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Medical Policy

Joint Medical Policies are a source for BCBSM and BCN medical policy information only.
These documents are not to be used to determine benefits or reimbursement. Please
reference the appropriate certificate or contract for benefit information.
____________________________________________________________________________
Category: Surgery
*Current Policy Effective Date: 11/01/07

Title: Autologous Chondrocyte
Transplantation

Procedure Code(s):
Multiple Codes

____________________________________________________________________________
Description/Background
Damaged articular cartilage typically fails to heal on its own and can be associated with pain,
loss of function and disability which leads to debilitating osteoarthritis over time. These
manifestations can severely impair an individual’s activities of daily living and adversely affect
quality of life.
Conventional treatment options include debridement, subchondral drilling, microfracture and
abrasion arthroplasty. Debridement involves the removal of synovial membrane, osteophytes,
loose articular debris and diseased cartilage and is capable of producing symptomatic relief.
Subchondral drilling, microfracture and abrasion arthroplasty attempt to restore the articular
surface by inducing the growth of fibrocartilage into the chondral defect. Compared to the
original hyaline cartilage, fibrocartilage has less capability to withstand shock or shearing force
and can degenerate over time, often resulting in the return of clinical symptoms.
In contrast, autologous chondrocyte transplantation (ACT) attempts to regenerate hyaline-like
cartilage and thereby restore durable function. Through arthroscopy, a region of healthy
articular cartilage is identified and biopsied. The tissue is minced and enzymatically digested.
Chondrocytes are separated by filtration, and the isolated chondrocytes are cultivated in culture
medium for 11–21 days. With the patient under general anesthesia, an arthrotomy is performed
and the chondral lesion is excised up to the normal surrounding cartilage. A periosteal flap is
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removed from the proximal medial tibia and is sutured to the surrounding rim of normal
cartilage. The cultured chondrocytes are then injected beneath the periosteal flap.
The culturing of chondrocytes is considered by the U.S. Food and Drug Administration (FDA) to
fall into the category of manipulated autologous structural cells (MAS), which are subject to a
biologic licensing requirement. At the present time, only Carticel™ has received FDA approval
for the culturing of chondrocytes through a biologics license. In 1997 Carticel received FDA
approval for the repair of clinically significant, "...symptomatic cartilaginous defects of the
femoral condyle (medial, lateral or trochlear) caused by acute or repetitive trauma.…." The
labeled indication was revised in October of 1999 to read as follows:
"Carticel is indicated for the repair of symptomatic cartilaginous defects of the femoral
condyle (medial, lateral or trochlear), caused by acute or repetitive trauma, in patients
who have had an inadequate response to a prior arthroscopic or other surgical repair
procedure."
The entire ACT procedure consists of four steps:
1. The initial arthroscopy and biopsy of normal cartilage,
2. Culturing of chondrocytes,
3. A separate arthrotomy to create a periosteal flap and implant the chondrocytes and
4. Post-surgical rehabilitation.
The initial arthroscopy may be scheduled as a diagnostic procedure. As part of this procedure
a cartilage defect may be identified, prompting biopsy of normal cartilage in anticipation of a
possible chondrocyte transplant. The biopsied material is then sent for culturing and returned
to the hospital when the implantation procedure (i.e., arthrotomy) is scheduled. At the time of
arthrotomy, additional procedures may be done such as repair of ligaments or tendons or
creation of an osteotomy for realignment of the joint. Therefore, it may be difficult to attribute
the initial arthroscopy or subsequent arthrotomy entirely to the chondrocyte transplant
procedure.
____________________________________________________________________________
CPT/HCPCS Level II Codes and Description (Note: The inclusion of a code in this list is
not a guarantee of coverage. Please refer to the medical policy statement to determine the status of a
given procedure)

Established codes:
29870Code range, arthroscopy of the knee
29887
27330Code range, arthrotomy of the knee
27335
27412
Autologous chondrocyte implantation, knee (new in 2005)
S2112
Arthroscopy, knee, surgical, for harvesting of cartilage (chondrocyte cells)
J7330
Autologous cultured chondrocytes, implant

-2BCBSM/BCN Medical Policies are developed to provide general information about Blue Cross Blue Shield and Blue Care
Network of Michigan medical policies. This policy is not intended to offer coverage or medical advice. This policy may be
updated and is therefore subject to change.
Autologous Chondrocyte Transplantation.NP.ps.082107.EST

Medical Policy Title: Autologous Chondrocyte Transplantation

Other codes (investigational, not medically necessary, etc.):
N/A
____________________________________________________________________________
Diagnoses/Medical Conditions
•
•
•
•
•
•

Cartilage defect of the femorotibial joint
Cartilage defect in trochlea
Cartilage defect in lateral femoral condyle
Cartilage defect in medial femoral condyle
Chondromalacia
Osteochondritis dissecans
____________________________________________________________________________
Medical Policy Statement
The safety and effectiveness of autologous chondrocyte transplantation have been established.
It may be considered a useful therapeutic option for the treatment of clinically significant,
symptomatic cartilaginous defects of the femoral condyle.
Rationale
The culturing of chondrocytes with subsequent implantation (autologous chondrocyte
transplantation or implantation) is an FDA approved procedure used as a second-line
treatment for the repair of symptomatic cartilaginous defects of the femoral condyle
(medial, lateral and trochlear) caused by repetitive trauma. It may be appropriate in a
patient who has had an inadequate response to a prior arthroscopic or other surgical
procedure.
Medical Policy Position Summary (Non-clinical summary statement for

customer use)

