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Lumbar Paravertebral Facet Joint and Facet Joint
Nerve (Medial branch) Therapy



Medical Necessity

Introduction

Lumbar paravertebral facet joint nerve blocks are used to
both diagnose and treat pain associated with the lumbar
paravertebral facet joints. Facet joint pain is diagnos~ = "
facet nerve (medial branch) anesthetic blocks and' ‘reated
with corticosteroid injection or denervation (r=..c-
frequency thermal ablation) of the lumbar g raverte ral

facet joint (medial branch) nerves.

Establishing the diagnosis of lumbar face. ioi* ¢ pain
syndrome or lumbar medial brarz. nerve-generated pain
is often challenging. No specific histo| ,, physical
examination, or radiologic il ir.aqing findings point
exclusively to the diazaosic - Th's diagnosis is considered
in patients who desc.” ¢ ni nspecific, low back pain that
lacks a strong | adicu ar component and has no associated
neurologic-ZZficicnTese patients often complain of focal
tenderne. : ovel the facet joint, with increased intensity of
pair assc tiat. 4 with passive or active rotation or

¢« xte\ sior of the spine.

A physical examination of the spine shall be performed on
all patients prior to judging their candidacy for diagnostic
and therapeutic facet interventions. Detailed assessment
of the patient’s response to provocative passive and
active motion shall be made and recorded. Facet joint
pain is a diagnosis of exclusion and appropriate
radiological imaging and other diagnostic testing shall be
reviewed if available or performed as clinically indicated
to exclude other diagnoses.

The decision to treat chronic pain by invasive procedures
must be based on a systematic assessment of the
location, intensity, and pathophysiology of the pain. The
pain must have been present for greater than 6 weeks



and be unresponsive to conservative measures. A detailed
pain history is essential and must provide detail about
prior treatments and responses. Interventional
treatments shall be performed only in the context of a
multimodal approach to the treatment of the chronic pain
and in all cases the physician performing the interve: ...
must be aware of the patient’s physical diagnoses, -o-
morbidities, medication use and must maintai« _uffici nt
contact with the patient’s other treating phy iicians s as
to assess the patient’s overall physical and n. ntal s atus
prior and subsequent to all interventic »s. Lumbar
paravertebral facet nerve (medial branch .ini‘.ctions
(“blocks”) have both diagnostic 2+ ' therapeutic functions.
Additionally, facet joint denerv: tion (. .g. medial branch
radio-frequency neurotom’ ) . '5s Lccn demonstrated to be
an effective therapeutic ir “rver cion in treating facet
pain.

Diagnostic pr cedu es:

A. In, ctior of the facet joint may be used as either a
di gne stic or therapeutic procedure. The
de cription of this as a therapeutic intervention is
located in the ‘therapeutic block’ section, below.
For diagnostic purposes, the injection of
medication into the joint must be performed with
either fluoroscopic or CT guidance and the volume
of injectate should not exceed 0.5 cc, in order to
avoid spillage outside the joint. If performing an
intra-articular injection as a diagnostic procedure,
steroid should not be included in the injectate. Two
image views are necessary to portray intra-
articular needle point placement and retention of
those images is required, as outlined below

B. Diagnostic lumbar paravertebral facet (medial
branch) nerve blocks are used to assess and to
localize the nerve(s) involved in pain or
neuromuscular dysfunction generated by specific



facet joints. Immediately before the block, the
pain in response to extension and rotation as
described above must be present in moderate to
severe intensity (i.e., 5/10 or more on NRS;
absent or less intense pain shall result in the
cancellation of the procedure for that day).
Evaluation of the presence of pain in respo. =e to
those same maneuvers must be an ink_, Cat ac ~eck
of the assessment of the patient imn =diately
following (i.e., within one hour) the bi. =k. Ar,/
changes in range of motion or :nction shall be
recorded, also.

