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Background:

Blue Advantage medical policy does not conflict with Local Coverage Determinations (LCDs),
Local Medical Review Policies (LMRPs) or National Coverage Determinations (NCDs) or with
coverage provisions in Medicare manuals, instructions or operational policy letters. In order to
be covered by Blue Advantage the service shall be reasonable and necessary under Title XVIII of
the Social Security Act, Section 1862(a)(1)(A). The service is considered reasonable and
necessary if it is determined that the service is:
1. Safe and effective;
2. Not experimental or investigational*;
3. Appropriate, including duration and frequency that is considered appropriate for the
service, in terms of whether it is:
• Furnished in accordance with accepted standards of medical practice for the
diagnosis or treatment of the patient’s condition or to improve the function of a
malformed body member;
• Furnished in a setting appropriate to the patient’s medical needs and condition;
• Ordered and furnished by qualified personnel;
• One that meets, but does not exceed, the patient’s medical need; and
• At least as beneficial as an existing and available medically appropriate alternative.
*Routine costs of qualifying clinical trial services with dates of service on or after September 19,
2000 which meet the requirements of the Clinical Trials NCD are considered reasonable and
necessary by Medicare. Providers should bill Original Medicare for covered services that are
related to clinical trials that meet Medicare requirements (Refer to Medicare National Coverage
Determinations Manual, Chapter 1, Section 310 and Medicare Claims Processing Manual
Chapter 32, Sections 69.0-69.11).
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Description of Procedure or Service:

Manipulation under anesthesia (MUA) consists of a series of mobilization, stretching, and
traction procedures performed while the patient receives anesthesia (usually general anesthesia
or moderate sedation).
Manipulation is intended to break up fibrous and scar tissue to relieve pain and improve range of
motion. Anesthesia or sedation is used to reduce pain, spasm, and reflex muscle guarding that
may interfere with the delivery of therapies and to allow the therapist to break up joint and soft
tissue adhesions with less force than would be required to overcome patient resistance or
apprehension. MUA is generally performed with an anesthesiologist in attendance. . MUA is an
accepted treatment for isolated joint conditions, such as arthrofibrosis of the knee and adhesive
capsulitis. It is also used to reduce fractures (e.g., vertebral, long bones) and dislocations.
MUA has been proposed as a treatment modality for acute and chronic pain conditions,
particularly of the spinal region, when standard care, including manipulation, and other
conservative measures have been unsuccessful. MUA of the spine has been used in various
forms since the 1930s. Complications from general anesthesia and forceful long-lever, high
amplitude nonspecific manipulation procedures resulted in decreased use of the procedure in
favor of other therapies. MUA was modified and revived in the 1990s. This revival is attributed
to increased interest in spinal manipulative therapy and the advent of safer, shorter-acting
anesthesia agents used for conscious sedation.
MUA of the spine is described as follows: after sedation is achieved, a series of mobilization,
stretching, and traction procedures to the spine and lower extremities is performed and may
include passive stretching of the gluteal and hamstring muscles with straight-leg raise, hip
capsule stretching and mobilization, lumbosacral traction, and stretching of the lateral abdominal
and paraspinal muscles. After the stretching and traction procedures, spinal manipulative therapy
(SMT) is delivered with high-velocity; short-amplitude thrust applied to ta spinous process by
hand, while the upper torso and lower extremities are stabilized. SMT may also be applied to the
thoracolumbar or cervical area if considered necessary to address the low back pain.
The MUA takes 15 to 20 minutes, and after recovery from anesthesia, the patient is discharged
with instructions to remain active and use heat or ice for short-term analgesic control. Some
practitioners recommend performing the procedure on three or more consecutive days for best
results. Care after MUA may include four to eight weeks of active rehabilitation with manual
therapy, including SMT and other modalities. Manipulation has also been performed after
injection of local anesthetic into lumbar zygapophyseal and/or sacroiliac joints under
fluoroscopic guidance (manipulation under joint anesthesia/analgesia [MUJA]) and after epidural
injection of corticosteroid and local anesthetic (manipulation post-epidural injection
[MUES]}/spinal manipulation under anesthesia has also been combined with other joint
manipulation during multiple sessions. Together, these may be referred to as medicine-assisted
manipulation (MAM).
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Policy:

