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IMPORTANT | For Paramount Advantage Only: Paramount medical policies only apply to Paramount 
Advantage Medicaid claims with dates of service before Feb. 1, 2023. Please contact Anthem, for Medicaid 
claims with dates of service on or after Feb. 1, 2023. 

 
 
GUIDELINES  

• This policy does not certify benefits or authorization of benefits, which is designated by each individual 
policyholder terms, conditions, exclusions and limitations contract. It does not constitute a contract or 
guarantee regarding coverage or reimbursement/payment. Self-Insured group specific policy will 
supersede this general policy when group supplementary plan document or individual plan decision 
directs otherwise.  

• Paramount applies coding edits to all medical claims through coding logic software to evaluate the 
accuracy and adherence to accepted national standards.  

• This medical policy is solely for guiding medical necessity and explaining correct procedure reporting 
used to assist in making coverage decisions and administering benefits.  

 
 
SCOPE 
X Professional 
_ Facility 
 
 
DESCRIPTION 
Compression fractures or neoplastic conditions affecting vertebral bodies can result in pain and/or disability that 
may require narcotic intervention. Current therapeutic options are limited by the nature of the lesions as well as the 
underlying disease. Palliative treatments have focused on reduction of pain and include bed rest, narcotic 
analgesics (either oral or by injection), braces, and surgery. Complications associated with treatments, particularly 
with the associated prolonged bed rest, include pneumonia, deep venous thrombosis with the associated risk of 
pulmonary embolism, and osteoporosis. Newer treatment options include percutaneous vertebroplasty and 
vertebral augmentation. 
 
Percutaneous vertebroplasty is a minimally invasive procedure used to treat vertebral compression fractures by 
injecting bone cement (usually methylmethacrylate) directly into the vertebral body. This stabilizes the structure and 
provides immediate pain relief in many cases. Percutaneous vertebroplasty is performed under anesthesia 
(including moderate sedation) and fluoroscopic or computed tomography (CT) guidance. Follow-up CT scanning 
may be performed within eight (8) hours in order to assess the distribution of the cement within the vertebrae and 
to detect any unwanted leaks. 
 
Vertebral augmentation is a newer minimally-invasive technique with potential advantages over vertebroplasty, 
including lower risk of cement extravasation and better restoration of vertebral body height. Vertebral augmentation 
differs from vertebroplasty in that initially the fracture itself is partially reduced by expanding the intrabody spaces 
with an inflatable bone tamp or mechanical device displacing bone to create a space. Then, the bone filler (e.g., 
methylmethacrylate or bone substitutes) is gently injected into the vertebral body. The procedure is performed with 
fluoroscopic or CT guidance. The goal of this procedure is to restore height to the collapsed vertebral body, which 

HMO & PPO 
MARKETPLACE 

MEDICARE – ELITE,  
MAP & PROMEDICA 



PG0038 – 02/01/2023   

reduces kyphosis, and to improve the patient’s pain and function. 
 
Sacroplasty, a variation of vertebroplasty, is an evolving technique that has been proposed for the treatment of 
sacral insufficiency fractures. Percutaneous sacroplasty continues to be studied as an alternate treatment for 
osteoporotic sacral in-sufficiency. There is insufficient evidence in the published medical literature to demonstrate 
the safety, efficacy, and long-term outcomes of this procedure.  
 
Radiographic studies to identify the fracture, estimate the duration of the fracture, define the fracture anatomy, and 
assess for posterior vertebral body wall deficiency should be part of preoperative planning for vertebroplasty or 
vertebral augmentation surgery. Lateral radiographs are essential for planning the trajectory of any percutaneous 
procedure. MRI and bone scan have proven to be useful in determining the acuity of a vertebral compression 
fracture. 
 
A pathologic fracture is defined as "one due to weakening of the bone structure by pathologic processes, such as 
neoplasia, osteomalacia, osteomyelitis, and other disease." They are also called "secondary fractures and 
spontaneous fractures.” Vertebral compression fractures due to osteoporosis are considered pathologic fractures. 
A "recent" compression fracture is defined as one that demonstrates uptake on a bone scan or exhibits increased 
intensity on fluid-sensitive MRI sequences. 

 

POLICY 

HMO, PPO, Individual Marketplace, Elite/ProMedica Medicare Plan, Advantage 

• Percutaneous vertebroplasty (22510, 22511, and 22512) and vertebral augmentation 
(22513, 22514, and 22515) do not require prior authorization. Appropriate ICD-10 diagnosis 
code(s) (as listed below) required for coverage. 

 

• Percutaneous Sacroplasty (0200T, 0201T) is non-covered. 