Autologous chondrocyte transplantation (ACT) attempts to regenerate cartilage and restore
durable function. Damaged cartilage typically fails to heal on its own and can be
associated with pain, loss of function and disability which leads to debilitating osteoarthritis
over time. These manifestations can severely impair an individual’s activities of daily living
and adversely affect quality of life.
The safety and effectiveness of autologous chondrocyte transplantation have been
established. It may be considered a useful therapeutic option for the treatment of clinically
significant, symptomatic cartilaginous defects of the femoral condyle.
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Inclusionary and Exclusionary Guidelines (Clinically based guidelines that may
support individual consideration and pre-authorization decisions)
Inclusion Criteria:
• Diagnosis of acute or traumatic injury to the knee joint
• Small to medium size hyalin cartilage lesions (1-10cms2)
• Patient is between the ages of 15 - 55 years
• Inadequate response to prior arthroscopy or other surgical procedures
• Significant symptoms of pain, swelling, catching and limitation of daily or recreational
activities
• When total knee replacement is not a clinically acceptable alternative
Exclusions:
• As a first-line treatment
• Infection at the operative sites
• Osteoarthritis
• Inflammatory diseases of the joint
• History of allergy to the antibiotic gentamicin
• Sensitivities to materials of a bovine origin
• An unstable knee
• Abnormal distribution of weight within the joint
• Previous malignancy in the bones, cartilage, fat or muscle of the treated limb
• Kissing lesions (where opposing articular cartilage surfaces meet abnormally, e.g., patella
and femur or femur and tibia)
• Previous total meniscectomy
___________________________________________________________________________
Related Policies
None
___________________________________________________________________________
Medicare Information
CMS has no national policy regarding this procedure. However, Medicare does use a passthrough code for any FDA approved device/service; this procedure is FDA approved.
(The above Medicare information is current as of the review date for this policy. However, since
Medicare coverage issues and policies may be updated or revised by Centers for Medicare &
Medicare Services [CMS, formerly HCFA] on a frequent basis, the most current information may not
be contained in this document. For the most current information, you should contact an official
source.)
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The articles reviewed in this research include those obtained in an Internet based literature search
for relevant medical references through 5/22/07, the date the research was completed.
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Joint BCBSM/BCN Medical Policy History
Policy
Effective Date

BCBSM
Signature Date

BCN
Signature Date

2/11/03

2/11/03

12/20/02

Joint policy established

9/7/04

9/7/04

8/27/04

Maintenance review and update of
policy verbiage, procedure codes
and resources

9/20/05

9/20/05

8/18/05

Maintenance review update codes

11/01/07

08/21/07

10/22/07

Routine maintenance, policy retired

Comments

Next Review: This procedure is established and no longer subject for periodic review.

Pre-Consolidation Medical Policy History
Original Policy Date

Comments

BCN

1/16/01

Revised: N/A

BCBSM

2/15/99

Revised: 6/25/02
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BLUE CARE NETWORK
POLICY: AUTOLOGOUS CHONDROCYTE TRANSPLANTATION
I.

Coverage Determination:
Autologous chondrocyte transplantation is a covered benefit for BCN members who
meet patient selection criteria. The culturing of chondrocytes with subsequent
implantation (autologous chondrocyte transplantation or implantation) is an FDA
approved procedure used as a second-line treatment for the repair of symptomatic
cartilaginous defects of the femoral condyle (medial, lateral and trochlear), caused by
repetitive trauma, in patients who have had inadequate response to a prior arthroscopic
or other surgical procedure. Currently, only Carticel® has received FDA approval for
culturing of the chondrocytes.

II.

Benefit Information:
Inclusion Criteria:
• Diagnosis of acute or traumatic injury to the knee joint
• Small to medium size hyalin cartilage lesions (1-10cms)
• Patient is between ages of 15 - 55 years
• Inadequate response to prior arthroscopy or other surgical procedures
• Significant symptoms of pain, swelling, catching and limitation of daily or recreational
activities
• When total knee replacement is not a clinically acceptable alternative

III.

Benefit Exclusions:
•
•
•
•
•
•
•
•
•
•
•

IV.

As a first-line treatment
Infection at the operative sites
Osteoarthritis
Inflammatory diseases of the joint
History of allergy to antibiotic gentamicin
Sensitivities to materials of a bovine origin
An unstable knee
Abnormal distribution of weight within the joint
Previous malignancy in the bones, cartilage, fat , or muscle of the treated limb
Kissing lesions (where opposing articular cartilage surfaces meet abnormally, e.g.,
patella and femur or femur and tibia).
Previous total meniscectomy

Administrative Guidelines:
•

The member's contract must be active at the time the service is rendered.
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•
•
•
•
•

V.

The service must be authorized by the member's PCP except for Self-Referral Option
(SRO) members seeking Tier 2 coverage.
Services must be performed by a BCN-contracted provider, if available, except for
Self-Referral Option (SRO) members seeking Tier 2 coverage.
Appropriate copayments will apply
CPT - HCPCS codes are used for descriptive purposes only and are not a guarantee
of coverage.
Payment is based on BCN payment rules, individual certificate benefits and certificate
riders.

Effective Date:
Policy updated: 9/20/05, 11/01/07
Joint policy effective date: 9/7/04
Supersedes benefit information of: 1/06/2001, 12/20/02
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