Effective for dates of service on or after December 1, 2014:
Blue Advantage will treat Spinal manipulation (and manipulation of other joints, e.g., hip
joint, performed during the procedure) with the patient under anesthesia, spinal manipulation
under joint anesthesia, and spinal manipulation after epidural anesthesia and
corticosteroid injection as a non-covered benefit and as investigational for treatment of
chronic spinal (cranial, cervical, thoracic, lumbar) pain and chronic sacroiliac and pelvic
pain.
Blue Advantage will treat spinal manipulation under anesthesia involving serial treatment
sessions as a non-covered benefit and as investigational.
This policy does not address the use of spinal manipulation under anesthesia for the treatment of
vertebral fracture or dislocation.
Please refer to policy #345 for the Manipulation of Other Joints under Anesthesia.
Blue Advantage does not approve or deny procedures, services, testing, or equipment for our
members. Our decisions concern coverage only. The decision of whether or not to have a certain
test, treatment or procedure is one made between the physician and his/her patient. Blue
Advantage administers benefits based on the members' contract and medical policies. Physicians
should always exercise their best medical judgment in providing the care they feel is most
appropriate for their patients. Needed care should not be delayed or refused because of a
coverage determination.

Key Points:

The most recent update with literature review was performed using the MEDLINE database
through February 18, 2019.
Evidence reviews assess the clinical evidence to determine whether the use of a technology
improves the net health outcome. Broadly defined, health outcomes are length of life, quality of
life, and ability to function- including benefits and harms. Every clinical condition has specific
outcomes that are important to patients and to managing the course of that condition. Validated
outcome measures are necessary to ascertain whether a condition improves or worsens; and
whether the magnitude of that change is clinically significant. The net health outcome is a
balance of benefits and harms.
To assess whether the evidence is sufficient to draw conclusions about the net health outcome of
technology, two domains are examined: the relevance and the quality and credibility. To be
relevant, studies must represent one or more intended clinical use of the technology in the
intended population and compare an effective and appropriate alternative at a comparable
intensity. For some conditions, the alternative will be supportive care or surveillance. The quality
and credibility of the evidence depend on study design and conduct, minimizing bias and
confounding that can generate incorrect findings. The randomized controlled trial is preferred to
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assess efficacy; however, in some circumstances, nonrandomized studies may be adequate.
Randomized controlled trials are rarely large enough or long enough to capture less common
adverse events and long-term effects. Other types of studies can be used for these purposes and
to assess generalizability to broader clinical populations and settings of clinical practice.
Manipulation under Anesthesia
Clinical Context and Therapy Purpose
The purpose of manipulation under anesthesia is to provide a treatment option that is an
alternative to or an improvement on existing therapies, such as conservative management, in
patients with chronic spinal, sacroiliac, or pelvic pain.
The question addressed in this evidence review is: does manipulation under anesthesia improve
the net health outcome in individuals with chronic spinal, sacroiliac, or pelvic pain?
The following PICOTS were used to select literature to inform this review.
Patients
The relevant population of interest are individuals with chronic spinal, sacroiliac, or pelvic pain.
Interventions
The therapy being considered is manipulation under anesthesia.
Manipulation under anesthesia consists of a series of mobilization, stretching, and traction
procedures performed while the patient is sedated (usually with general anesthesia or moderate
sedation). MUA takes 15 to 20 minutes, and after recovery from anesthesia, the patient is
discharged with instructions to remain active and use heat or ice for short-term analgesic control.
Comparators
Comparators of interest include conservative management.
Conservative management includes steroid regimens, blood pressure medication, muscle
relaxers, and physical therapy, and is managed by physical therapists and primary care providers
in an outpatient clinical setting.
Outcomes
The general outcomes of interest are symptoms, functional outcomes, quality of life, and
treatment-related morbidity.
The most significant outcome of interest was improvement in quality of life, At 2 weeks, 52% of
the patients reported clinically relevant improvement (better or much better), with 45.5%
improved at 4 weeks. There was also a statistically significant reduction in numeric rating scale
scores for pain at 4 weeks after the procedure.
Table 1. Outcomes of Interest for Individuals juvenile or adolescent idiopathic scoliosis at high risk
of progression
Outcomes
Change in Disease Status

Details
The use of a standard brace showed significant improvement in spinal
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Quality of Life

curvature and strength compared to observation alone
The use of the standard brace requires wearing it for at least 12 hours a
day which does limit motor function, however after the use of the brace
motor function was reportedly increased