 
COVERAGE CRITERIA 
Paramount Commercial Plans, Medicare Advantage Plans, and Paramount Medicaid Advantage  
 
Percutaneous Vertebroplasty (22510, 22511, 22512) & Vertebral Augmentation (Kyphoplasty) (22513, 22514, 
22515) 
Percutaneous vertebroplasty and vertebral augmentation (Kyphoplasty) using an FDA cleared device are covered 
services when medically necessary as outlined below. See CODING/BILLING INFORMATION section for 
diagnosis code requirements. When a diagnosis as listed below is not billed in one of the first five diagnosis fields 
on the claim form, the procedure will be denied.   
 
Indications 
The principal indications for percutaneous vertebroplasty include: 

• An osteoporotic compression fracture of the lumbar or thoracic vertebrae with persistent painful, debilitating 
osteoporotic vertebral collapse/compression fractures (verified by imaging, e.g., x-ray, MRI, bone scan)) that 
has not responded to accepted standard medical treatment generally within six (6) weeks to three months; or 

• Secondary osteolytic metastasis with severe back pain related to a destruction of the vertebral body; or 

• Multiple myeloma with severe back pain related to a destruction of the vertebral body, excluding sacrum and 
coccyx; or 

o When ICD-10 codes C90.00 or C90.01, multiple myeloma, are used to bill for percutaneous 
vertebroplasty, the patient’s medical record must document the presence of severe back pain related to 
a destruction of the vertebral body, not involving the major part of the cortical bone. 

• Painful and/or aggressive vertebral hemangiomas (or eosinophilic granulomas of the spine); or 
o When ICD-10 code D18.09, hemangioma of other specified sites, are used to bill for percutaneous 

vertebroplasty, the patient’s medical record must document the presence of hemangioma of the spine 
that has resulted in severe pain or aggressive clinical signs (nerve compression). 

• Painful vertebral fracture associated with osteonecrosis (Kummell Disease); or 

• Primary malignant neoplasm of bone or bone marrow; or 

• Steroid-induced fractures; or 
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• Reinforcement, or stabilization, of vertebral body prior to surgery. 
And 
Computed tomography (CT) or magnetic resonance imaging (MRI) has ruled out other causes of spinal pain, 
including but not limited to: 

• Foraminal stenosis 

• Facet arthropathy 

• Herniated intervertebral disk 

• Other spinal degenerative disease 

• Other significant coexistent spinal or bony pain generators 
 
The decision for treatment should be multidisciplinary and consider such factors as the extent of disease, the 
underlying etiology, the spinal level involved, the severity of the pain, the nature of any neurologic dysfunction, the 
outcome of any previous non-invasive treatment attempts, and the general state of the patient’s health. 
 
Limitations 
Percutaneous vertebroplasty and balloon kyphoplasty and mechanical vertebral augmentation using an FDA 
cleared device are considered investigational for all indications that do not meet the medical necessity criteria listed 
above, including use in acute vertebral fractures due to osteoporosis or trauma. 
 
Neither percutaneous vertebroplasty, nor percutaneous vertebral augmentation, are to be considered prophylactic 
procedures for osteoporosis of the spine. Neither percutaneous vertebroplasty, nor percutaneous vertebral 
augmentation should be used for chronic back pain of long-standing duration, even if associated with old 
compression fractures, unless pain is localized to a specific chronic fracture and medical therapy has failed.  
 
Radiofrequency kyphoplasty is considered investigational. 
 
Absolute contraindications to both percutaneous vertebroplasty and vertebral augmentation procedures include: 

• asymptomatic vertebral compression fractures; 

• vertebral compression fractures responding appropriately to conservative therapy 

• any existing uncorrected coagulopathy or anticoagulation therapy;  

• a known allergy to any materials used in the procedure such as the contrast media or bone cement;  

• ongoing local or systemic infection;  

• retropulsed bone fragments resulting in spinal canal compromise and myopathy;  

• spinal canal compromise secondary to tumor resulting in myelopathy. 
 
Relative contraindications to percutaneous vertebroplasty include:  

• significant vertebral collapse (i.e., vertebra reduced to less than one-third [l/3] of its original height);  

• clinical evidence of spinal cord compression; 

• neurologic symptoms related to the compression of the vertebrae;  

• radiculopathy in excess of vertebral pain caused by a compressive syndrome unrelated to vertebral collapse;  

• asymptomatic retropulsion of a fracture fragment causing significant spinal canal compromise;  

• asymptomatic tumor extension into the epidural space;   

• extensive vertebral destruction (extreme caution must be used in these patients during cement injection to 
prevent new or further neurologic compression that might result from leakage of the acrylic polymer into the 
epidural space). 

 
Relative contraindications to percutaneous vertebral augmentation include: 

• painful benign neoplasms;  

• fractures caused by high-velocity injury; or  

• other causes of disabling back pain not due to acute fracture. 
 
