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DESCRIPTION:

The knee is the largest joint in the body and includes the lower end of the femur, the upper end of the
tibia and the patella. The knee joint has three compartments, the medial, the lateral and the
patellofemoral. The surfaces of these compartments are covered with articular cartilage and are bathed
in synovial fluid. The bones of the knee joint work together, allowing the knee to function smoothly.

The most common reason for total knee arthroplasty/knee replacement surgery is arthritis of the knee
joint. Types of arthritis include osteoarthritis, rheumatoid arthritis and traumatic arthritis. This arthritis
causes a severe limitation in the activities of daily living, including difficulty with walking, squatting, and
climbing stairs.

Summary and Analysis of Evidence: UpToDate review “Total knee arthroplasty” (Martin et al, 2025)
states: “Total knee arthroplasty (TKA), also known as total knee replacement, consists of resection of the
diseased articular surfaces of the knee, followed by resurfacing with metal and polyethylene prosthetic
components. For the properly selected patient, the procedure results in significant pain relief, as well as
improved function and quality of life. In spite of the potential benefits of TKA, it is an elective procedure
and should only be considered after thorough discussion of the risks, benefits, and alternatives. The
most common indication for TKA is for the relief of pain associated with osteoarthritis of the knee in
patients who have failed nonoperative treatments. Other conditions that cause pain resulting in the
need for TKA include inflammatory arthritides (eg, rheumatoid arthritis, psoriatic arthritis,
spondyloarthritis), crystal-induced arthritis (eg, gout), posttraumatic arthritis, sequelae of infection,
tumor, avascular necrosis (osteonecrosis), or congenital joint abnormalities. Loss of function and
deformity are less common but clinically important indications as well. Contraindications to TKA include
active infection in the knee or anywhere in the body, a nonfunctioning extensor mechanism, chronic
lower extremity ischemia not amenable to revascularization, and skeletal immaturity. Patient
participation in a postoperative rehabilitation program is essential for a successful outcome following



TKA, and an inability to participate may constitute a relative contraindication to this form of treatment.
Mortality following TKA is overall low, ranging from 0.5 to 1 percent per year, and is primarily related to
preexisting medical comorbidities. Complications associated with TKA include those in common with
other surgeries (eg, SSl), as well as those specific to operations involving the knee joint (eg, prosthetic
joint infection). Reoperation may be needed for a variety of problems related to TKA (eg, implant wear,
aseptic loosening, implant infection, patellofemoral disorders, peri-implant fracture) that may lead to
implant/joint failure or patient dissatisfaction. Loosening of the prosthesis and infection are the main
reasons for revision. The review also concluded that revision arthroplasty may be needed for a variety of
problems related to TKA, including implant wear, aseptic loosening, implant infection, patellofemoral
disorders, peri-implant fracture, stating, “(I)oosening of the prosthesis and infection are the main
reasons for revision. Males have a higher revision rate, mostly secondary to higher rates of infection. For
patients with primary osteoarthritis, the revision rate in Australia is 4.8 percent in 10 years and 8.1
percent at 20 years. Revision rates in patients with rheumatoid arthritis is slightly lower, and for patients
with osteonecrosis or other inflammatory arthritis, the revision rate is slightly higher. A large meta-
analysis including data from national registries estimated that approximately 82 percent of total knee
replacements last 25 years. The longevity of the implant largely reflects the total load that the implant
bears over time. In general, younger TKA recipients use their implants at a more active time in their
lives. Thus, the devices are much more likely to fail in their lifetime compared with the implant in older
TKA recipients. The impact of patient age on the likelihood of needing revision surgery was evaluated in
a large population-based study including 54,276 patients aged 50 or older who had undergone a TKA
between 1991 and 2011. The lifetime risk of revision surgery in patients who had a TKA over the age of
70 years was approximately 5 percent, with no difference between males and females. However, the
lifetime risk of revision increased with decreasing age, with the highest risk of 35 percent observed in
males between the ages of 50 and 54. The risk of surgical revision appears to be even higher in patients
under the age of 50, suggesting that TKA should be undertaken cautiously in these patients. In another
population-based study that included 120,538 patients who had undergone TKAs, almost 5 percent of
patients under 50 years old required revision surgery at one year. As with age, underlying disease also
plays a role in the longevity of the prosthesis. Rheumatoid arthritis patients are generally less active,
placing less of a load on the joint compared with osteoarthritis patients. A survivorship analysis of
11,606 TKAs found that the durability of the prosthesis was shorter in patients with osteoarthritis
compared with those with inflammatory arthritis (10-year prosthesis survival of 90 versus 95 percent,
respectively). Unicompartmental knee arthroplasty is sometimes performed as an alternative to TKA.
Regarding timing of bilateral procedures, the review also states “the optimal period of time to stage
bilateral procedures has not been well established. Bilateral simultaneous knee arthroplasty has been
associated with an increased risk for complications, and patients should be counseled as such. A meta-
analysis demonstrated that simultaneous bilateral knee replacement increased the risk of serious
cardiac and pulmonary complications, as well as mortality, compared with staged bilateral or unilateral
surgery. Similarly, a retrospective cohort study of a large health care database reported increased rates
of PE, stroke, transfusion, and readmission at 90 days among patients with simultaneous bilateral knee
replacements versus unilateral knee replacement; it did not evaluate the risk compared with staged
bilateral knee replacements. Despite the possible risks of bilateral simultaneous knee arthroscopy,
potential advantages include a shorter recovery and faster return to an improved quality of life. Patients
who are of younger age with symmetrical end-stage knee osteoarthritis and who are willing to undergo
bilateral simultaneous TKA should be counseled regarding the slightly increased mortality risk. Bilateral



