
CHART TALK ~ ANESTHESIA CODING CONVERSATIONS 

REGIONAL ANESTHESIA & NERVE BLOCKS TIP SHEET 

iPACK Block: Anatomy Drives the Code 

iPACK is an anatomical technique name - not a CPT code. 

WHY THIS MATTERS 

The iPACK block - infiltration between the popliteal artery and capsule of the knee - is commonly used to provide posterior knee 

analgesia while attempting to preserve major motor function. The name describes the injection plane and intended sensory 

coverage. It does not identify a dedicated CPT code by itself. Coding requires review of the documented anatomical target, 

technique, and current CPT guidance. 

THE CODING TIP 

Translate the acronym into anatomy before choosing a code. Determine where the needle tip was positioned, where local 

anesthetic was deposited, and whether the service represents a fascial/interspace infiltration or a separately targeted named 

nerve or branch. Do not code iPACK as a sciatic or popliteal nerve block merely because it is performed behind the knee. 

WHAT DOES iPACK MEAN? 

TERM ANATOMICAL MEANING CODER FOCUS 

iPACK Infiltration between the popliteal artery 
and capsule of the knee 

The procedure is defined by an 
anatomical injection plane. 

Popliteal artery Vascular landmark in the posterior knee A landmark - not the neural target. 

Posterior knee capsule Posterior articular region being 
addressed 

Helps define where injectate is placed. 

Posterior articular sensory branches Small sensory contributions may be 
affected by the injectate 

Do not assume a separately targeted 
named nerve from expected sensory 
effect. 

Sciatic / tibial / common fibular nerves Major neural structures in the posterior 
knee region 

iPACK is generally intended to avoid a 
dense major motor nerve block; do not 
equate proximity with direct targeting. 

LOCATION DOES NOT EQUAL NERVE 

Behind the knee ≠ popliteal sciatic block ≠ iPACK 

Both procedures may occur in the posterior knee region, but they are anatomically and clinically different techniques. The coder 

should follow the needle-tip and injectate location rather than assigning a nerve code from geographic proximity. 

WHAT TO LOOK FOR IN THE PROCEDURE NOTE 

• Explicit identification of an iPACK technique or equivalent anatomical description. 

• Needle-tip position relative to the popliteal artery and posterior knee capsule. 

• Local-anesthetic deposition within the documented tissue plane. 

• Ultrasound landmarks and real-time needle guidance when used. 

• Whether a named nerve was intentionally targeted or avoided. 

• Laterality. 

• Single-injection versus any catheter technique if documented. 

• Purpose of the service, particularly postoperative analgesia. 

• Whether another block - such as adductor canal/saphenous or popliteal sciatic - was performed during the same encounter. 

iPACK + ADDUCTOR CANAL: TWO DIFFERENT QUESTIONS 

For knee procedures, an iPACK may be paired clinically with an adductor canal block. The two injections address different 

anatomical regions and intended sensory distributions. Do not assume that two documented block names automatically equal 

two separately reportable CPT services. Identify the anatomy and coding category for each service, then evaluate current CPT, 

NCCI, and payer rules. 



iPACK VS POPLITEAL SCIATIC 

FEATURE iPACK POPLITEAL SCIATIC 

Primary concept Injection into a posterior knee tissue 
plane 

Block of the sciatic nerve at/near the 
popliteal level 

Target Plane near posterior capsule and 
popliteal artery 

Sciatic nerve or its documented neural 
components 

Motor-sparing intent Common clinical objective Not the defining concept 

Coding approach Evaluate the documented 
infiltration/plane under current coding 
guidance 

Evaluate the current sciatic nerve block 
descriptor when supported 

COMMON CODING MISTAKES 

• Reporting a sciatic nerve block simply because iPACK is performed in the popliteal region. 

• Using CPT 64450 automatically because iPACK affects small sensory branches. 

• Choosing a code from the block acronym without reviewing the actual injection plane. 

• Separately coding every neural structure that may receive analgesic effect from spread of the injectate. 

• Assuming iPACK and adductor canal services are automatically separately reportable because they have different names. 

• Separately reporting the service for postoperative pain without reviewing current NCCI and payer requirements. 

CODER'S TIP 

Ask: “Was a nerve targeted, or was a plane infiltrated?” That distinction is the heart of the iPACK coding analysis. Expected 

sensory coverage does not automatically convert a plane infiltration into a named peripheral nerve block. 

QUICK EXAMPLE 

Scenario: The note documents an ultrasound-guided iPACK injection with the needle advanced to the tissue plane between the 

popliteal artery and posterior knee capsule. Local anesthetic is deposited in that plane. No sciatic, tibial, or common fibular nerve 

is documented as the direct target. 

Coding point: Do not select a sciatic nerve code merely because the injection occurred in the popliteal region. Evaluate the 

documented plane-based service using the current CPT guidance and applicable payer policy. 

WHEN TO STOP AND REVIEW 

• The note says only “iPACK” without describing the injection anatomy. 

• The documentation appears to describe direct nerve targeting rather than a plane infiltration. 

• A sciatic, tibial, common fibular, adductor canal, or saphenous block was also performed. 

• Multiple codes are being considered based on nerves that may be affected by injectate spread. 

• The proposed code relies on an older coding convention or local billing practice rather than current authoritative guidance. 

• Separate postoperative-pain reporting or ultrasound guidance has not been evaluated under current payer rules. 

AUTHORITATIVE RESOURCES 

• Current AMA CPT code set - verify applicable peripheral nerve, branch, injection, and guidance descriptors and instructions. 

• Current CMS Medicare NCCI Policy Manual and PTP edits - review anesthesia/postoperative pain bundling and modifier 

requirements. 

• Current payer policy - verify how the payer recognizes and reports iPACK or comparable plane-based services. 

• Reputable clinical anatomy references - use to understand posterior knee anatomy while basing final coding on official 

coding guidance. 

BOTTOM LINE 

iPACK tells you the technique. The documented anatomy tells you how to code it.  
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