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Editor's note: On 1/1/2025, Guideline Notes 172 and 173 were replaced with Excluded Services Guidelines 1 and 2, which serve the same functions. References to Guidelines 172-173 can be treated interchangeably with Excluded Services Guidelines E1-E2 unless HERC has revised its decision since the original approval.

In January 2018, these codes were moved to Excluded Services Guideline 2.

CPT 62380 Endoscopic decompression of spinal cord, nerve root(s), including laminectomy, partial facetectomy, foraminotomy, discectomy and/or excision of herniated intervertebral disc

Last reviewed at VbBS in November 2016. Minutes indicate that the staff recommendation was accepted without significant discussion.

The following was presented in the meeting materials for the November, 2016 VbBS meeting:
62380: Endoscopic decompression of spinal cord, nerve root(s), including laminotomy, partial facetectomy, foraminotomy, discectomy and/or excision of herniated intervertebral disc, 1 interspace, lumbar
a. This is a new code, the first CPT code released for endoscopic minimally invasive spinal surgery.  The open equivalent is 63030 Laminotomy (hemilaminectomy), with decompression of nerve root(s), including partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc; 1 interspace, lumbar which is on lines 154 CERVICAL VERTEBRAL DISLOCATIONS/FRACTURES, OPEN OR CLOSED; OTHER VERTEBRAL DISLOCATIONS/FRACTURES, OPEN OR UNSTABLE; SPINAL CORD INJURIES WITH OR WITHOUT EVIDENCE OF VERTEBRAL INJURY, 351 CONDITIONS OF THE BACK AND SPINE WITH URGENT SURGICAL INDICATIONS, 366 SCOLIOSIS,532 CONDITIONS OF THE BACK AND SPINE WITHOUT URGENT SURGICAL INDICATIONS
b. Evidence—lumbar discectomy for lumbar disc herniation
i. Rasouli 2014, Cochrane review of minimally invasive lumbar discectomy vs open; study not included due to length, can be viewed here: http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010328.pub2/pdf
1. N=11 studies (1172 participants). 
2. There was low quality evidence that MID was associated with worse leg pain than MD/OD at follow-up ranging from six months to two years (e.g. at one year: MD 0.13, 95% CI 0.09 to 0.16), but differences were small (less than 0.5 points on a 0 to 10 scale) and did not meet standard thresholds for clinically meaningful differences. There was low-quality evidence that MID was associated with worse LBP than MD/OD at six-month follow-up (MD 0.35, 95% CI 0.19 to 0.51) and at two years (MD 0.54, 95% CI 0.29 to 0.79). There was no significant difference at one year (0 to 10 scale: MD 0.19, 95%CI -0.22 to 0.59). Statistical heterogeneity was small to high (I2 statistic= 35% at six months, 90% at one year and 65% at two years). There were no clear differences between MID techniques and MD/OD on other primary outcomes related to functional disability (Oswestry Disability Index greater than six months postoperatively) and persistence of motor and sensory neurological deficits, though evidence on neurological deficits was limited by the small numbers of participants in the trials with neurological deficits at baseline. 
3. MID was associated with lower risk of surgical site and other infections, but higher risk of re-hospitalisation due to recurrent disc herniation. In addition, MID was associated with slightly lower quality of life (less than 5 points on a 100-point scale) on some measures of quality of life, such as some physical subclasses of the 36-item Short Form. Some trials found MID to be associated with shorter duration of hospitalisation than MD/OD, but results were inconsistent.
4. Authors’ conclusions MID may be inferior in terms of relief of leg pain, LBP and re-hospitalisation; however, differences in pain relief appeared to be small and may not be clinically important. Potential advantages of MID are lower risk of surgical site and other infections. MID may be associated with shorter hospital stay but the evidence was inconsistent. Given these potential advantages, more research is needed to define appropriate indications for MID as an alternative to standard MD/OD.
ii. Wang 2014, meta-analysis of minimally invasive lumbar discectomy vs open for lumbar disc herniation
1. N=11 studies (1012 patients) 
2. The results of the meta-analysis indicated that there were significant differences between the two groups in blood loss (SMD = −0.93, 95% CI −1.84, −0.02; p = 0.05), and the number of days stays in hospital (SMD = −0.79, 95% CI −1.55, −0.04; p = 0.04). However, there were no significant differences in the short-term back visual analog scale (VAS) scores (SMD = −0.34, 95% CI −0.81, 0.14; p = 0.16), the long-term back VAS scores (SMD = 0.13, 95% CI −0.04, 0.30; p = 0.14), the short-term leg VAS scores (SMD = 0.14, 95%CI −0.01, 0.29; p = 0.07), the long-term leg VAS scores (SMD = 0.12, 95% CI −0.05, 0.30; p = 0.17), the short-term Oswestry disability index (ODI) scores (SMD = 0.01, 95% CI −0.14, 0.15; p = 0.92), the long-term ODI scores (SMD = 0.11, 95% CI −0.03, 0.25; p = 0.14), and the incidence of complications (RR = 1.22, 95% CI0.88, 1.69; p = 0.24). 
3. The results of this meta-analysis demonstrate that ILMI and MD are both safe and effective surgical procedures for treating LDH. Compared with MD, ILMI can shorten days in hospital, decrease the mounts of blood loss during surgery. However, the overall GRADE evidence quality was very low. Therefore, further validation is required, and medical institutions should conduct high-quality studies.
iii. Nerland 2015, case series of minimally invasive lumbar decompression for lumbar stenosis
1. N=885 patients with central stenosis of the lumbar spine (414 open laminectomy, 471 microdecompression)
2. 721 patients (81%) completed the one year follow-up. Equivalence between microdecompression and laminectomy was shown for the Oswestry disability index (difference 1.3 points, 95% confidence interval −1.36 to 3.92, P<0.001 for equivalence). Equivalence was confirmed in the propensity matched cohort and full information regression analyses. No difference was found between groups in quality of life (EQ-5D) one year after surgery. The number of patients with complications was higher in the laminectomy group (15.0% v 9.8%, P=0.018), but after propensity matching for complications the groups did not differ (P=0.23). The duration of surgery for single level decompression was shorter in the microdecompression group (difference 11.2 minutes, 95% confidence interval 4.9 to 17.5, P<0.001), but after propensity matching the groups did not differ (P=0.15). Patients in the microdecompression group had shorter hospital stays, both for single level decompression (difference 1.5 days, 95% confidence interval 1.7 to 2.6, P<0.001) and two level decompression (0.8 days, 1.0 to 2.2, P=0.003). 
3. Conclusion: At one year the effectiveness of microdecompression is equivalent to laminectomy in the surgical treatment of central stenosis of the lumbar spine. Favourable outcomes were observed at one year in both treatment groups.
c. Other policies
i. Premara BCBS and Aetna find minimally invasive lumbar spine surgery investigational
d. HERC staff summary: There is limited, low quality evidence regarding percutaneous endoscopic lumbar spinal surgery
e. HERC staff recommendation:
i. Place 62380: Endoscopic decompression of spinal cord, nerve root(s), including laminotomy, partial facetectomy, foraminotomy, discectomy and/or excision of herniated intervertebral disc, 1 interspace, lumbar on the Services Recommended for Non-Coverage table
1. Investigational
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