simultaneous TKA should only be performed in well-selected patients, using specialized anesthetic
techniques, at an institution that is experienced in this type of surgery.”

UpToDate review “Overview of surgical therapy of knee and hip osteoarthritis’ (Mandl et al, 2025)
states, “In the knee, unicompartmental arthroplasty is an alternative to total knee arthroplasty in cases
of end-stage OA that are limited to a single compartment. Most unicompartmental arthroplasties
involve the medial compartment, although isolated lateral and patellofemoral arthroplasties also may
be performed. Compared with patients undergoing total knee arthroplasty, patients with
unicompartmental arthroplasty have a quicker recovery, lower risk of complications, and improved
range of motion, but also have a higher chance of reoperation. Historically, ideal candidates have been
described as having isolated medial compartment disease, age greater than 60 years old, low levels of
physical activity, weighing less than 82 kg, having a cumulative angular deformity of less than 15
degrees, both cruciate ligaments intact, a preoperative range of flexion of 90 degrees, a flexion
contracture of less than 5 degrees, minimal pain at rest, and no radiographic or intraoperative evidence
of chondrocalcinosis or patellofemoral OA. However, many surgeons follow more liberal criteria when
considering unicompartmental arthroplasty, and many of the traditional criteria are being expanded.
Methods of patient selection are not widely agreed upon but may involve history/physical examination,
weightbearing and/or stress radiographs, magnetic resonance imaging (MRI), and arthroscopy. In
appropriately selected patients, several studies have reported favorable outcomes, with a reported 10-
year survival of greater than 90 percent. A systematic review that included 8658 knees found a 10-year
survival of 93 percent and a 15-year survival of 89 percent. The most common causes of revision were
lateral disease progression (for medial unicondylar knee arthroplasties), aseptic loosening, bearing
dislocation, and pain. The largest randomized trial to compare total versus partial knee replacement
included 528 patients with medial compartment knee OA and found similar clinical outcomes, incidence
of complications, and revision surgeries at 5 years. However, data from national registries report a
higher revision rate for unicompartmental knee replacements compared with total knee replacements,
with most estimates being approximately twice as likely for unicompartmental arthroplasties within a 7-
to 10-year timeframe. Regardless, the absolute revision rates are relatively low, and unicompartmental
knee replacements can be a good choice for carefully selected patients after a complete discussion of
the risks and benefits of unicompartmental versus total knee arthroplasty.”

