g. labs, radiology centers) will be included in the definition 
when related to the outpatient treatment of complications. Related inpatient and ED services are not included in the definition but do 
result in a negative financial adjustment.  
 
Procedures listed in Chart 1 are considered related only if the diagnosis is included in Chart 2. 
 
Chart 1: Procedures  

Procedure Group Description Proc Code ProcDesc  

MAJOR JOINT INJECTION  20550 NJX 1 TDN SHTH/LIGM APONEUROSIS 

MAJOR JOINT INJECTION  20551 NJX 1 TDN ORIGIN/INSJ 

MAJOR JOINT INJECTION  20610 ARTHROCNTS ASPIR&/NJX MAJOR JT/BURSA 

INCISION AND DRAINAGE, KNEE JOINT  27301 I&D DP ABSC BURSA/HMTMA THI/KNE REGION 

INCISION AND DRAINAGE, KNEE JOINT  27303 INC DP W/OPNG B1 CORTEX FEMUR/KNE 

INCISION AND DRAINAGE, KNEE JOINT  27310 ARTHRT KNE W/EXPL DRG/RMVL FB  

REMOVAL, KNEE PROSTHESIS 27488 RMVL PROSTH TOT KNE PROSTH MMA +-INSJ SPACER 

KNEE MANIPULATION UNDER ANESTHESIA  27570 MNPJ KNE JT UNDER GENERAL ANES 

PAIN MANAGEMENT  64425 NJX ANES ILIOINGUN ILIOHYPOGSTR NRV 

PAIN MANAGEMENT  64430 NJX ANES PUDENDAL NRV  

PAIN MANAGEMENT  64445 NJX ANES SCIATIC NRV 1  

PAIN MANAGEMENT  64446 NJX ANES SCIATIC NRV CONT NFS DAILY MGMT 

PAIN MANAGEMENT  64447 NJX ANES FEM NRV 1 

PAIN MANAGEMENT  64448 NJX ANES FEM NRV CONT NFS DAILY MGMT 

PAIN MANAGEMENT  64449 NJX ANES LMBR PLEXUS POST CONT NFS DAILY MGMT 

PAIN MANAGEMENT  64450 NJX ANES OTH PRPH NRV/BRANCH  

X-RAY, PLAIN FILMS, KNEE 73560 RADEX KNE 1/2 VIEWS 

X-RAY, PLAIN FILMS, KNEE 73562 RADEX KNE 3 VIEWS 

X-RAY, PLAIN FILMS, KNEE 73564 RADEX KNE COMPL 4/MORE VIEWS  

X-RAY, PLAIN FILMS, KNEE 73565 RADEX KNE BTH KNES STANDING ANTEROPOST 

MRI OF ANY LOWER EXTREMITY JOINT  73721 MRI ANY JT LXTR C-MATRL  

MRI OF ANY LOWER EXTREMITY JOINT  73722 MRI ANY JT LXTR C+ MATRL  

MRI OF ANY LOWER EXTREMITY JOINT  73723 MRI ANY JT LXTR C-/C+ 

MISC SURGICAL PROCEDURE 13160 SEC CLSR SURG WOUND/DEHSN EXTENSIVE/COMPLICATED 

COMPUTER-ASSISTED SURGICAL NAVIGATION 20985 CPTR-ASST SURGICAL NAVIGATION IMAGE-LESS 

COMPUTER-ASSISTED SURGICAL NAVIGATION 20987 CPTR-ASST SURG NAVIGATION PREOPERATIVE IMAGE 

MISC SURGICAL PROCEDURE 27420 RCNSTJ DISLOCATING PATELLA 

POST-OP FOLLOW-UP VISIT 99024 PO F-UP VST RELATED TO ORIGINAL PX 

E&M OFFICE VISITS 99211 OFFICE O/P EST 5 MIN 

E&M OFFICE VISITS 99212 OFFICE OUTPT EST 10 MIN 

E&M OFFICE VISITS 99213 OFFICE OUTPT EST15 MIN 

E&M OFFICE VISITS 99214 OFFICE OUTPT EST 25 MIN 

E&M OFFICE VISITS 99215 OFFICE OUTPT EST 40 MIN 

E&M OFFICE CONSULTATIONS 99241 OFFICE CONSLTJ 15 MIN 
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E&M OFFICE CONSULTATIONS 99241 OFFICE CONSLTJ 15 MIN 