Facet joint nerve injections MU T be ~erformed under
fluoroscopic or CT guidanc < . as_.w2 accurate placement
of the needles on the mec =" bri¢ 1ch nerves that innervate
the targeted facet jo nt. ~»nermanent image with both AP
and either obligrz==>r later.l views of the needle
placement sha. be cr :ated, including the patient’s name
and the di ce «" .o procedure imbedded in the image.
The image ‘the juality of which must be sufficient to

allo’ s ide ~ific tion of pertinent anatomic structures and
Ihcat, n.~. the needle at its intended target) must be

sa =d and recorded in the patient’s medical record.

To perform this block, a needle is placed adjacent to the
medial branch nerves above and at the level of the joint
to be blocked. The total dose of anesthetic used for each
medial branch block must be limited to a maximum of 0.5
cc.

In addition to the examination of the patient in the hour
post blockade, the patient is required to keep a pain diary
for 24 hours (a copy of which will be kept in the record)
and return that diary to the physician. The patient is
asked to participate in the activities that usually incur or
aggravate his/her pain and record pain and functional
response (e.g., VAS scale assessments and changes in



range of motion) while awake.).

Diagnostic blocks of the medial branch nerves or intra-
articular joint injections performed for diagnostic
purposes are administered at up to two sessions, at least
one to two weeks apart from one another. If a secon”
block is indicated, it often is performed with an ar’ sthetic
(e.g. bupivacaine) that possesses a different d=untior of
action than that used for the first block (e.g lidocair=).
Care must be taken to limit the volume of th .inject: ce to
0.5 ml to avoid spread to structures « “her than tne
intended medial branch nerve. If maxim. ' reli.r of pain is
rated at greater than 50% by the ~atient as documented
in the pain diary during at leas’ a po: ‘ion of the following
24 hours after each block, . tr o~ Zscribed duration of
relief of pain and function l“mp ovement following each
injection appropriate y co-elates with the typical duration
of the local anes*'">tic use, then the diagnosis of
paravertebral f cet p in can reasonably be made.
Steroid sian 0. we included in the diagnostic block

of the fac »t nfe rve or joint, as it may ablate the

var atior in e duration of the response to the two
l)ca, n7_sthetics.

Exemption from limitation on diagnostic blocks of
two per vear per level:

Note that if a patient has undergone diagnostic blockade
with or without either steroid or RF therapeutic
intervention at a given level, and then is referred to
another physician, the second physician may contemplate
application of the alternative therapeutic intervention at
the same level. The second physician may in this case
determine that diagnostic injections are appropriate prior
to proceeding with therapeutic intervention and therefore
would not be limited by the fact that the first physician
performed one or two diagnostic injections. This
allowance would not apply to any physicians who are



partners or employees of the same entity.

If a block needs to be discontinued and was not
completed (e.g. patient complication, vaso-vagal reaction,
vascular injection, etc.), the provider should, depending
on the circumstances involved apply the appropriate “-52
(reduced services)” or “-53 (discontinued procedure’
modifier to the facet (CPT) injection code. Such a
procedure would not be counted against the li7..,Cof 1 al
number of procedures allowed each year.

Therapeutic interventions:

Therapeutic interventions are pc forr ed only after the
diagnosis of lumbar parav art<.orl facet joint related pain
is established via the‘.cchn. = of diagnostic blocks as
noted above and are ...c.en ed to provide long-term relief
via denervatior of tt.» joint and/or the medial branch
nerve. Ther=paL ic kocks consist of the injection of
anesthet. and  orticosteroid substances, alcohol, phenol,
cryciola ‘on, ur radiofrequency thermal denervation for
t'"a’ ang-t .rm uenervation of the joint(s) and/or nerve(s)
a 4 control (palliation) of pain. In some cases, repetitive
therapeutic blocks are a reasonable approach to palliate
pain in patients who are not candidates for other means
of denervation or when such therapy is unavailable or not
desired by the patient. Such therapeutic blocks shall not
be performed more frequently than twice per year for any
one medial branch nerve or joint, and shall not be
performed if significant relief from previous therapeutic
procedure at that site did not last at least 3 months, as
determined by evidence in the medical record of improved
function and decreased requirement for analgesics, as
well as patient-perceived relief in pain intensity of greater
than 50%. Therapeutic blocks must be performed with
either CT or fluoroscopic guidance. Permanent
fluoroscopic or CT images (a minimum of two views, the



quality of which shall be sufficient to allow identification of
pertinent anatomic structures and location of the needle
at its intended target) shall be made and retained to
portray the needle location prior to injection or thermal
radiofrequency ablation. The image shall be kept in the
patient’s medical record.