Timing
The existing literature evaluating manipulation under anesthesia as a treatment for chronic
spinal, sacroiliac, or pelvic pain has varying lengths of follow up, ranging from 2 weeks to 6
months. While studies described below all reported at least one outcome of interest,
longer follow-up was necessary to fully observe outcomes. Therefore, 6 months of follow-up is
considered necessary to demonstrate efficacy.
Setting
Patients with chronic spinal, sacroiliac, or pelvic pain are actively managed by orthopedic
surgeons and primary care providers in an outpatient clinical setting.
Study Selection Criteria
Methodologically credible studies were selected using the following principles:
a. To assess efficacy outcomes, comparative controlled prospective trials were sought, with
a preference for RCTs;
b. b.In the absence of such trials, comparative observational studies were sought, with a
preference for prospective studies.
c. c.To assess longer term outcomes and adverse events, single-arm studies that capture
longer periods of follow-up and/or larger populations were sought.
Studies with duplicative or overlapping populations were excluded.
Dagenais et al conducted a comprehensive review of the history of manipulation under
anesthesia (MUA) or medicine-assisted manipulation and the published experimental literature.
They noted that there was no research to confirm theories about a mechanism of action for these
procedures and that the only randomized controlled trial identified was published in 1971 when
the techniques for spinal manipulation differed from those used presently.
Nonrandomized Comparative Studies
No high quality randomized controlled trials have been identified. A 2013 comprehensive
review of the literature describes studies by Kohlbeck et al. and Palmieri and Smoyak as being
the best evidence available for MAM/MUA of the spine. Kohlbeck and colleagues carried out a
prospective cohort study of 68 patients with chronic low back pain. All patients received an
initial four to six week trial of spinal manipulation therapy (SMT), after which 42 patients
received supplemental intervention with MUA and the remaining 26 patients continued with
SMT. Low back pain and disability measures favored the MUA group over the SMT-only
group at three months (adjusted mean difference of 4.4 points on a 100-point scale, 95%
confidence interval [CI]: -2.2 to 11.0). This difference attenuated at one year (adjusted mean
difference of 0.3 points, 95% CI: -8.6 to 9.2). The relative odds of experiencing a 10- point
improvement in pain and disability favored the MUA group at three months (odds ratio [OR]:
4.1, 95% CI: 1.3-13.6) and at one year (OR: 1.9, 95% CI: 0.6-6.5).
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Palmieri and Smoyak evaluated the efficacy of using self-reported questionnaires to study
MUA using a convenience sample of 87 subjects in two ambulatory surgery centers and two
chiropractic clinics. Thirty-eight patients with low back pain received MUA and 49 received
traditional chiropractic treatment. A numeric pain scale and Roland-Morris Questionnaire were
administered at baseline, after the procedure, and four weeks later. Average pain scale scores in
the MUA group decreased by 50% versus 26% in the traditional treatment group; RolandMorris Questionnaire scores decreased by 51% and 38%, respectively. Although the authors
concluded that the study supported the need for large-scale studies on MUA and that the
assessments are easily administered and dependable, no large-scale studies comparing MUA
with traditional chiropractic treatment have been identified.
Observational Studies
In 2014, Peterson et al reported a prospective study of 30 patients with chronic pain (17 low back
and 13 neck) who underwent a single MUA session with follow-up at two and four weeks. The
primary outcome measure was the Patient’s Global Impression of Change (PGIC). At two weeks,
52% of the patients reported clinically relevant improvement (better or much better) with 45.5%
improved at four weeks. There was a statistically significant reduction in numeric rating scale
scores (NRS) at four weeks (p=0.01) from a mean score of 4.0 at one day before MUA to 3.5 at
two weeks post-MUA. Bournemouth Questionnaire (BQ) scores improved from 24.17 to 20.38
at two (p=0.008) and 19.45 at four weeks (p=0.001). This study is limited by the lack of a sham
group to control for a potential placebo effect. In addition, the clinical significance of the
improvement in NRS and BQ scores is questioned.
In 1999, West et al reported on a series of 177 patients with pain arising from the cranial,
cervical, thoracic, and lumbar spine, as well as the sacroiliac and pelvic regions who had failed
conservative and surgical treatment. Patients underwent 3 sequential manipulations with
intravenous sedation followed by 4 to 6 weeks of spinal manipulation and therapeutic
modalities; all had 6 months of follow-up. On average, visual analog scale ratings improved by
62% in patients with cervical pain and by 60% in patients with lumbar pain. Dougherty et al
retrospectively reviewed outcomes of 20 cervical and 60 lumbar radiculopathy patients who
