INTERVENTIONAL PAINMANAGEMENT

PRACTICE POLICIES

Interventional pain management practice policies are state-
ments developed to assist physician and patient decisions
about appropriate health carerelated to chronic pain. These
policies are professionally derived recommendations for
practicesin the diagnosis and treatment of chronic or per-
sistent pain. They were developed utilizing acombination
of evidence- and consensus-based techniques to increase
patient access to treatment, improve outcomes and appro-
priateness of care, and optimize cost effectiveness.

These practice policies do not constitute inflexible treat-
ment recommendations. It isrecommended that a provider
establish a plan of care on a case-by-case basis, taking
into account anindividual patient’smedical condition, and
the physician’s experience. Based on an individual
patient’s needs, treatment different from that outlined here
may be warranted.

PURPOSES

The purposes of these policies are to:

Improve quality of care,

Improve patient access,

Improve patient outcomes,

Improve appropriateness of care,

Improve efficiency and effectiveness, and
Achieve cost containment by improving the cost-
benefit ratio.
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The most compelling single reason for the devel opment of
these practice policiesisto improve the quality of careand
lifefor patients suffering from painful disorders. Available
evidence documents awide degree of variance in the prac-
tice of interventional pain management and pain medicine
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for even the most commonly performed procedures and
treated condition(s). These policies also address the issue
of systematic evaluation and ongoing care of chronic or
persistent pain and provide information about the scientific
basis of the procedures, thus potentially increasing compli-
ance; dispelling misconceptions among providers and pa-
tients; managing patient expectationsreasonably; and form-
ing the basis of a therapeutic partnership among the pa-
tient, the provider, and the payer.

SCOPE OF THE PROBLEM OF CHRONIC PAIN

In spite of the best efforts of the public, providers and the
government, pain continues to be a problem of epidemic
proportions. In addition, inadequate treatment of pain
also continues to be a public health problem that is also
reaching epidemic proportions in the United States and
around the world. The knowledge and understanding of
this complex entity, including diagnosis and treatment, are
intheir infancy, in spite of modern developmentsin medi-
cine. Providers, patients, and the government all under-
stand the devastating nature of chronic pain which de-
stroys the quality of life by eroding the will to live, dis-
turbing sleep and appetite, creating fatigue, and impairing
recovery fromillnessor injury. Inelderly patientsit may
make the difference between life and death by resulting in
vocational, social, and family discord.

Among the chronic pain problems, spinal pain, which in-
cludes pain emanating from cervical, thoracic and lumbosac-
ral regions, constitutes the majority of the problems. It is
estimated that episodes of low back pain that are frequent or
persistent have been reported in 15% of the US population,
with alifetime prevalence of 65% to 80%. The prevalence of
neck pain, though not ascommon asthat of low back pain, is



2

estimated at 35% to 40%, of which 30% of patientswill de-
velop chronic symptoms. In contrast, the epidemiological
data in relation to thoracic pain support the view that the
thoracic spineislesscommonly involved. The prevalence of
spinal pain has been estimated in the general population at
66%, with only 15% of those reporting thoracic pain; in com-
parison to 56% to 44% for the lumbar and cervical regions,
respectively. The study of the prevalence of chronic low
back pain and its impact on general health in the Canadian
popul ation showed an 84% lifetime preval ence, with 47% of
the patients reporting grade | pain (low pain intensity and
low disability), 12% gradell pain (high painintensity and low
disability), 13% grade 11 (high pain intensity/moderate dis-
ability) and grade IV (high pain intensity/severe disability).
They also reported that grade | low back pain was more com-
mon in the younger population, while older age groups re-
ported higher incidence of grade I11/1V pain. Thus, atotal
13% of the population suffers with high pain intensity with
moderate or severedisability, whereasan additional 12% suf-
fer with high painintensity but with low disability. A similar
study evaluating neck pain and itsrelated disability reported
that, overall, 39% of the sample experienced grade | neck
pain; whereas 9% experienced grade Il neck pain, and 5%
had grade 111 and IV neck pain. Almost 16% of the respon-
dentsreported having previously injured the neck in amotor
vehiclecollision.

Duration of back pain and its chronicity have been atopic of
controversy. It is believed that most of these episodes will
be short-lived, with 80% to 90% of attacksresolvingin about
6 weeks irrespective of the administration or type of treat-
ment; and 5% to 10% of patients devel oping persistent back
pain. However, this concept has been questioned, as the
condition tends to relapse, so most patients will experience
multiple episodes. Prevalence of low back pain has ranged
from 35%to 79% at 3 monthsand 35%to 75% at 12 monthsin
recent studies. The studies evaluating the chronicity of low
back pain estimated the average of age-related prevalence of
persistent low back pain as 12% in children and adol escents,
15%inadults, and 27% in the elderly.

EVALUATION

Appropriate history, physical examination, and medical de-
cision making comprisetheinitial evaluation of apatient’s
presenting symptoms. A patient’s evaluation should not
only meet all therequired medical criteriabut also meet the
regulatory requirements. The guidelines of the Centers
for Medicare and Medicaid, formerly the Health Care Fi-
nancing Administration provide various criteria for five
levelsof services. Thethreecrucial components of evalu-
ation and management services are: history, physical ex-
amination, and medical decision making. Other compo-
nentsinclude: counseling, coordination of care, nature of
presenting problem, and time.

HISTORY

The history includes:

Chief complaint;

History of present illness;
Review of systems; and

Past, family, and/or social history.
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Chief Complaint

The chief complaint isaconcise statement describing the symp-
tom, problem, condition, diagnosis, or other factor that isthe
reason for the encounter, usually stated in the patient’swords.

History of Present Iliness

The history of present illness is a chronological description
of the development of the patient’s present illness from the
first sign and/or symptom. Itincludesthefollowing elements:

Location,

Quality,

Severity,

Duration,

Timing,

Context,

Modifying factors, and
Associated signs and symptoms.
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Review of Systems

The review of systems is an inventory of body systems ob-
tained through a series of questions seeking to identify signs
and/or symptoms that the patient may be experiencing or has
experienced.