Therapeutic intra-articular joint injections mayv-==luc
steroid, alcohol or phenol. The injectate sho /ld not k= o
greater volume than 0.5cc in order to avoid « verfillir J the
joint space, except in the event that\~e target o1 the
injection is an intra-articular cyst. If this = so< chen
images on CT or MRI scanning mc -t document that
finding. If an intra-articular cys is pi sent and apparently
generating pain, then a larjc. /6. == ¢ of medication may
be used in an effort to rup *.e t e cyst.

Radiofrequencv. /Rr) de 1ervation of facet joint nerves
should be a co! sider. tion for patients who obtain greater
than 50% ... ro="and functional (e.g., range of
motion) L nefit rom diagnostic blocks. In the case of RF
den/rvau.»n, ppropriate electrical testing must be

2rfc -mers to assure safety in performing subsequent
ti.»rmal denervation in the same tested needle position.
After the radiographic position of the RF cannulae is
verified to be optimal, but prior to generating the RF
lesion, electrical stimulation in frequencies to affect both
sensory and motor nerves will be performed to exclude a
cannula position that would likely damage the adjacent
spinal nerve. Conventional (e.g., 80°C) or other thermal
(e.g., 67°C) radiofrequency ablation of the medial branch
nerves to the facet joint should be performed only when
previous diagnostic or therapeutic injections of the joint
or corresponding medial branch nerves have provided
temporary relief in excess of 50% of the patient’s baseline
pain or that elicited by the maneuvers noted above.

RF neurotomy must be performed using a parallel



trajectory to the nerve with an adequate lesion volume
generated to incorporate the target nerve in its known
anatomic location. In rare cases, a thermal
radiofrequency block may not work despite apparently
correct needle placement and the block may need to be
repeated. It is possible that a patient who did not re-_u. !
to RF would respond to corticosteroid injection at e
medial branch nerves, and vice-versa.

Limitations

The maximum number of interventions | assib'_ would be:

A. DIAGNOSTIC: 1 or 2 intra-ar.icui..r non-steroid
injections, OR 1 or 2 non-steroi.’ . diar nostic MBB of each

nerve (the two nerves inj ct7u for each joint would be
considered one billab'c ave, ;

B. THERAPEUTT _: 1 he.apeutic joint injection (with
steroid, phenol" r alc,hol) OR 1 therapeutic MBB (same
substanc-5); A ID up to 2 RF lesionings per each nerve at
each<C.nl pounnum. If a therapy is successful, further
v-e f tha theirapy would be limited to two interventions
¢ 2r annium, and no other therapy would be attempted,
witlout prior authorization by the Carrier

Once a diagnostic paravertebral facet joint (medial
branch) nerve block is negative at a specific level, or if
therapeutic interventions do not effect grater than 50%
relief in the patient’s pain, then no repeat interventions
may be directed at that level unless there is a new clinical
presentation with symptoms, signs, and diagnostic
studies that implicate that level. A diagnostic block is
‘negative’ if does not obtain greater than 50% relief of
pain and improved function after the block, in accordance
with the temporal expectation of the local anesthetic



used.!

Injections into the paravertebral musculature shall NOT
be billed as facet joint nerve blocks. These constitute
trigger point injections, and might be billed as such, if
appropriate.

Intra-articular injections (IAs) are not diagnostic for "acet
nerve (MB) dysfunction and response to IAs' cannot be
used to justify RF of the nerve.

Injections performed in any location wi. ~out flioroscopic
or CT guidance shall NOT be bilic 1 using ti. racet
injection CPT codes or facet joir ¢ ne :rolysis codes
(64622-64627). Fluoroscopic.or =T o lidance is necessary
to ascertain proper placer ier. ¢’ the needle tip for facet
joint nerve injections ain. mnce of detailed records
(including retention «7'ma ,es as detailed above)
documenting tt e use of rluoroscopic or CT guidance with
each patier'=i= 1. an7atory and such records must be
made av. 'able’ o CMS upon request. Failure to use and
dociine: = fic woscopic or CT guidance will subject claims
t7a nial ¥ pon post-payment review.