E&M OFFICE CONSULTATIONS 99242 OFFICE CONSLTJ 30 MIN 

E&M OFFICE CONSULTATIONS 99243 OFFICE CONSLTJ 40 MIN 

E&M OFFICE CONSULTATIONS 99244 OFFICE CONSLTJ 60 MIN 

E&M OFFICE CONSULTATIONS 99245 OFFICE CONSLTJ 80 MIN 

 
Chart 2: Diagnoses  

ICD-9 Dx Code Diagnosis Code Description ETG Description 

711.06 PYOGENIC ARTHRITIS, LOWER LEG Infection of bone & joint - knee & lower leg 

717.6  LOOSE BODY IN KNEE Joint derangement - knee & lower leg 

719.16 HEMARTHROSIS, LOWER LEG Orthopedic signs & symptoms - knee & lower leg 

719.56 STIFFNESS OF JOINT NEC LOWER LEG Orthopedic signs & symptoms - knee & lower leg 

727.66 NONTRAUMATIC RUPTURE OF PATELLAR TENDON Joint derangement - knee & lower leg 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*This project was supported by grant number R18HS020098 from the Agency for Healthcare Research and Quality. The content is 
solely the responsibility of the authors and does not necessarily represent the official views of the Agency for Healthcare Research 
and Quality. 
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Bundled Episode Payment and Gainsharing Demonstration* 
Cervical Spinal Fusion Definition 

 

Component Description 

Summary 
Description 

This episode definition covers all facility and professional services for a cervical spinal fusion, including care 
following the procedure related to complications (including readmissions). 

Episode Structure Episode begins on the day of the triggering CPT or hospital admission date and ends 90 days after the date of 
procedure or hospital discharge date for the procedure. 

Clinical Conditions  Episode is triggered by one of the following CPT codes: 

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

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

 22590: Arthrodesis, posterior technique, craniocervical (occiput-C2) 

 22595: Arthrodesis, posterior technique, atlas-axis (C1-C2) 

 22600: Arthrodesis, posterior or posterolateral technique, single level; cervical below C2 segment 
 

Standard Services Services expected within the episode period (may not be separately billed), include all professional and facility 
charges on day of surgery or hospital admission for trigger and 90 days post trigger procedure unless 
otherwise noted: 

 Acupuncture 

 Bone Graft; includes Bone Morphogenic Protein (within date of surgery or hospital admission for 
trigger) 

 Cervical Discography 

 Cervical Spine MRI 

 Chiropractic Manipulative Treatment 

 Cranial Tongs (within date of surgery or hospital admission for trigger) 

 CT including CT Myelogram Neck 

 Cervical Back Epidural Inpatient Rehab (within 90 days post trigger) 

 Intraoperative Radiologic Guidance (within date of surgery or hospital admission for trigger) 

 Microscope (within date of surgery or hospital admission for trigger) 

 Nerve Conduction Study 

 Osteopathic Manipulative Treatment 

 Pain Management 

 Physical Therapy 

 Placement of Hardware (Rod), Back (within date of surgery or hospital admission for trigger) 

 Spinal Cord Monitoring (within date of surgery or hospital admission for trigger) 

 TENS Unit 

 X-Ray, Plain Films, Neck 
 

Services which, if they occur within 30 days of the trigger procedure, may not be separately billed: 

 I and D Laminectomy; I and D Superficial 

 Orthopedic Readmission (if related to cervical diagnosis) 

 Readmission for Pain Spine; Readmission for General Pain 

 Spinal Disorders and Injuries 

 Wound Infection with or without OR 

 Other Spinal Procedures (if related to cervical diagnosis) 
 

Services excluded from Standard Definition, may be separately billed: 

 Outpatient prescription drugs 
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Component Description 

Patient 
Qualification 

For inclusion in the episode, patient must be: 

 Covered by participating health plan during complete episode period 

 Over age 18 

Patients are excluded from the episode if: 

 Discharge status is: 

o Left against medical advice 

o Transferred to another facility 

 Spinal surgery ≥ 3 levels 

 Clinical history demonstrates:  

o Active Cancer 

o AIDS 

o Renal Dialysis 

Payment 
Mechanism 

TBD 

Severity 
Markers/Risk 
Adjustment 

No prospective risk adjustment. 

Recommend reviewing experience on annual basis for following potential severity markers for population-based 
risk adjustment vs. risk-adjusting every episode. 
 

Complications/Comorbidities 

Asthma Personal History of Smoking 

Bipolar Disorder Placement of Hardware (ROD) 

Bone Graft Schizophrenia 

Cerebral Vascular Disease Spinal Cord Monitoring 

Chronic Renal Failure Moderate To Severe Spinal Surgery 2 levels 

Cirrhosis Transplant 

Coagulopathy  

COPD  

Coronary Artery Disease  

Cranial Tongs  

Depression  

Diabetes  

Drug and Alcohol Abuse  

End Stage Renal Disease  

Heart Failure  

Intraoperative Radiologic Guidance  

Low BMI  

Microscope  

Patients with BMI 40 or greater  

Peripheral Vascular Disease  
 

 
*This project was supported by grant number R18HS020098 from the Agency for Healthcare Research and Quality. The content is 
solely the responsibility of the authors and does not necessarily represent the official views of the Agency for Healthcare Research 
and Quality.  
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