POSITION STATEMENT:

Total knee arthroplasty meets the definition of medical necessity when one or more of the following
criteria are met:

e Failure of a previous osteotomy, OR

e Distal femur fracture, OR

e Malignancy of the distal femur, proximal tibia, knee joint or adjacent soft tissue, OR
e Failure of previous unicompartmental knee replacement, OR

e Avascular necrosis of the knee, OR

e Proximal tibia fracture, OR



e Advanced joint disease demonstrated by radiographic or magnetic resonance imaging (MRI)
evidence of subchondral cysts, subchondral sclerosis, periarticular osteophytes, joint
subluxation, joint space narrowing, avascular necrosis), AND

e Pain or functional disability from injury due to trauma or arthritis of the joint, AND

e Failure of at least 3 months of conservative non-surgical management that is clearly
documented in the medical record, and includes 1 or more of the following:

o Anti-inflammatory medications

o Analgesics

o Flexibility and muscle strengthening exercises

o Supervised physical therapy

o Activity restrictions as is reasonable

o Assistive device use

o Weight reduction as appropriate

o Therapeutic injections into the knee as appropriate

e There are no contraindications* to total knee arthroplasty for any indication above

Revision arthroplasty

Revision arthroplasty meets the definition of medical necessity when 1 or more of the following
conditions exist:

e Disabling pain or functional disability, OR

e Progressive and substantial bone loss, OR

e Fracture or dislocation of the patella, OR

e Infection, OR

e Periprosthetic fracture or aseptic loosening, OR

e Failure and wear of the prosthetic components, OR
e Dislocation of the knee joint, OR

e Instability of the knee joint, AND

e There are no contraindications* to revision arthroplasty for any indication above

*Contraindications for total and revision knee arthroplasty:

e Active systemic bacteremia
e Active skin infection or open wound within the planned surgical site of the knee
o Neuropathic arthritis

e Rapidly progressive neurological disease



Unicomparmental knee arthroplasty

Unicompartmental knee arthroplasty meets the definition of medical necessity when the following
criteria are met:

e Advanced osteoarthritis or posttraumatic arthritis (Kellgren-Lawrence Grade 3 or 4) affecting
only a single compartment (medial, lateral or patellofemoral), AND

e Crepitus, effusion, or swelling with limited range of motion, AND

e Pain and functional disability that interferes with activities of daily living, AND

e Total arc of motion by goniometer > 90 degrees, AND

e No anterior cruciate ligament instability, AND

e Failure of at least of 3 months of conservative non-surgical medical management that is clearly
documented in the medical record, and includes all of the following:

O

O

Activity modification, AND

Anti-inflammatory medications or analgesics (unless contraindicated), AND

Supervised physical therapy, AND

Assistive device use, AND

Therapeutic injections into the knee (unless contraindicated), AND

None of the following contraindications for unicompartmental arthroplasty are present:

Active systemic bacteremia

Tibial or femoral shaft deformity

Active skin infection or open wound within the planned surgical site of the knee
Radiographic evidence of medial or lateral subluxation

Flexion contracture > 15 degrees

Rapidly progressive neurological disease

Varus deformity > 15 degrees for medial unicompartmental knee arthroplasty
Valgus deformity > 20 degrees for lateral unicompartmental knee arthroplasty
Inflammatory or neuropathic arthritis