Past, Family, and/or Social History

Thepast, family, and/or social history consists of areview of
the past history of the patient including past experiences,
illnesses, operations, injuries, and treatment; family history,
including areview of medical eventsin the patient’s family,
hereditary diseases, and other factors; and socia history
appropriate for age reflecting past and current activities.

Past history ininterventional pain medicineincludes history
of past pain problems and motor vehicle, occupational, or
nonoccupational injuries; history of headache, neck pain,
upper-extremity pain, pain inthe upper or mid back or chest
wall, paininthelower back or lower extremities, and painin
joints; and disorders such as arthritis, fibromyalgia, or sys-
temic lupus erythematosus.

Family history includes history of pain problems in the
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family, degenerative disorders, familial disorders, drug de-
pendency, alcoholism, or drug abuse; and psychological
disorders such as depression, anxiety, schizophrenia, and
suicidal tendencies, etc. Family history of medical prob-
lemsisalso important.

Social history includes environmental information, educa-
tion, marital status, children, habits, hobbies, and occupa-
tional history, whenever available.

Physical Examination

Physical examinationininterventional pain medicineinvolves
general, muscul oskel etal, and neurol ogical examination.

Examination of other systems, specifically cardiovascular,
lymphatic, skin, eyes, and crania nerves is recommended,
based on the presenting symptomatology.

Medical Decision Making

Medical decision making refers to the complexity of estab-
lishing adiagnosis and/or selecting amanagement option as
measured by three components, including;

1 Diagnosis‘/management options with a number of
possible diagnoses and/or the number of manage-
ment options,

2. Review of records/investigations, with number and/
or complexity of medical records, diagnostic tests,
and other information that must be obtained, re-
viewed, and analyzed; and

3. Risk(s) of significant complications, morbidity
and mortality, as well as comorbidities associ-
ated with the patient’s presenting problem(s),
the diagnostic procedure(s), and/or the possible
management options.

Psychological evaluation, laboratory evaluation, imaging
techniques, electromyography and nerve conduction and
somatosensory evoked potentials are also an extension of
the evaluation process. Itisbeyond the scope of these guide-
lines to discuss these techniques of assessment.

Appropriate history and physical examination withtheassis-
tance of other evaluations should direct a physician to for-
mulate a provisional diagnosis. A suggested algorithm for
comprehensive evaluation and management of chronic pain
isillustratedin Fig. 1.

EVALUATION AND MANAGEMENT

History Amment
Pain history Physical
Medical history Functlonal_
Psychosocial history Psychosocia
Diagnostic testing
Impression
M anagement plan
| |
Alternatives Diagnostic interventions Therapeutic interventional
management
Reevaluation
] I |
Persistent pain Adequate pain relief and
New pain improvement in functional status

Worsening pain

Repeat comprehensive evaluation

Discharge or maintain

Fig 1. Suggested algorithm for comprehensive evaluation and management of chronic pain
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In summary, thefollowing criteriashould be considered care-
fully in performing interventional techniques:

1 Completeinitia evaluation, including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Definition of indications and medical necessity,
asfollows:

 Suspected organic problem;

« Nonresponsiveness to less invasive modalities of
treatment except in acute situations such as acute
disc herniation, herpes zoster and postherpetic neu-
ralgia, reflex sympathetic dystrophy, and intractable
pain secondary to carcinoma;

 Pain and disability of moderate-to-severe degree;

* No evidence of contraindications such as severe
spinal stenosis resulting in intraspinal obstruction,
infection, or predominantly psychogenic pain;

« Responsivenessto prior interventionswith improve-
ment in physical and functional status for repeat
blocks or other interventions;

« Repeating interventions only upon return of pain
and deterioration in functional status.

INTERVENTIONAL TECHNIQUES

The overall benefit of various types of injection techniques
includes painrelief outlasting by days, weeks, or monthsthe
relatively short duration of pharmacologic action of thelocal
anesthetics and other agents used. Clear-cut explanations
for these benefits are not currently available. It isbelieved
that neural blockade alters or interrupts nociceptive input,
reflex mechanisms of the afferent limb, self-sustaining activ-
ity of the neuron pools and neuraxis, and the pattern of cen-
tral neuronal activities. Theexplanationsare basedin part on
the pharmacological and physical actions of local anesthet-
ics, corticosteroids, and other agents. It isalso believed that
local anesthetics interrupt the pain-spasm cycle and rever-
berating nociceptor transmission, whereas corticosteroids
reduce inflammation either by inhibiting the synthesisor re-
lease of anumber of pro-inflammatory substances. Various
modes of action of corticosteroidsinclude membrane stabili-
zation; inhibition of neural peptide synthesisor action; block-
ade of phospholipase A, activity; prolonged suppression of
ongoing neuronal discharge; suppression of sensitization of
dorsal horn neurons; and reversible local anesthetic effect.
In addition, local anesthetics have been shown to produce
prolonged dampening of C-fiber activity. Physical effects
include clearing adhesions or inflammatory exudates from
the vicinity of the nerveroot sleeve. The scientific basis of
some of these concepts, at least in part, is proven for spinal
pain management with epidural injections of betamethasone,
and intravenous (1) methyl prednisolone.

DIAGNOSTIC INTERVENTIONAL TECHNIQUES

Diagnostic blockade of astructure with anerve supply which
can generate pain can be performed to test the hypothesis
that the target structure is a source of the patient’s pain.
Testing the hypothesis by provoking pain in any structureis
an unreliable criterion except in provocative discography.
Although neurodiagnostics of the involved nerve pathways
have proven valuable, therelief of painisthe essentia crite-
rioninamost al structures, including anal gesic discography
in the cervical spine, the only deviation being lumbar discs.
If the painisnot relieved, the source may bein another struc-
tural component of the spine similar to the onetested such as
adifferent facet joint or adifferent nerve root or some other
structure. Thus, precision diagnostic injections directed to-
wards specific spinal pathology are potentially powerful tools
for diagnosis of chronic spinal pain, but often technically
challenging. Identifying the specific pathology responsible
for pain is often difficult, leading to frustrated patients and
clinicians. Nevertheless, theseinjections may be safely per-
formed by properly trained anesthesiologists, physiatrists,
neurologists, radiologists, spine surgeons and physicians
from other related specialties who take the timeto learn the
basis for and perfect the application of these techniques.