The.apeutic lumbar paravertebral facet joint (medial
branch) nerve blocks exceeding three levels on one side
(six levels maximum, if both sides are done) will receive
no additional payment above that for three levels of
therapy.

Note: Each facet joint is supplied by two medial branch
nerves (or the L5 dorsal ramus nerve for the L5-S1 facet
joint). One nerve originates from above and one from
below (or “at”) each facet joint (level). Therefore,
blocking one facet joint (level) requires two injections.

! Cohen SP et al. Lumbar zygapophysial (facet) joint radiofrequency denervation success
as a function of pain relief during diagnostic medial branch blocks: a multicenter
analysis. The Spine J. 2008; 8:498-504.



Despite the fact that 2 anesthetic injections are required
to block one joint level, only one facet joint injection code
shall be billed. However, for the facet neurolysis CPT
codes (64622-64627) each nerve treated (each
neurolysis) should be billed.

Multiple paravertebral facet nerve blocks administ’ ed
over a period of several weeks or months not.i=
accordance with the requirements for diagn¢ stic and
therapeutic blockade outlined above is not ai effecti’ e
method of chronic pain management' nd will be uenied
as not medically necessary.

Repeat therapeutic paravertebr il ne. ‘e blocks at the
same level, in the absence ~%a | sior'‘esponse
demonstrating greater th: n.,0% relief of pain by patient
self-assessment, dec eased ...algesic use and improved
function lasting at.least 9C days, will be denied as not
medically nece sary.

A lumbai pidui al (62311), lumbar transforaminal
epidirar ‘54 ~3, 64484), sacroiliac joint injection
(7.7276), ! figger point injection of the lumbar musculature
(. 0552, 20553), or lumbar sympathetic block (64520)
shali not be performed on the same day as lumbar facet
joint or facet joint nerve therapies or diagnostic
injections. Concomitantly applied therapy not supported
by evidence in the medical record of a pain problem
separate, distant from and in addition to the facet-
generated pain will be denied as not medically necessary.
Furthermore, only one type of a block or injection (i.e.,
diagnostic-short acting local anesthetic, diagnostic-long
acting anesthetic, therapeutic-steroid or therapeutic-RF)
shall be performed at any facet level in a single day
(“session”) so that the effectiveness of its treatment can
be assessed before attempting another type of spinal
block or injection. Steroid or RF injections at any given
level shall not be followed by any therapy at that level



within 30 days, to allow the effectiveness of the therapy
to be evaluated.

All injections and RF must be followed by evaluation of
the patient’s functional status, in addition to the
monitoring of self-evaluations of pain level (e.g., Visy
Analog Scores). Patients undergoing therapeutic fi et
interventions shall be at minimum evaluated s~ =lly «ith
one or more of the following: direct physicic 1 examiraticn
of the patient performed during passive and" c<tive
physical maneuvers that elicited pairi -ated higher than
5/10 scale prior to the intervention, star. ‘ardi-.aed and
validated psychological testing, C. westry Disability Index
or equivalent tool, measuremel t of c “ernative care
consumption (health care #...02 v.7i*,, analgesic
consumption, Emergency' Y par ment visits, hospital
admissions), or phys.cal-=nd occupational therapist
evaluations. Not~"at the patient need not return to the
physician’s offi. 2 in ¢ der to meet this obligation. Rather,
a phone ir'cerv 2w .vith the physician or her/his designee
in which ti = pa' .ent rates his/her pain with provocative
mar euve. 5 w. uld be sufficient to meet this requirement,
=5 lo. ~.~0 it were done 30 days or more post
inurvention.

These evaluations must reveal a pattern of steady and
sustained improvement, or that treatment course shall
not be continued. Such evaluations shall be made at least
30 days after the intervention’s performance and
recorded in such a way as the provider is able to evaluate
and record the experience of each patient through time
and also the practitioner’s collective patient experience
with various therapies.

