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Position Statement 

 
On 

 
Insurance Coverage for Interbody Biomechanical Devices (CPT 22853) in  

Cervical Spine Arthrodesis 
 
Background 
 
Cervical spinal arthrodesis is a well-established surgical procedure used to treat degenerative cervical 
spondylotic myelopathy, radiculopathy, spinal instability, deformity, trauma, infection, and neoplastic 
conditions affecting the cervical spine. The goal is to achieve solid fusion between vertebral bodies 
following neural decompression and restoration of appropriate sagittal alignment. 
 
For more than two decades, spine surgeons have successfully utilized interbody biomechanical 
devices — including polymer and metallic (e.g., titanium) cages to restore disc height, maintain 
alignment, and facilitate fusion.1-5 CPT® code 22853 appropriately captures the work involved with the 
insertion of these devices during spinal arthrodesis procedures. 
 
Despite their widespread use and acceptance, payer policies continue to deny coverage for interbody 
spacers in routine anterior cervical discectomy and fusion (ACDF), characterizing them as 
experimental or not medically necessary relative to structural allograft alone. 
 
This position is inconsistent with contemporary clinical practice and the consensus of leading spine 
societies, which recognize interbody devices as standard, evidence-based implants that enhance 
surgical outcomes and expand patient-specific treatment options.  
 
Position Statement 
 
Interbody biomechanical devices should be recognized as medically necessary and reimbursable for 
use in anterior cervical spinal fusion procedures. 
 
Optimal patient care and patient safety are best achieved when surgeons and patients can jointly 
select from all clinically appropriate options — including structural autograft, allograft, and 
biomechanical devices — based on individual patient needs and preferences, and the 
recommendation of the treating surgeon.  
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Coverage policies that deny reimbursement for CPT 22853 in cervical fusion procedures are 
inconsistent with current standards of care, the peer-reviewed literature, and broad professional 
consensus. Interbody biomechanical devices are a safe, effective, and standard option in cervical 
spinal fusion and should be an option for all patients and reimbursed accordingly. 
 
Rationale 
 

• Standard of Care. Interbody biomechanical devices are a well-established and routine 
component of modern cervical spinal fusion procedures for over a quarter of a century. Both 
allograft and synthetic biomechanical devices are reasonable options for interbody fusion 
procedures in the cervical spine; both options should be available to practicing surgeons for 
their patients.  

 
• Preservation of the Surgeon–Patient Relationship. Coverage policies should not interfere 

with the clinical decision-making or require surgeons to justify the absence of widely accepted 
standard of care implants. 

 
• Equitable Patient Access. Restrictive policies create disparities in access to care, as most 

insurers recognize these devices as appropriate and medically necessary. 
 

• Broad Professional Consensus. Every leading spine organization has urged payers to align 
coverage policies with current clinical standards and allow use of interbody devices in cervical 
fusion. 

 
• Clinical and Biomechanical Evidence. Modern interbody devices — including Polyether 

ether ketone (PEEK) and porous titanium cages — demonstrate outcomes that are 
comparable to or, in some cases, superior to structural bone grafts.2,6-8 Benefits include: 

o Improved implant stability 
o Enhanced osseointegration 
o Reduced subsidence rates 
o Better maintenance of cervical lordosis 

 
• Technological Advancements. Innovations such as 3D-printed porous titanium cages 

promote osteogenesis and enable structural designs not achievable with cadaveric 
allograft.7,9,10 

 
• Risk Profile of Structural Grafts. Structural allografts can carry inherent risks, including 

potential disease transmission and mechanical failure due to variability in graft integrity.11 
 

• Patient-Centered Considerations. Some patients may decline allograft use due to cultural or 
religious beliefs; coverage policies should not limit clinically appropriate alternatives. 

 
• Health System Impact. Restricting access to biomechanical implants may increase rates of 

graft failure, pseudarthrosis, and revision surgery — ultimately increasing health care costs 
and patient morbidity. 
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