When the source of pain is more than one structure or mul-
tiplelevels, itisnot expected that all the pain will berelieved.
For example, there may be painful facet jointshilaterally at a
given segmental level, in which case anesthetizing the left
joint should relieve the left side, but not the right side; there
may be pain from two consecutive joints on one side, in
which case anesthetizing the lower joint alone may relieve
only thelower half of the pain; or there may be morethan one
structure involved, such as pain contributed by discs and
facet joints or facet joints and nerves.

True positive responses are secured by performing controlled
blocks. Ideally, thisshould beintheform of placeboinjections
of normal saline; but logistical and/or ethical considerations
prohibit the use of normal salinein conventional practice.

Rationale

Therational e for diagnostic neural blockade in the manage-
ment of spinal pain stems from the fact that clinical features
and imaging or neurophysiologic studies do not permit the
accurate diagnosis of the causation of spinal pain inthe ma-
jority of patientsin the absence of disc herniation and neuro-
logical deficit. Further rationale is based on the recurring
facts showing the overall rate of inaccurate or incomplete
diagnosis in patients referred to pain treatment centers as
ranging from 40% to 67%, theincidence of psychogenic pain
to be only 1 in 3,000 patients, and the presence of organic
origin of the pain mistakenly branded as psychosomatic in
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98% of cases. Finally, chroniclow back painisadiagnostic
dilemmain 85% of patients, evenin experienced handswith
all the available technology. It has been determined that
utilizing alternative means of diagnosisincluding precision
diagnostic blocksin caseswherethereisalack of definitive

diagnostic radiologic or electrophysiologic criteria can en-
ablean examiner toidentify the source of paininthemaority
of patients, thus reducing the proportion of patients who
cannot be given a definite diagnosis from 85% to 30% or
even aslow as 15%.
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THERAPEUTIC INTERVENTIONAL TECHNIQUES
Rationale

Therationalefor therapeutic interventional techniquesinthe
spine is based upon severa considerations: the cardinal
source of chronic spinal pain, namely discs and joints, is
accessibleto neural blockade; removal or correction of struc-
tural abnormalities of the spinemay fail to cure and may even
worsen painful conditions; degenerative processes of the
spineand theorigin of spinal pain are complex; and the effec-
tiveness of a large variety of therapeutic interventions in
managing chronic spinal pain has not been demonstrated
conclusively. It has been shown that thereis no conclusive
evidence supporting the effectiveness of numerous conser-
vative modalities used in managing chronic low back pain,
including drug therapy, manipulation, back schools, elec-
tromyographic biofeedback therapy, exercise therapy, trac-
tion and orthoses, behavioral/cognitive/relaxation therapy,
and transcutaneous el ectrical nerve stimulation. Therearea
multitude of interventional techniquesin the management of
chronic pain, including not only neural blockade but also
minimally invasive surgical procedures such as peripheral
nerveblocks, trigger-point injections, epidural injections, facet
joint injections, sympathetic blocks, neuroablation tech-
niques, intradiscal thermal therapy, disc decompression, mor-
phine pump implantation, and spinal cord stimulation.

EPIDURAL INJECTIONS

Description

Spinal pain generates from multiple structures in the spine
with a nerve supply capable of causing pain similar to that
seen in clinically normal volunteers, and which are suscep-
tible to diseases or injuries that are known to be painful.
Certain conditions may not be detectable using currently
availabletechnology or biochemical studies. However, for a
structureto beimplicated, it should have been shownto bea
source of pain in patients, using diagnostic techniques of
known reliability and validity. Thestructuresresponsiblefor
paininthe spineincludetheintervertebral discs, spinal cord,
nerve roots, facet joints, ligaments, muscles, atlanto-occipi-
tal joints, atlanto-axial joints, and sacroiliac joints.

One of the most common structuresresponsiblefor paininthe
spineistheintervertebral disc. Eventhoughdisc herniationis
seen only in asmall number of patients, degeneration of the
disc resulting in primary discogenic pain is seen much more
commonly. In contrast to a ruptured disc with pain arising
from the nerve root, in discogenic pain adisc with or without
internal disruption isimplicated rather than the nerve root.

Postlaminectomy syndrome or pain following operative pro-
cedures of the spine, sometimes known as failed manage-

ment syndrome, is becoming a common entity in modern
medicine. Itisestimated that 20% to 30% of spinal surgeries,
occasionally up to as high as 60%, may not be successful as
aresult of either the surgery being inadequate, incorrect, or
unnecessary; but also it may result following a well-indi-
cated and well-performed surgical procedure. Evenin cases
of successful surgery, pain and subsequent disability have
returned after variable periods of 6 monthsto 20 years. How-
ever, surgical results are extremely poor in patients after a
failed surgical procedure. Other spinal conditions include
various degenerative disorders such as spinal stenosis,
spondylolysis, spondylolisthesis, degenerative scoliosis,
idiopathic vertebrogenic sclerosis, diffuse idiopathic spinal
hyperostosis, and segmental instability. Degenerative con-
ditions other than disc disruption and facet arthritismay con-
tribute to approximately 5% to 10% of spinal pain.