Noridian highly recommends that the practitioner
maintain a record of patient outcomes in a relational
database, either on site or, if available, as part of a
regional or national, multi-practice outcomes registry



(database). The practitioner’s data from such a registry
shall be made available to the Carrier for auditing of
therapeutic efficacy upon request. Patients that do not
cooperate with follow-up or are non-compliant with
treatment shall not receive further facet interventions and
such interventions will be denied as not medically
necessary, unless there is clear documentation in“ e
medical record to justify or explain the lack of e nplic nce
(e.g. hospitalizations, family illnesses, socio economi
issues, etc.).

Currently, the medical literature « ~es not support the
efficacy or safety of ultrasound 'US) uidance or magnetic
resonance imaging (MRI) c.ic2nce i the performance of
diagnostic or therapeutic | 37 ct [ ‘ocedures (joint
injections, facet nen’ e bl=-ks, RF neurotomies, etc.) and
therefore facet ir"m=ventic' utilizing these imaging
modalities will | ot be covered or paid separately.

Any injec. ons  arformed without appropriate radiographic
guic ince =he ' be billed as, and will be paid as, trigger

[ oincinje cions CPT codes 20552, 20553), assuming the
a,. ~ropriate documentation justifies the coding and
reimbursement of the procedure performed.

They shall not be billed with a -52 modifier as "reduced
services."

Any procedure performed that does not meet the
"Indications and Limitations of Coverage and/or Medical
Necessity" section outlined in this policy shall not be
covered.

Any procedure performed on a beneficiary that lacks a
diagnosis listed in the "ICD-9 Codes That Support Medical
Necessity" section of this policy shall not be covered.



Coverage Topic Doctor Office Visits
Hospital Care (Inpatient)
Outpatient Hospital Services

Bill Type Codes 999x Not Applicable

Revenue Codes

CPT/HCPCS Codes Italicized and/or quoted material is* xcerpted from
the American Medical Association Curre ~t 7. ocedural
Terminology (CPT) codes.

CPT/HCPCS Codes for ~c av . _ebral Facet Joint

Nerve Injections

64475 INJECT.2N, ANM-STHETIC AGENT AND/OR
STE OID, >ARAVERTEBRAL FACET JOINT
OR "Acc1 JOINT NERVE; LUMBAR OR
SAC' AL, SINGLE LEVEL

654476 INJECTION, ANESTHETIC AGENT AND/OR
STEROID, PARAVERTEBRAL FACET JOINT
OR FACET JOINT NERVE; LUMBAR OR
SACRAL, EACH ADDITIONAL LEVEL (LIST
SEPARATELY IN ADDITION TO CODE FOR
PRIMARY PROCEDURE)

64622 DESTRUCTION BY NEUROLYTIC AGENT,
PARAVERTEBRAL FACET JOINT NERVE;
LUMBAR OR SACRAL, SINGLE LEVEL



Does the CPT 30%6
Coding Rule

Apply?

ICD-9 Codes that
Support Me. ~Aal
Ne ssity

64623 DESTRUCTION BY NEUROLYTIC AGENT,
PARAVERTEBRAL FACET JOINT NERVE;
LUMBAR OR SACRAL, EACH ADDITIONAL
LEVEL (LIST SEPARATELY IN ADDITION TO
CODE FOR PRIMARY PROCEDURE)

Ne

It is the provider's responsibility to select codes
carried out to the highest level of specificity and
selected from the ICD-9-CM code book appropriate
to the year in which the service is rendered for the
claim(s) submitted.

These I1CD-9-CM codes apply to the CPT/HCPCS
Codes 64470, 64472, 64475, 64476, 64622,
64623, 64626, and 64627.