Documentation 
The patient's medical record must contain documentation that fully supports the medical necessity for services. 
This documentation includes, but is not limited to, relevant medical history, physical examination, and results of 
pertinent diagnostic tests or procedures. 
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Percutaneous Sacroplasty (0200T, 0201T) 
Percutaneous sacroplasty is considered experimental/investigational and not medically necessary because of 
insufficient evidence for all indications, including but not limited to use in sacral insufficiency fractures due to 
osteoporosis and sacral lesions due to multiple myeloma or metastatic malignancies. 
 
  
 
CODING/BILLING INFORMATION 
The inclusion or exclusion of a code in this section does not necessarily indicate coverage. Codes referenced in 
this clinical policy are for informational purposes only.   
Codes that are covered may have selection criteria that must be met.   
Payment for supplies may be included in payment for other services rendered. 

CPT CODES 

22510  Percutaneous vertebroplasty (bone biopsy included when performed), 1 vertebral body, 
unilateral or bilateral injection, inclusive of all imaging guidance; cervicothoracic  

22511  Percutaneous vertebroplasty (bone biopsy included when performed), 1 vertebral body, 
unilateral or bilateral injection, inclusive of all imaging guidance; lumbosacral  

22512  Percutaneous vertebroplasty (bone biopsy included when performed), 1 vertebral body, 
unilateral or bilateral injection, inclusive of all imaging guidance; each additional 
cervicothoracic or lumbosacral vertebral body (List separately in addition to code for primary 
procedure)  

22513  Percutaneous vertebral augmentation, including cavity creation (fracture reduction and bone 
biopsy included when performed) using mechanical device (eg, kyphoplasty), 1 vertebral 
body, unilateral or bilateral cannulation, inclusive of all imaging guidance; thoracic  

22514  Percutaneous vertebral augmentation, including cavity creation (fracture reduction and bone 
biopsy included when performed) using mechanical device (eg, kyphoplasty), 1 vertebral 
body, unilateral or bilateral cannulation, inclusive of all imaging guidance; lumbar  

22515  Percutaneous vertebral augmentation, including cavity creation (fracture reduction and bone 
biopsy included when performed) using mechanical device (eg, kyphoplasty), 1 vertebral 
body, unilateral or bilateral cannulation, inclusive of all imaging guidance; each additional 
thoracic or lumbar vertebral body (List separately in addition to code for primary procedure)  

0200T  Percutaneous sacral augmentation (sacroplasty), unilateral injection(s), including the use of a 
balloon or mechanical device, when used, 1 or more needles  

0201T  Percutaneous sacral augmentation (sacroplasty), bilateral injections, including the use of a 
balloon or mechanical device, when used, 2 or more needles  

 DIAGNOSIS CODES supporting medical indication 

Group 1 Codes 

M80.08XA Age-related osteoporosis with current pathological fracture, vertebra(e), initial encounter 
for fracture 

M80.08XG Age-related osteoporosis with current pathological fracture, vertebra(e), subsequent 
encounter for fracture with delayed healing 

M80.08XK Age-related osteoporosis with current pathological fracture, vertebra(e), subsequent 
encounter for fracture with nonunion 

M80.08XP Age-related osteoporosis with current pathological fracture, vertebra(e), subsequent 
encounter for fracture with malunion 

M80.08XS Age-related osteoporosis with current pathological fracture, vertebra(e), sequela 

M80.88XA Other osteoporosis with current pathological fracture, vertebra(e), initial encounter for 
fracture 

M80.88XG Other osteoporosis with current pathological fracture, vertebra(e), subsequent encounter 
for fracture with delayed healing 

M80.88XS Other osteoporosis with current pathological fracture, vertebra(e), sequela 

M84.58XA Pathological fracture in neoplastic disease, other specified site, initial encounter for 
fracture 

Group 2 Codes: Primary Diagnosis Codes 
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M48.51XA Collapsed vertebra, not elsewhere classified, occipito-atlanto-axial region, initial encounter 
for fracture 

M48.52XA Collapsed vertebra, not elsewhere classified, cervical region, initial encounter for fracture 

M48.53XA Collapsed vertebra, not elsewhere classified, cervicothoracic region, initial encounter for 
fracture 

M48.54XA Collapsed vertebra, not elsewhere classified, thoracic region, initial encounter for fracture 

M48.55XA Collapsed vertebra, not elsewhere classified, thoracolumbar region, initial encounter for 
fracture 

M48.56XA Collapsed vertebra, not elsewhere classified, lumbar region, initial encounter for fracture 

M48.57XA Collapsed vertebra, not elsewhere classified, lumbosacral region, initial encounter for 
fracture 

M48.58XA Collapsed vertebra, not elsewhere classified, sacral and sacrococcygeal region, initial 
encounter for fracture 

M84.58XS Pathological fracture in neoplastic disease, other specified site, sequela 

M84.68XA Pathological fracture in other disease, other site, initial encounter for fracture 

Group 3 Codes: Combination coding of the primary diagnosis (group 2) of pathologic fracture of vertebrae plus 
at least one code from the “Secondary Diagnosis Code” (group 3) must be submitted to support medical 
necessity. 