CPT Code(s)

¢ 62310 —Injection, single, not including neurolytic
substances, with or without contrast of diagnostic
or therapeutic substance(s), epidura or subarach-
noid; cervical or thoracic

¢ 62311 —Injection, single, not including neurolytic
substances, with or without contrast of diagnostic
or therapeutic substance(s), epidura or subarach-
noid; lumbar, sacral (caudal)

¢+ 62318—catheter placement, continuousinfusionfor
intermittent bolus; epidural or subarachnoid; cervi-
cal or thoracic

¢+ 62319- catheter placement, continuousinfusion for
intermittent bolus; epidural, lumbar, sacral (caudal)

¢ 64479 —cervical/thoracic transforaminal epidural,
singlelevel

¢ 64480 - cervical/thoracic transforaminal epidural,
each additional level

¢ 64483 —transforaminal epidural; lumbar or sacral,
singlelevel

¢ 64484 - transforaminal epidural; lumbar or sacral,
each additional level

¢ 72275- Epidurography, radiological supervisionand
interpretation

¢ 76005—fluoroscopic guidanceand needlelocalization

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming epidural injections:

1 Complete initial evaluation including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Definition of indications and medical necessity,
asfollows:
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Suspected organic problem;

Nonresponsiveness to conservative modalities of
treatment except in acute situations such as acute
disc herniation, herpes zoster and postherpetic neu-
ralgia, reflex sympathetic dystrophy, and intractable
pain secondary to carcinoma;

Pain and disability of moderate-to-severe degree;
No evidence of contraindications such as severe
spinal stenosis resulting in intraspinal obstruction,
infection, or predominantly psychogenic pain;
Responsivenessto prior interventionswith improve-
ment in physical and functional status for repeat
blocks or other interventions;

Repeating interventions only upon return of pain
and deterioration in functional status.

Approaches to Epidural Space

Approaches available to access the epidural space are the
interlaminar (cervical, thoracic, and lumbar), transforaminal
(cervical, thoracic, lumbar, and sacral), and caudal. The per-
ceived advantages of each of the three approaches include:

1

Theinterlaminar entry is directed more closely to
the assumed site of pathology, facilitating deliv-
ery of theinjectate directly toitstarget and requir-
ing lessvolume.

The caudal entry isrelatively easily achieved, with
minimal risk of inadvertent dural puncture.
Thetransforaminal approachistarget specificinfulfill-
ing the aim of reaching the primary site of pathol ogy.

The disadvantages of each of the three approaches include:

1

With caudal entry:

The necessity of injection of a substantial volume
of fluid;

Unrecognized placement of the needle outside the
epidural space in a substantial number of cases;
Withinterlaminar entry, at the cervical, thoracic, or
lumbar levels:

Extradural placement of the needlethat may go un-
recognized without fluoroscopic guidance;

The possihility of erroneoudy missing thetargeted in-
terspace by oneor twoleve swithout fluoroscopic guid-
ance, specificaly inthethoracic and lumbar regions;
The necessity of positioning the needle one level
below the site of suspected pathology due to pref-
erential cranial flow of solutionsintheepidurd space;
Thepotential for deviation of the needletoward the
nondependent side, and difficulty that may be en-
countered with placement of injectate below L5 for
S1 nerveroot involvement;

The trauma of the needle to the spinal cord is be-
coming amajor issuein the cervical, thoracic, and

3

upper lumbar regions;

Potential risk of dural puncture, and postdural punc-
ture headache, aswell astotal spinal block;

With transforaminal entry:

Potential risk of intraneural injection and neural
trauma.

ICD-9 Codes That Support Medical Necessity

1

2

16.

17.

Postlaminectomy syndrome

722.81 cervical, 722.82 thorecic, 722.83, lumbosacral
Disc displacement without myelopathy (disc her-
niation, radiculitis, disc extrusion, disc protrusion,
disc prolapse, discogenic syndrome).
722.0cervical, 722.11 thoracic, 722.10 lumbosacral
Disc displacement with myel opathy

722.71 cervical, 722.72 thoracic, 722.73 lumbosacral
Degeneration of intervertebral disc (includes nar-
rowing of disc space)

722 4 cervical, 722.51 thoracic, 722.52 lumbosacral
Radiculitis

723.4cervical, 724.4thoracic, 724.4 lumbosacra
Spinal stenosis

723.0cervical, 724.04 thoracic, 724.02 lumbosacral
Spondylosis with myelopathy

721.1 cervical, 721.41 thoracic, 721.42 lumbosacral
Closed fracture of spine

805.0cervicd, 805.2 thoracic, 805.4 lumber, 805.6 sacrd
Congenital spondylolysis

756.11 cervical, 756.11 thoracic, 756.11 lumbosacral
Acquired/degenerative spondylolysis or acquired
spondylolisthesis

738.4 cervical, 738.4 thoracic, 738.4 lumbosacra
Congenital spondylolisthesis

756.12 cervical, 756.12 thoracic, 756.12 lumbosacral
Coccygodynia724.79

Sciatica724.3

Complex regional pain syndrome (Type | or reflex
sympathetic dystrophy)

337.20 reflex sympathetic dystrophy unspecified,
337.21 reflex sympathetic dystrophy upper limb, 337.22
reflex sympathetic dystrophy lower limb, 337.29 re-
flex sympathetic dystrophy other unspecified site
Complex regiona painsyndrome(Typell or causalgia)
355.9 causalgia, 354.4 causalgiaupper limb, 355.71
causalgialower limb

Peripheral neuropathy

356.4idiopathic, 356.0 hereditary, 357.2 diabetic, 357.5
acohalic, 357.6 dueto drug

Limbpain

353.6 phantom limb pain, 997.60 stump pain, 997.61
neuroma of amputation stump, 342.0 hemiplegia—
flaccid, 342.1 hemiplegia— spastic

Postherpetic neuralgia

053.10 with unspecified nerve system complication



¢ 053.13 postherpetic polyneuropathy
19. Painsyndromessecondary to neoplasm 141.0 - 239.9
20. Vascular ischemic pain 440.22

Frequency and Number of Injections or
Interventions

¢+ Inthediagnostic phase, a patient may receive injec-
tions at intervals of no sooner than 1 week or prefer-
ably, 2 weeks, except for blockade in cancer pain or
when a continuous administration of local anesthetic
isemployed for reflex sympathetic dystrophy.

