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Purpose of the Policy

To make utilization decisions, Health Alliance uses written criteria based on sound clinical evidence for
appropriately applying the criteria.

Statement of the Policy

To apply objective and evidence-based criteria when determining the medical appropriateness of health care
services.

NOTE: Please refer to plan documents for prior authorization necessity/status.
Interpretations

Health Alliance uses eviCore criteria to determine the medical necessity of Autologous Chondrocyte
Transplant (ACT)/Implant(ACI), Osteochondral Allograft, Osteochondral Autograft
(OATS/mosaicplasty). The eviCore Criteria are available on the eviCore.com website and can be accessed by
providers when submitting an authorization digitally.

1. Health Alliance does not cover juvenile cartilage allograft, DeNovo® NT Natural Tissue Graft as it is
considered investigational. (Ref. #14)

2. Autologous cultured chondrocytes — J7330 (Carticel, MACI) are covered if the Autologous
Chondrocyte Transplant (ACT)/Implant(ACl) is approved by eviCore. J7330 is an ancillary service
not adjudicated by eviCore and does not require a separate preauthorization.

3. Coverage for Outpatient — Referral for chondrocytes to be supplied by an out of network vendor may
be approved by UM PA nurse coordinators with submission of a Single Case Agreement (SCA).

Medicare Advantage Criteria details:

« MCD Search (cms.gov) — Search Medicare website/link for any updates.

. At this time, Medicare does not have a National Coverage Determination (NCD) or Local Coverage
Determination (LCD) for autologous chondrocyte transplantation in the knee. When coverage criteria
are not fully established in Medicare statute, regulation or NCD/LCD, we utilize our publicly accessible
internal coverage criteria based on current evidence in widely used treatment guidelines or clinical
literature; see criteria above.




Codes

*Codes listed are for informational purposes only and do not necessarily indicate prior authorization is or is
not required or coverage is guaranteed.

27412 Autologous chondrocyte implantation, knee
27415 Osteochondral allograft, knee, open

Osteochondral autograft(s), knee, open (eg, mosaicplasty) (includes harvesting of autograft[s])
27416 [not covered in combination with autologous chondrocyte implantation]

Arthroscopy, knee, surgical; implantation of osteochondral autograft(s) (e.g., mosaicplasty)
(includes harvesting of autografts) [not covered in combination with autologous chondrocyte
29866 implantation]

29867 Arthroscopy, knee, surgical; osteochondral allograft (eg, mosaicplasty)
J7330 Autologous cultured chondrocytes, implant
S2112 Arthroscopy, knee, surgical, for harvesting of cartilage (chondrocyte cells)

Providers are required to indicate the diagnosis and procedure codes when requesting review of coverage.
Addendum

Classification of Articular Cartilage Lesions by Severity
Grade Outerbridge

0 Normal cartilage

I Softening and swelling

I Fragmentation and fissures in area less than 0.5 inch in diameter
i Fragmentation and fissures in area larger than 0.5 inch in diameter

v Exposed subchondral bone
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