C41.2 Malignant neoplasm of vertebral column 

C79.51 Secondary malignant neoplasm of bone 

C79.52 Secondary malignant neoplasm of bone marrow 

C90.00 - C90.02  Multiple myeloma  

C96.5 Multifocal and unisystemic Langerhans-cell histiocytosis 

C96.6 Unifocal Langerhans-cell histiocytosis 

D16.6 Benign neoplasm of vertebral column 

D18.09 Hemangioma of other sites 

D47.Z9 Other specified neoplasms of uncertain behavior of lymphoid, hematopoietic and 
related tissue 

D48.0 Neoplasm of uncertain behavior of bone and articular cartilage 

D49.2 Neoplasm of unspecified behavior of bone, soft tissue, and skin 

E71.39 Other disorders of fatty-acid metabolism 

E80.3 Defects of catalase and peroxidase 

E88.89 Other specified metabolic disorders 

M48.31 - 
M48.38  

Traumatic spondylopathy 

M81.0 Age-related osteoporosis without current pathological fracture 

M81.6 Localized osteoporosis [Lequesne] 

M81.8 Other osteoporosis without current pathological fracture 

M85.80* Other specified disorders of bone density and structure, unspecified site 

M85.9* Disorder of bone density and structure, unspecified 

M87.00 Idiopathic aseptic necrosis of unspecified bone 

M87.10 Osteonecrosis due to drugs, unspecified bone 

M87.20 Osteonecrosis due to previous trauma, unspecified bone 

M87.30 Other secondary osteonecrosis, unspecified bone 

M87.80 Other osteonecrosis, unspecified bone 

M89.9* Disorder of bone, unspecified 

M94.9 Disorder of cartilage, unspecified 

*Use ICD-10-CM code M85.80, M85.9 or M89.9 to report a secondary diagnosis of “osteopenia.” 

 

Paramount reserves the right to review and revise our policies periodically when necessary. When 
there is an update, we will publish the most current policy to 
https://www.paramounthealthcare.com/services/providers/medical-policies/ . 

    

 

https://www.paramounthealthcare.com/services/providers/medical-policies/


PG0038 – 02/01/2023   

 
REVISION HISTORY EXPLANATION 
ORIGINAL EFFECTIVE DATE: 02/15/2006 

Date Explanation & Changes 

01/01/07 • No change 

01/01/08 • No change 

10/01/08 • Revised verbiage 

06/15/09 • Added codes 

02/01/11 • Updated codes 

07/01/12 • No change 

05/12/15 • Removed deleted effective 12/31/14 codes 22520-22525, & 72291-72292 

• Added new effective 1/1/15 codes 22510-22515 

• Policy reviewed and updated to reflect most current clinical evidence per Medical Policy 
Steering Committee 

01/25/18 • Removed deleted effective 01/01/16 codes S2360 & S2361 

• Removed code 22899 

• Added ICD-10 codes per CMS guidelines 

• Appropriate ICD-10 diagnosis code(s) required for coverage 

• Policy reviewed and updated to reflect most current clinical evidence per The Technology 
Assessment Working Group (TAWG). 

12/22/2020 • Medical policy placed on the new Paramount Medical Policy Format 

07/13/2022 • Policy reviewed and updated to reflect most current clinical evidence 

• Policy statements unchanged 

• Added additional covered diagnosis, M80.08XG M80.08XK, M80.08XP, M80.08XS, 
M80.88XS, M84.58XS 

02/01/2023 • Medical Policy updated to reflect Medicaid coverage to Anthem as of 02/01/2023 

 
 
REFERENCES/RESOURCES 

Centers for Medicare and Medicaid Services, CMS Manual System and other CMS publications and 
services  
 

Ohio Department of Medicaid  
 

American Medical Association, Current Procedural Terminology (CPT®) and associated publications and 
services 
 

Centers for Medicare and Medicaid Services, Healthcare Common Procedure Coding System, HCPCS 
Release and Code Sets 
 

U.S. Preventive Services Task Force, http://www.uspreventiveservicestaskforce.org/ 
Industry Standard Review 
 

Hayes, Inc. 
 
Industry Standard Review 

 
 

   