+ Inthetherapeutic phase (after the diagnostic phase
iscompleted), the frequency of interventional tech-
niques should be 2 months or longer between each
injection, provided that at least >50% relief is ob-
tained for 6to 8 weeks. However, if the neura block-
ade is applied for different regions, it can be per-
formed at intervals of no sooner than 1 week and
preferably 2 weeks for most type of blocks. The
therapeutic frequency must remain at least 2 months
for each region. It isfurther suggested that all re-
gions be treated at the same time, provided all pro-
cedures are performed safely.

¢ In the diagnostic phase, the number of injections
should be limited to no more than four times except
for reflex sympathetic dystrophy, in which case six
times should be reasonable.

¢ Inthetreatment or therapeutic phase, theinterventiona
procedures should berepeated only asnecessary judg-
ing by the medical necessity criteria, and these should
belimited toamaximum of six times.

¢ Under unusual circumstances with a recurrent in-
jury, carcinoma, or reflex sympathetic dystrophy,
blocks may berepeated at intervals of 6 weeks after
diagnosis/stabilization in the treatment phase.

Combinations of Blocks/Interventions

It may be essential to combine, in certain circumstances, more
than oneblock. Thismay include an epidural for thecervical
region and facet-joint blocksfor the lumbar region; or epidu-
ral and facet-joint blocks for the same region in the case of
identification of pain generators from both sources.

Number Per Setting

It isrecommended that a physician should consider apatient in
totality and treat multiple regions of the patient in the same
setting, aslong asit is safe and feasible. Attemptsto treat one
particular organ at adifferent timeare not an absol ute necessity.

Multiple blocks are only provided with proper evaluation to
determine pain generator(s). Once astructureisprovento be
negative, no interventions must be directed at that structure.

However, no more than five procedures (different procedures
and/or multiples of different procedures - or total lineitemsor
procedures) may be hilled in one setting when the procedures
are performed in multiple regions. For treatment of a single
region with only epidurals (only lumbosacra spine or cervical
spine, amaximum of two proceduresshould bebilled.) If com-
bined with others with medical necessity, a maximum of four
procedures may be billed for oneregion. Procedurebilling ex-
cludes CPT 76005, which may beadded in additiontotheabove.

Documentation Requirements

The patient’smedical record must contai n documentation that
fully supports the medical necessity for epidural injections.

Documentation must also support the frequency and the
appropriateness of this procedure, as opposed to aternate
forms of therapy.
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FACET JOINT BLOCKS
Description

Spinal pain generates from multiple structures in the spine
with a nerve supply capable of causing pain similar to that
seen in clinically normal volunteers, and which are suscep-
tible to diseases or injuries that are known to be painful.
Certain conditions may not be detectable using currently
availabletechnology or biochemical studies. However, for a
structureto beimplicated, it should have been shownto bea
source of pain in patients, using diagnostic techniques of
known reliability and validity. Thestructuresresponsiblefor
paininthe spineincludetheintervertebral discs, spinal cord,
nerve roots, facet joints, ligaments, and muscles.

Even though disc herniation, strained muscles, and torn liga-
ments have been attributed in the past to be the cause of most
spinal pain either inthe neck and upper extremities, upper and
mid back, or low back and lower extremities; disorders of the
spinal joints, which include facet joints, have beenimplicated
more commonly than disc herniation, attributing some 50% of
spinal pain to these joints. Facet joints were described as a
potential source of low back pain as early as 1911, 20 years
earlier than ruptured discs. Theexistenceof lumbar facet joint
pain is supported by a preponderance of scientific evidence,
even though a few detractors have disputed this. The preva
lence of facet joint painin patientswith chronic spind pain has
been established as 15% to 50% in low back pain, and 54%to
60% in neck pain, utilizing controlled diagnostic blocks, based
on type of setting and population studied.

Postlaminectomy syndromeor pain following operative proce-
dures of the spineis estimated to occur following 20% to 30%
of spinal surgeries and occasionaly up to as high as 40%.
Surgery may not be successful asaresult of either the surgery
being inadequate, incorrect, or unnecessary; but also it may
be unsuccessful following awell-indicated and well-performed
surgical procedure. Evenin cases of successful surgery, pain
and subsequent disability have returned after variable periods
of from 6 monthsto 20 years. I1nthese cases, destabilization of
the spinal joints, scar tissue development, and recurrent or
repeat disc herniation may be responsible for continued pain
problems. However, surgical resultsare extremely poor in pa
tientsafter afailed surgical procedure. Facet jointsareinvolved
in approximately 30% of the patientsin this phase.

In managing low back pain, local anesthetic injectioninto the
facet joints or interruption of the nerve supply to the facet
joints has been accepted asthe standard for diagnosis of facet
joint pain. Since asingle joint is innervated by at least two
medial branches, two adjacent level sshould awaysbe blocked.

If the pain isrelieved, the joint may be considered to be the
source of pain. However, false-positive responses must be

ruled out, which may be seen in almost 47% of the patients.

¢ All the patient’spain need not beredieved, for it ispos-
siblethat a patient may have several sources of pain.

¢+ Comparativelocal anesthetic blocks, should be ad-
ministered so that the same joint is anesthetized on
two separate occasions, but using local anesthetics
with different durations of action or placebo blocks.

+ A true positive response confirms that the joint is
the source of the pain, with a confidence of 85%.

It is recognized that it may be necessary to provide addi-
tional blocks such astransforaminal epidural blocksand disc
injections in conjunction with facet-joint blocks. It isalso
recognized that multiple levels of facet-joint blocks may be
performed in one setting, either inthe sameregion or inmul-
tipleregions, more commonly than not.

Multiple blocks are only provided with proper evaluation to
determine pain generator(s). Once astructureis provento be
negative, no interventions must be directed at that structure.

Therapeutic facet joint blocks are based on the outcome of a
diagnostic facet-joint block, with the patient obtai ning suffi-
cient relief for ameaningful period of time; but when pain
recurs, arepeat block utilizing asmall dose of local anesthetic
and steroid provideslonger-lasting relief (4 to 8 weeks).