720.0 ANKYLOSING SPONDYLITIS

721.3 LUMBOSACRAL SPONDYLOSIS WITHOUT
MYELOPATHY

721.42 SPONDYLOSIS WITH MYELOPATE ¢
LUMBAR REGION

724.2 LUMBAGO

724.5 Lumbk~=pain o’ vertebral origin

738.4  AC(Q JIRED SPONDYLOLISTHESIS

84/.2 LUMBAR SPRAIN



Diagnoses that
Support Medical
Necessity

ICD-9 Codes that
DO NOT Support
Medical Necess .ty

Non-Me tic!
Neressity ' _D-9
( odes "ste risk

Explana’ on

Diagnoses that DO
NOT Support
Medical Necessity

N/A

A thos no.listed under the "ICD-9 Codes that
Sup,. <t Medical Necessity" section of this policy.

Conditions that are not listed in the "ICD-9-CM Codes
that Support Medical Necessity" section of this policy.



Documentation
Requirements

All documentation, including permanent
radiographic images with the patient’s
identification information and date imbedded
in the image, must be maintained in the
patient's medical record and available to the
contractor upon request.

Every page of the record must be le~"2"» ar.
include appropriate patient identifi ation
information (e.g., complete name, | ates of
service(s)). The record mus. include the
physician or non-physician prac itior zr
responsible for and prov ling the care of the
patient.

. The submitted n-zdic 4l record must support

the use of the se “cter ICD-9-CM code(s).
The submi’ e _."T/HCPCS code must describe
the se’vic »pe=f.rmed.

. The di gs i’ jected, the doses used, the site of

he in_=ction and the response must all be
de liented in the patient's medical record.

Spe i .ic Documentation Requirements for
L ‘mbar Paravertebral Facet Joint Injections:

1. The patient's medical record must indicate the

medical necessity of services for each date of
service billed. This must include the patient's
history (complete pain history and inclusion of
failed conservative measures), physical
examination and adequate follow-up
documentation specific to patient response to
the nerve blocks. Assessment of patient’s
response must include detailed information
about use of analgesics, other therapeutic
interventions (including visiting other
physician offices and emergency room visits



Appendices

I tilization

Gu.delin s

seeking pain relief), and appropriate
functional changes (such as return to work,
improved ambulation, improved physical
stamina, etc.).

2. The pre-procedure evaluation leading to
suspicion of the presence of the facet joi ¢
pathology must be explicitly docume==:4d in
the patient's medical record along/ vith the
post procedure conclusions. All doc. menta’ on
must be available to Medica. » upon request.

3. For subsequent treatments of fc et oint
nerves (therapeutic inie- ‘ons or RF
treatments), the docu nentc .'on in the
medical record n‘ust show the benefits
received from.th oric set(s) of diagnostic or
therapeutii ir7_C ‘ons, as detailed above.

4. Indice.ion Ya..ioninvasive treatments (i.e.
rest. L hysic il therapy, NSAIDs, etc.) have
)een  sied and were unsuccessful or
cc tuindicated.

N/A

In accordance with CMS Ruling 95-1 (V), utilization
of these services must be consistent with locally
acceptable standards of practice.

Evidence-based practice guidelines indicate the
following descriptions of the frequency of
paravertebral facet joint nerve blocks:



Diagnostic

Therapeutic:

frequency

T. era’r eutic:

maximum
number

Paravertebral Facet Joint Nerve
Blocks

No more than 3 levels per session,
no more than 2 sessions per spi.al
level per year and with sessions 't
least 1-2 weeks apart.

No more than 2 Ri »rocedures per

nerve per 12.months, itk

repetition onlr* llowed if there is a

50% pain re ief fo the greater

portion or = 2 wcceks, as well as

recordy © evi .ence of improved

f net’_ > and decreased
anaLption of analgesics and

ot ier treatments, following the

preceding procedure.

Two steroid injections per side per
spinal level per year. If a patient at
first responds to steroid blockade
and then repeat injections fail, two
RF lesioning sessions per level may
still be applied in the same year,
but no further steroid injections
may be applied at that level.

Paravertebral facet joint nerve therapeutic blocks in

excess of more than (2) injections/side/per spinal

level/per year will be reviewed on an individual

consideration basis.



Sources of
Information and

Basis for Decision

This contractor may request records when it is

apparent that patients are requiring a significant
number of injections to manage their pain.
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