Subchondral bone exposure or loss due to subchondral cysts or osteonecrosis

**Kellgren-Lawrence Grading System:

Grade 0: No radiographic features of osteoarthritis

Grade 1: Possible joint space narrowing and osteophyte formation

Grade 2: Definite osteophyte formation with possible joint space narrowing

Grade 3: Moderate multiple osteophytes, definite narrowing of joint space, some sclerosis and possible
deformity of bone contour



Grade 4: Large osteophytes, marked narrowing of joint space, severe sclerosis and definite deformity of
bone contour

BILLING/CODING INFORMATION:

CPT Coding

27438 Arthroplasty, patella; with prosthesis

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)

27486 Revision of total knee arthroplasty, with or without allograft; 1 component

27487 Revision of total knee arthroplasty, with or without allograft; femoral and entire tibial
component

REIMBURSEMENT INFORMATION:
Refer to section entitled POSITION STATEMENT.

PROGRAM EXCEPTIONS:
Federal Employee Program (FEP): Follow FEP guidelines.

State Account Organization (SAO): Follow SAO guidelines.

Medicare Advantage products: The following Local Coverage Determination (LCD) was reviewed on the
last guideline review date: Major Joint Replacement (Hip and Knee) (L33618), located at cms.gov.

If this Medical Coverage Guideline contains a step therapy requirement, in compliance with Florida law
627.42393, members or providers may request a step therapy protocol exemption to this requirement if
based on medical necessity. The process for requesting a protocol exemption can be found at Coverage
Protocol Exemption Request.

DEFINITIONS:

No guideline specific definitions apply.

RELATED GUIDELINES:
Autologous Chondrocyte Implantation (ACI), 02-20000-17

Computer Assisted Musculoskeletal Surgical Navigational Orthopedic Procedure, 02-20000-30

Knee Arthroscopy and Open, Non-Arthroplasty Knee Repair, 02-20000-65

OTHER:

None applicable.


https://www.floridablue.com/docview/coverage-protocol-exemption-request/
https://www.floridablue.com/docview/coverage-protocol-exemption-request/
http://mcgs.bcbsfl.com/MCG.aspx?mcgId=02-20000-17&pv=false
http://mcgs.bcbsfl.com/MCG.aspx?mcgId=02-20000-30&pv=false
http://mcgs.bcbsfl.com/MCG.aspx?mcgId=02-20000-65&pv=false
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COMMITTEE APPROVAL.:

This Medical Coverage Guideline (MCG) was approved by the Florida Blue Medical Policy and Coverage
Committee on 04/24/25.

GUIDELINE UPDATE INFORMATION:

10/15/16 | New Medical Coverage Guideline.

04/15/17 | Revision: updated criteria for total knee arthroplasty; unicompartmental knee

arthroplasty (UKA) (partial arthroplasty, hemiarthroplasty, unicondylar knee
arthroplasty, and bicondylar knee arthroplasty); and revision arthroplasty. Updated
references.

07/15/18 | Scheduled review. Revised description. Added general criteria for elective knee

arthroplasty. Revised criteria for total knee arthroplasty and revision arthroplasty;
separated UKA/PKA criteria into medial/lateral and patellofemoral. Deleted references

to “computer-navigated instrumentation”, “patient-specific instrumentation”, and
gender-specific instrumentation”. Updated references.

07/15/19 | Scheduled review. Revised TKA and TKA revision criteria. Updated references.

08/15/19 | Revision. Deleted extreme morbid obesity (BMI > 40) as a contraindication for TKA.

07/15/20 | Scheduled review. Revised position statement and CPT coding. Updated references.

05/15/21 | Scheduled review. Revised relative contraindications for TKA; revised criteria for UKA

and revision arthroplasty. Updated references.

12/15/22 | Revision: Deleted statement regarding simultaneous bilateral total knee arthroplasty.




06/10/23 | Scheduled review. Revised description, position statement, and references.

06/15/24 | Scheduled review. Revised description. Maintained position statement and updated
references.

05/15/25 | Scheduled review. Revised description, maintained position statement and updated
references.