If facet joint painispresent in conjunction with radicul opathy,
both ailments should be managed.

CPT Code(s)

¢ 64470 — Cervical paravertebral facet joint nerve
block, singlelevel

¢ 64472 —Injection, cervical facet joint nerve block,
each additional level

¢ 64475 - Injection, lumbar facet joint nerve block,
singlelevel

¢ 64476- Injection, lumbar facet joint nerve block, each
additional level

¢ 76005—Fluoroscopic guidanceand needlelocalization

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming facet blocks:

1 Completeinitial evaluation, including history and
physical examination;
2 Physiological and functional assessment, as neces-
sary and feasible;
3 Definition of indications and medical necessity,
asfollows:
* Suspected organic problem;
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« Nonresponsiveness to conservative modalities of
treatments;

 Pain and disability of moderate-to-severe degree;

* No evidence of contraindications such as severe
spinal stenosis resulting in intraspinal obstruction,
infection, or predominantly psychogenic pain;

« Responsivenessto prior interventionswith improve-
ment in physical and functional status for repeat
blocks or other interventions;

« Repeating interventions only upon return of pain
and deterioration in functional status.

ICD-9 Codes That Support Medical Necessity

1 Spondylosis without myelopathy, dorsal arthritis,
osteoarthritis, and spondyloarthritis (facet-joint ar-
thropathy)

e 721.0cervicd, 721.2 thoracic, 721.3lumbar, and 721.7
traumatic spondylopathy

2. Postlaminectomy syndrome

o 72281 cervical; 722.82 thoracic; 722.83 lumbar

3. Spondylolysis

e 756.11 congenital, 738.4 acquired
4. Spondylolisthesis
e 756.12 congenital, 738.4 acquired

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, tothefourth or fifth digit.
The service must be reasonable and necessary in the specific
case and must meet criteriaspecified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.

Frequency and Number of Injections or In-
terventions

¢ Inthediagnostic phase, apatient may receiveinjec-
tionsat intervals of no sooner than 1 week or, pref-
erably, 2 weeks.

¢ In the therapeutic phase (after the stabilization is
completed), the frequency should be 2 months or
longer between each injection, provided that at |east
>50% relief isobtained for 6 weeks. However, if the
neural blockade is applied for different regions, it
can be performed at intervals of no sooner than 1
week or preferably 2 weeksfor most type of blocks.
Thetherapeutic frequency must remain at 2 months
for each region. It isfurther suggested that all re-
gions betreated at the same time, provided all pro-
ceduresare performed safely. Administar Federal of
Kentucky and Indianalimitsto atotal of six blocks

per year, per region.

+ Inthe diagnostic or stabilization phase, the num-
ber of injections should be limited to no morethan
four times per year.

+ Inthetreatment or thergpeutic phase, theinterventional
procedures should berepeated only asnecessary judg-
ing by the medical necessity criteria, and these should
belimited toamaximum of six timesfor loca anesthetic
and steroid blocksfor aperiod of 1 year.

¢ Under unusual circumstances with a recurrent in-
jury or cervicogenic headache, blocks may be re-
peated at intervals of 6 weeks after stabilizationin
the treatment phase.

Number Per Setting

It isrecommended that a physician should consider apatient in
totality and treat multiple regions of the patient in the same
setting, aslong asit is safe and feasible. Attemptsto treat one
particular organ at adifferent timeare not an absol ute necessity.

However, no more than five procedures (different procedures
and/or multiples of one procedure — or total line items or
procedures) must be hilled in one setting for any of the fol-
lowing: the proceduresare performed in different regionsor
acombination of proceduresin multiple regions. For treat-
ment of asingleregion, eg, only lumbosacral spineor cervi-
cal spine, a maximum of four procedures (different proce-
duresand/or multiple of one procedure—or total lineitemsor
procedures) should behilled. Procedurebilling excludes CPT
76005, which may be added in addition to the above.

Documentation Requirements

The patient’s medical record must contain documentation
that fully supports the medical necessity for facet joint in-
jections and neurolytic blocks asit is covered by Medicare
as described above.

Documentation must also support the frequency and the
appropriateness of this procedure, as opposed to aternate
forms of therapy.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.

2. Bogduk N. International Spinal Injection Society guidelines for the
performance of spinal injection procedures. Part 1. Zygapophyseal
joint blocks. Clin J Pain 1997; 13:285-302.

3. Mooney V, Robertson J. The facet syndrome. Clin Orthop 1976;
115:149-156.

4, Schwarzer AC, Derby R, Aprill CN et al. The value of the
provocation response in lumbar zygapophysial joint injections. Clin J
Pain 1994; 10:309-313.

5. Schwarzer AC, Wang S, Laurent R et al. The role of the zygapophysial
joint in chronic low back pain. Aust N Z J Med 1992; 22:185.

6.  Schwarzer AC, Derby R, Aprill CN et al. Pain from the lumbar zygapophysial
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10.

11.

12.

13.

14.

15.

16.

joints: A test of two models. J Spinal Disord 1994; 7:331-336.

Schwarzer AC, Aprill CN, Derby R et al. Clinical features of patients
with pain stemming from the lumbar zygapophysial joints. Is the
lumbar facet syndrome a clinical entity? Spine 1994; 19:1132-1137.
Schwarzer AC, Wang S, Bogduk N et al. Prevalence and clinical features
of lumbar zygapophysial joint pain: A study in an Australian population with
chronic low back pain. Am Rheum Dis 1995; 54:100-106.

Schwarzer AC, Aprill CN, Derby R et al. The relative contributions of
the disc and zygapophyseal joint in chronic low back pain. Spine
1994; 19:801-806.

Manchikanti L, Pampati VS, Fellows B et al. Prevalence of lumbar facet
joint pain in chronic low back pain. Pain Physician 1999; 2:59-64.
Manchikanti L, Pampati VS, Bakhit CE et al. The diagnostic validity
and therapeutic value of lumbar facet joint nerve blocks with or without
adjuvant agents. Cur Rev Pain 2000; 4:337-344.

