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Description and Application of the Guidelines
The AIM Clinical Appropriateness Guidelines (hereinafter “AIM Clinical Appropriateness Guidelines” or the
“Guidelines”) are designed to assist providers in making the most appropriate treatment decision for a specific
clinical condition for an individual. As used by AIM, the Guidelines establish objective and evidence-based, where
possible, criteria for medical necessity determinations. In the process, multiple functions are accomplished:
●
●
●
●
●
●
●

To establish criteria for when services are medically necessary
To assist the practitioner as an educational tool
To encourage standardization of medical practice patterns
To curtail the performance of inappropriate and/or duplicate services
To advocate for patient safety concerns
To enhance the quality of healthcare
To promote the most efficient and cost-effective use of services

AIM guideline development process complies with applicable accreditation standards, including the
requirement that the Guidelines be developed with involvement from appropriate providers with current clinical
expertise relevant to the Guidelines under review and be based on the most up to date clinical principles and
best practices. Relevant citations are included in the “References” section attached to each Guideline. AIM
reviews all of its Guidelines at least annually.
AIM makes its Guidelines publicly available on its website twenty-four hours a day, seven days a week. Copies
of the AIM Clinical Appropriateness Guidelines are also available upon oral or written request. Although the
Guidelines are publicly-available, AIM considers the Guidelines to be important, proprietary information of AIM,
which cannot be sold, assigned, leased, licensed, reproduced or distributed without the written consent of AIM.
AIM applies objective and evidence-based criteria and takes individual circumstances and the local delivery
system into account when determining the medical appropriateness of health care services. The AIM
Guidelines are just guidelines for the provision of specialty health services. These criteria are designed to guide
both providers and reviewers to the most appropriate services based on a patient’s unique circumstances. In
all cases, clinical judgment consistent with the standards of good medical practice should be used when
applying the Guidelines. Guideline determinations are made based on the information provided at the time of
the request. It is expected that medical necessity decisions may change as new information is provided or
based on unique aspects of the patient’s condition. The treating clinician has final authority and responsibility
for treatment decisions regarding the care of the patient and for justifying and demonstrating the existence of
medical necessity for the requested service. The Guidelines are not a substitute for the experience and
judgment of a physician or other health care professionals. Any clinician seeking to apply or consult the
Guidelines is expected to use independent medical judgment in the context of individual clinical circumstances
to determine any patient’s care or treatment.
The Guidelines do not address coverage, benefit or other plan specific issues. If requested by a health plan,
AIM will review requests based on health plan medical policy/guidelines in lieu of the AIM Guidelines.
The Guidelines may also be used by the health plan or by AIM for purposes of provider education, or to review
the medical necessity of services by any provider who has been notified of the need for medical necessity
review, due to billing practices or claims that are not consistent with other providers in terms of frequency or
some other manner.
CPT® (Current Procedural Terminology) is a registered trademark of the American Medical Association (AMA). CPT® five digit codes, nomenclature
and other data are copyright by the American Medical Association. All Rights Reserved. AMA does not directly or indirectly practice medicine or
dispense medical services. AMA assumes no liability for the data contained herein or not contained herein.

Copyright © 2018. AIM Specialty Health. All Rights Reserved.

Preoperative Admission

3

Preoperative Admission Guidelines for
Musculoskeletal Surgery and Procedures
Description and General Requirements
The intent of this guideline is to assist in determining appropriate indications for hospital admission
prior to elective surgery. The vast majority of musculoskeletal procedures do not require preoperative
day admission. Providers should be prepared to submit the required supporting medical
documentation to include but not limited to:
•
•
•
•
•

Provider office notes detailing preoperative medical optimization*
List of managed or unmanaged comorbidities and/or other surgical risk factors
If requested, the specific reason for an inpatient preoperative day
Copies of medical consultations or clearances
If available, ASA physical status (Appendix A), Charlson comorbidity score, or other validated
surgical risk score

This guideline does not address the clinical appropriateness of the procedure. The AIM prior
authorization process for clinical appropriateness of the surgical procedure is completed separately
and precedes the level of care determination.
A preoperative day is an inpatient admission 24 hours prior to the scheduled date of an inpatient
surgical procedure This guideline applies to elective musculoskeletal surgical procedures and does
not apply to fractures, infections, tumors or other emergent non-elective cases.
*All patients are expected to undergo medical optimization on an outpatient basis. Medical
optimization is not an indication for preoperative day admission.

Indications
Preoperative admission is indicated when the admission has been shown or is reasonably expected
to reduce surgical risk and improve patient centered outcomes relative to outpatient preoperative
preparation. One preoperative day is considered medically necessary for any one of the following
indications:
•

Ensuring adherence to preoperative preparations
o Bowel preparations such as Golytely when patients cannot complete the prep at home
o Prophylaxis against contrast allergy

•

Preoperative intravenous medication administration
o Bridging anticoagulation

•

Expedite/perform additional procedures prior to the surgery
o Interventional radiology
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o Nasogastric tube
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Appendix A. ASA Physical Status Classification System
ASA PS
Classification
ASA I

Definition

Examples, including, but not limited to:

A normal healthy patient

Healthy, non-smoking, no or minimal alcohol use

A patient with mild systemic disease

Mild diseases only without substantive functional
limitations. Examples include (but not limited to): current
smoker, social alcohol drinker, pregnancy, obesity (30 <
BMI < 40), well-controlled DM/HTN, mild lung disease

A patient with severe systemic disease

Substantive functional limitations; One or more moderate
to severe diseases. Examples include (but not limited to):
poorly controlled DM or HTN, COPD, morbid obesity (BMI
≥40), active hepatitis, alcohol dependence or abuse,
implanted pacemaker, moderate reduction of ejection
fraction, ESRD undergoing regularly scheduled dialysis,
premature infant PCA < 60 weeks, history (>3 months) of
MI, CVA, TIA, or CAD/stents.

A patient with severe systemic disease
that is a constant threat to life

Examples include (but not limited to): recent (<3 months)
MI, CVA, TIA, or CAD/stents, ongoing cardiac ischemia or
severe valve dysfunction, severe reduction of ejection
fraction, sepsis, DIC, ARD or ESRD not undergoing
regularly scheduled dialysis

ASA V

A moribund patient who is not expected
to survive without the operation

Examples include (but not limited to): ruptured
abdominal/thoracic aneurysm, massive trauma,
intracranial bleed with mass effect, ischemic bowel in the
face of significant cardiac pathology or multiple
organ/system dysfunction

ASA VI

A declared brain-dead patient whose
organs are being removed for donor
purposes

ASA II

ASA III

ASA IV

*The addition of “E” denotes Emergency surgery: (An emergency is defined as existing when delay in treatment of the
patient would lead to a significant increase in the threat to life or body part)
Source: 2014 ASA Physical Status Classification System available at the American Society of Anesthesiologists website;
Accessed November 21, 2017.

History
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Date
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Independent Multispecialty Physician Panel review.
-
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