underwent spinal manipulation post-epidural injection. After epidural injection of lidocaine
(guided fluoroscopically or with computed tomography), methylprednisolone acetate flexion
distraction mobilization and then high-velocity, low-amplitude spinal manipulation was
delivered to the affected spinal regions. Outcome criteria were empirically defined as
significant improvement, temporary improvement, or no change. Among lumbar spine patients,
22 (37%) noted significant improvement, 25 (42%) reported temporary improvement, and 13
(22%) no change. Among patients receiving cervical epidural injection, 10 (50%) had
significant improvement, 6 (30%) had temporary relief, and 4 (20%) had no change.
The one study of manipulation under joint anesthesia/analgesia (MUJA) found in the literature
search had only four subjects. Michaelsen noted in a paper published in 2000 that MUJA should
be viewed with “guarded optimism because its success is based solely on anecdotal experience.”
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Summary of Evidence
For individuals who have chronic spinal, sacroiliac, or pelvic pain who receive MUA, the
evidence includes case series and nonrandomized comparative studies. Relevant outcomes are
symptoms, functional outcomes, quality of life, and treatment-related morbidity. Scientific
evidence on spinal MUA, spinal manipulation with joint anesthesia, and spinal manipulation
after epidural anesthesia and corticosteroid injection is very limited. No randomized controlled
trials have been identified. Evidence on the efficacy of MUA over several sessions or for
multiple joints is also lacking. The evidence is insufficient to determine the effects of the
technology on health outcomes.
Practice Guidelines and Position Statements
American Association of Manipulation Under Anesthesia Providers
The American Association of Manipulation Under Anesthesia Providers (2014) published
consensus-based guidelines for the practice and performance of manipulation under anesthesia
(MUA). The guidelines included patient selection criteria, establishing medical necessity,
frequency and follow-up procedures, parameters for determining MUA progress, general postMUA therapy, and safety. The guidelines recommended 3 consecutive days of treatment, based
on the premise that serial procedures allow a gentler yet effective treatment plan with better
control of biomechanical force. The guidelines also recommended follow-up therapy without
anesthesia over 8 weeks after MUA that includes all fibrosis release and manipulative
procedures performed during the MUA procedure to help prevent re-adhesion.
American Academy of Osteopathy
The American Academy of Osteopathy (AAO) published a consensus statement in 2005 on
osteopathic manipulation of somatic dysfunction under anesthesia and conscious sedation. The
AAO states that manipulation under anesthesia may be appropriate in cases of restrictions and
abnormalities of function that include recurrent muscle spasm, range-of-motion restrictions,
persistent pain secondary to injury and/or repetitive motion trauma, and is in general limited to
patients who have somatic dysfunction which:
1. Has failed to respond to conservative treatment in the office or hospital that has included
the use of osteopathic manipulative therapy, physical therapy and medication; and/or
2. Is so severe that muscle relaxant medication, anti-inflammatory medication or analgesic
medications are of little benefit; and/or
3. Results in biomechanical impairment which may be alleviated with use of the
procedure.
U.S. Preventive Services Task Force Recommendations
The U.S. Preventive Services Task Force has not addressed MUA.

Key Words:

Spinal manipulation under anesthesia, SMUA, pelvic pain, MUA, MAM
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Approved by Governing Bodies:

Manipulative procedures are not subject to regulation by the U.S. Food and Drug Administration.

Benefit Application:

Coverage is subject to member’s specific benefits. Group specific policy will supersede this
policy when applicable.

Coding:
CPT:

00640
22505

Anesthesia for manipulation of the spine or for closed procedures
on the cervical, thoracic or lumbar spine
Manipulation of spine requiring anesthesia, any region
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This medical policy is not an authorization, certification, explanation of benefits, or a contract. Eligibility and benefits are determined on a caseby-case basis according to the terms of the member’s plan in effect as of the date services are rendered. All medical policies are based on (i)
research of current medical literature and (ii) review of common medical practices in the treatment and diagnosis of disease as of the date
hereof. Physicians and other providers are solely responsible for all aspects of medical care and treatment, including the type, quality, and levels
of care and treatment.
This policy is intended to be used for adjudication of claims (including pre-admission certification, pre-determinations, and pre-procedure
review) in Blue Cross and Blue Shield’s administration of plan contracts.
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