Manchikanti L, Pampati V, Fellows B et al. The inability of the clinical picture
to characterize pain from facet joints. Pain Physician 2000; 3:158-166.
Barnsley L, Lord SM, Wallis BJ et al. The prevalence of chronic
cervical zygapophyseal joint pain after whiplash. Spine 1995; 20:20-26.
Lord SM, Barnsley L, Wallis BJ et al. Chronic cervical zygapophysial
joint pain with whiplash: A placebo-controlled prevalence study. Spine
1996; 21:1737-1745.

Manchikanti L. Facet joint pain and the role of neural blockade in its
management. Cur Rev Pain 1999; 3:348-358.

Manchikanti L, Pampati VS, Bakhit C et al. Effectiveness of lumbar

17.

18.

19.

20.

21.

22.

23.

24.

facet joint nerve blocks in chronic low back pain: A randomized
clinical trial. Pain Physician 2001; 4:101-117.

Manchikanti L, Pampati VS, Rivera J et al. Role of facet joints in
chronic low back pain in the elderly: A controlled comparative
prevalence study. Pain Practice 2001; 1:332-337.

Manchikanti L, Pampati VS, Fellows B et al. Influence of psychologi-
cal factors on the ability to diagnose chronic low back pain of facet joint
origin. Pain Physician 2001: 4:349-357.

Manchikanti L Fellows B, Pampati V et al. Evaluation of the relative
contributions of various structures in chronic low back pain. Pain
Physician 2001; 4:308-316.

Manchikanti L, Singh V, Pampati V et al. Evaluation of the prevalence
of facet joint pain in chronic thoracic pain. Pain Physician 2002; 5:354-
359.

Manchikanti L, Singh V, Pampati V et al. Evaluation of the prevalence
of facet joint pain in chronic thoracic pain. Pain Physician 2002; 5:354-
359.

Carette S, Marcoux S, Truchon R et al. A controlled trial of corticoster-
oid injections into facet joints for chronic low back pain. N Engl J Med
1991; 325:1002-1007.

Barnsley L, Lord SM, Wallis BJ et al. Lack of effect of intra-articular
corticosteroids for chronic pain in the cervical zygapophyseal joints.

N Engl J Med 1994; 330:1047-1050.

Manchikanti L, Singh V. Review of chronic low back pain of facet joint
origin. Pain Physician 2002; 5:83-101.
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FACET JOINT NEUROLYTIC BLOCKS
Description

Spinal pain generates from multiple structures in the spine
with a nerve supply capable of causing pain similar to that
seen in clinically normal volunteers, and which are suscep-
tible to diseases or injuries that are known to be painful.
Certain conditions may not be detectable using currently
availabletechnology or biochemical studies. However, for a
structureto beimplicated, it should have been shownto bea
source of pain in patients, using diagnostic techniques of
known reliability and validity. Thestructuresresponsiblefor
paininthe spineincludetheintervertebral discs, spinal cord,
nerve roots, facet joints, ligaments, and muscles.

Even though disc herniation, strained muscles, and torn
ligaments have been attributed in the past to be the cause
of most spinal pain either in the neck and upper extremities,
upper and mid back, or low back and lower extremities; dis-
orders of the spinal joints, which include facet joints, have
been implicated more commonly than disc herniation, at-
tributing some 50% of spinal pain to these joints. Facet
jointswere described as apotential source of low back pain
asearly as 1911, 20 years earlier than ruptured discs. The
existence of lumbar facet joint pain is supported by a pre-
ponderance of scientific evidence, even though a few de-
tractors have disputed this. The prevalence of facet joint
pain in patients with chronic spinal pain has been estab-
lished as 15% to 45% in low back pain, and 54% to 60% in
neck pain utilizing controlled diagnostic blocks.

Facet joint denervation is based on the outcome of a diag-
nostic facet-joint block, with the patient obtaining suffi-
cient relief for ameaningful period of time; but, when pain
recurs, arepeat block utilizing a small dose of local anes-
thetic and steroid does not provide longer-lasting relief.
Thisis performed either by injecting neurolytic substance
or by denervation utilizing radiofrequency thermoneurolysis
or cryoneurolysis.

If facet joint painispresent in conjunction with radicul opathy,
both ailments should be managed.

CPT Code(s)

¢ 64626 — destruction by neurolytic agent, paraverte-
bral facet joint nerve; cervicd or thoracic, singlelevel

¢ 64627 - destruction by neurolytic agent, paraverte-
bral facet joint nerve; cervical or thoracic, each ad-
ditional level

¢ 64622 - destruction by neurolytic agent, paraverte-
bral facet joint nerve; lumbar or sacral, singlelevel

¢ 64623 —destruction by neurolytic agent, paraverte-
bral facet joint nerve; lumbar or sacral, each addi-

tional level
¢ 76005 —fluoroscopy code

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming facet neurolytic blocks:

1 Complete initial evaluation including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Definition of indications and medical necessity, as
follows:

* Suspected organic problem;

» Nonresponsiveness to conservative modalities of
treatments;

 Pain and disability of moderate-to-severe degree;

* No evidence of contraindications such as se-
vere spinal stenosis resulting in intraspinal ob-
struction, infection, or predominantly psy-
chogenic pain;

 Responsivenessto prior interventionswith improve-
ment in physical and functional status for repeat
blocks or other interventions.

» Repeating interventions only upon return of pain
and deterioration in functional status.

