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See Policy CPT/HCPCS CODE section below for any prior authorization requirements 
 

SCOPE:  
 
Providence Health Plan, Providence Health Assurance, Providence Plan Partners, and Ayin Health 
Solutions as applicable (referred to individually as “Company” and collectively as “Companies”). 
 

APPLIES TO:  
 
All lines of business 
 

BENEFIT APPLICATION  
 
Medicaid Members 
  
Oregon: Services requested for Oregon Health Plan (OHP) members follow the OHP Prioritized List and 
Oregon Administrative Rules (OARs) as the primary resource for coverage determinations. Medical 
policy criteria below may be applied when there are no criteria available in the OARs and the OHP 
Prioritized List. 
 

POLICY CRITERIA 

This policy is based on the Centers for Medicare & Medicaid Services (CMS) Local Coverage 
Determination (LCD): Stereotactic Computer Assisted Volumetric &/or Navigation Procedure 
(L35133).1, This CMS guidance was archived on 7/31/2016; however CMS states:  
 
“LCDs are retired due to lack of evidence of current need(s) for the education and/or edits or in 
some cases because the material is addressed by a National Coverage Determination (NCD), a 
coverage provision in a CMS interpretative manual, another LCD or an article. 
 
Retirement does not mean that medical necessity has changed or that the LCD no longer reflects 
appropriate criteria. The guidance in the retired LCD may be helpful in assessing medical necessity.” 
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I. Stereotactic computer assisted volumetric and/or navigational procedures are considered 
medically necessary and covered for any of the following extracranial 
otorhinolaryngological/head and neck procedures: 
A. Revision endoscopic sinus surgery 
B. Frontal or sphenoid sinus surgery when there is documented loss of or altered 

anatomic landmarks, congenital deformities, or severe trauma 
C. Significantly distorted sinus anatomy of developmental, postoperative or traumatic 

origin 
D. Extensive sino-nasal polyposis of sufficient severity to create a need for the precision 

localization and navigation assistance 
E. Pathology involving the frontal, posterior ethmoid, or sphenoid sinuses 
F. Disease abutting the skull base, orbit, optic nerve or carotid artery 
G. Lateral skull base surgery where navigational planning and assistance is required 
H. CSF rhinorrhea or conditions where there is a skull base defect  
I. Transsphenoidal surgery 
J. Benign and malignant sino-nasal neoplasms of sufficient size or high-risk location 

 
II. Use of CPTs 61781, 61782 and 61783 with 20985 or other such CPT codes have been 

determined to be NOT appropriate in cases where screws and/or other hardware are 
applied to the spine.  All spinal procedures will be considered inappropriate for separate 
payment, due to the lack of compelling literature support. 

 
III. In addition, there is currently no convincing literature to support the use of any other than 

clinically-available devices for use in performing joint replacement surgery, either knee or 
hip though it does appear the technology allows arguably more precise positioning of the 
joint replacement hardware, there is no long-term data to supporting the assertion that 
this improves patient outcomes or long-term viability of the repair as compared to 
traditional methods of performing these procedures. Therefore, CPT code 20985, will be 
denied as not proven effective. 

 

 

BILLING GUIDELINES  

 
When documentation establishes the procedure to be medically reasonable and necessary, 
where CPT code 61781 or 61782 is used as an add-on code with CPT codes 61518-61521; 61526-61530; 
61541; 61545-61548; 61680-61702, all appropriate diagnoses for the primary procedures with which 
61781 or 61782 is billed as an add-on code will be allowed. 
 

CPT/HCPCS CODES 
 

All Lines of Business 

No Prior Authorization Required 
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61781 Stereotactic computer-assisted (navigational) procedure; cranial, intradural (List 
separately in addition to code for primary procedure) 

61782 Stereotactic computer-assisted (navigational) procedure; cranial, extradural (List 
separately in addition to code for primary procedure) 

20985 Computer-assisted surgical navigational procedure for musculoskeletal procedures, 
image-less (List separately in addition to code for primary procedure) 

61783 Stereotactic computer-assisted (navigational) procedure; spinal (List separately in 
addition to code for primary procedure) 

 

DESCRIPTION  
 
Stereotactic computer assisted volumetric (navigational) procedures describe computer assisted 
navigation systems that provide both preoperative and intraoperative information by displaying three-
dimensional (3D) computer images in relation to patient anatomy. 
 
A computer assisted navigation system consists of a computer workstation with image processing and 
surgical planning hardware, a localization/digitalizations system and display monitor. 
 

INSTRUCTIONS FOR USE 
 
Company Medical Policies serve as guidance for the administration of plan benefits.  Medical policies do 
not constitute medical advice nor a guarantee of coverage.  Company Medical Policies are reviewed 
annually and are based upon published, peer-reviewed scientific evidence and evidence-based clinical 
practice guidelines that are available as of the last policy update.  The Companies reserve the right to 
determine the application of Medical Policies and make revisions to Medical Policies at any 
time.  Providers will be given at least 60-days’ notice of policy changes that are restrictive in nature.  
 
The scope and availability of all plan benefits are determined in accordance with the applicable coverage 
agreement.  Any conflict or variance between the terms of the coverage agreement and Company 
Medical Policy will be resolved in favor of the coverage agreement.  
 

REGULATORY STATUS 
 
Mental Health Parity Statement  
 
Coverage decisions are made on the basis of individualized determinations of medical necessity and the 
experimental or investigational character of the treatment in the individual case. 
 

REFERENCES 
 
1.    Centers for Medicare & Medicaid Services (CMS) Local Coverage Determination (LCD): Stereotactic 

Computer Assisted Volumetric &/or Navigation Procedure (L35133).  Archived: 7/31/2016; 
Accessed: 3/4/2018; Link. 
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