4. Confirmation of facet joint pain with double diag-
nostic blocks.

ICD-9 Codes That Support Medical Necessity

1 Spondylosis without myelopathy, dorsal arthritis,
osteoarthritis, and spondyloarthritis (facet-joint ar-
thropathy)

o 721.0cervicd, 721.2thoracic, 721.3 lumbar, and 721.7
traumatic spondylopathy

2. Postlaminectomy syndrome

o 72281 cervical; 722.82 thoracic; 722.83 lumbar

3. Spondylolysis

 756.11 congenital, 738.4 acquired
4. Spondylolisthesis
 756.12 congenital, 738.4 acquired

It isthe responsibility of the provider to code to the highest
level specified in the ICD-9-CM, eg, to the fourth or fifth
digit. The service must be reasonable and necessary in the
specific case and must meet criteriaspecified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.
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Frequency and Number of Injections or In-
terventions

¢ The frequency should be 3 months or longer be-
tween each neurolytic procedure, provided that at
least > 50% relief is obtained for 10 to 12 weeks.
However, if the neura blockadeisapplied for differ-
ent regions, it can be performed at intervals of no
sooner than 1 week or, preferably, 2 weeksfor most
type of blocks. The therapeutic frequency for neu-
rolytic blocks must remain at least at 3 months for
each region. Itisfurther suggested that all regions
betreated at the sametime, provided all procedures
areperformed safely.

¢ Under unusual circumstances with a recurrent in-
jury or cervicogenic headache, blocks may be re-
peated at intervals of 2 months after stabilizationin
the treatment phase.

Number Per Setting

It isrecommended that a physician should consider a patient
intotality and treat multipleregions of the patient in the same
setting, aslong as it is safe and feasible. Attempts to treat
one particular organ at a different time are not an absolute
necessity.

However, no more than five procedures (different procedures
and/or multiplesof oneprocedure—or tota lineitemsor proce-
dures) must be billed in one setting for any of the following:
the procedures are performed in different regions or acombi-
nation of procedures is performed in multiple regions. For
treatment of a single region, eg, only lumbosacral spine or
cervical spine, amaximum of four procedures (different proce-
dures and/or multiple of one procedure—or total lineitemsor
procedures) should bebilled. Procedurebilling excludes CPT

76005, which may be added in addition to the above.

Documentation Requirements

The patient’s medical record must contain documentation
that fully supportsthe medical necessity for facet joint injec-
tions and neurolytic blocks.

Documentation must also support the frequency and the
appropriateness of this procedure, as opposed to aternate
forms of therapy.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.

2. Manchikanti L, Singh V, Vilims B et al. Medial branch neurotomy in
management of chronic spinal pain: Systematic review of the
evidence. Pain Physician 2002; 5:405-418.

3. Dreyfuss P, Halbrook B, Pauza K et al. Efficacy and validity of
radiofrequency neurotomy for chronic lumbar zygapophysial joint pain.
Spine 2000; 25:1270-1277.

4. McDonald GJ, Lord SM, Bogduk N. Long-term follow-up of patients
treated with cervical radiofrequency for chronic neck pain. Neurosur-
gery 1999; 45;1499-1450.

5. Lord SM, Barnsley L, Wallis BJ et al. Percutaneous radio-frequency
neurotomy for chronic cervical zygapophyseal-joint pain. N Eng J
Med 1996; 335:1721-1726.

6. Leclaire R, Fortin L, Lambert R et al. Radiofrequency facet joint
denervation in the treatment of low back pain. Spine 2001; 26:1411-1417.

7. Sapir DA, Gorup JM. Radiofrequency medial branch neurotomy in
litigant and nonlitigant patients with cervical whiplash: A prospective
study. Spine 2001; 26:E268-273.

8.  Geurts JW, van Wijk RM, Stolker RJ et al. Efficacy of radiofrequency
procedures for the treatment of spinal pain: A systematic review of
randomized clinical trials. Reg Anesth Pain Med 2001; 26:394-400.

9. Manchikanti L, Singh V. Review of chronic low back pain of facet joint
origin. Pain Physician 2002; 5:83-101.

10. Van Kleef M, Liem L, Lousberg R et al. Radiofrequency lesions adjacent
to the dorsal root ganglion for cervicobrachial pain. A prospective double
blind randomized study. Neurosurgery 1996; 38(6): 1131-2
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PERCUTANEOUS LYSIS OF EPIDURAL
ADHESIONS

Description

Postlaminectomy syndrome or pain following operative
procedures of the spine, sometimes known as failed man-
agement syndrome, is becoming acommon entity in mod-
ern medicine. It is estimated that 20% to 30% of spinal
surgeries, occasionally up to as high as 40%, may not be
successful as a result of either the surgery being inad-
equate, incorrect, or unnecessary; but also it may result
following awell-indicated and well-performed surgical pro-
cedure. Even in cases of successful surgery, pain and
subsequent disability have returned after variable periods
of from 6 months to 20 years. In these cases, scar tissue
development, destabilization of the spinal joints, and re-
current or repeat disc herniation may be responsible for
continued pain problems. However, surgical results are
extremely poor in patients after a failed surgical proce-
dure. Other spinal conditions producing chronic low back
pain include disc displacement, internal disc disruption,
facet arthropathy, and various other degenerative disor-
ders such as spinal stenosis, spondylolysis, spondylolis-
thesis, degenerative scoliosis, idiopathic vertebrogenic
sclerosis, diffuse idiopathic spinal hyperostosis, segmen-
tal instability; and multiple myofascial syndromes with
involvement of muscles and ligaments.

Percutaneous nonendoscopic adhesiolysis and injection of
hypertonic saline in the lumbar spine, its utilization and its
studies have been reasonabl e and acceptable. Thismodality
of treatment appears to be reasonabl e in the management of
refractory low back pain secondary to failed back surgery,
disc disruption, and multilevel degenerative arthritis, even
though there are afew detractors.

Percutaneous epidural adhesiolysisisalsoindicated for pa-
tients suffering with refractory low back pain secondary to
a multitude of causes, including postlumbar laminectomy
syndrome, lumbar epidural fibrosis, and multilevel disc dis-
ruption, or multilevel degenerative arthritis. However, this
should only be used after the failure of the conservative
modalitiesof treatment, including caudal and transforaminal
epidural injections.

CPT Code(s)

¢ 62263 — Percutaneous lysis of epidural adhesions
using solution injection, eg, hypertonic saline, en-
zyme, or mechanical meansincluding radiologiclo-
calization (includes contrast when administered ),
multiple adhesiolysis sessions; 2 or more days

¢ 62264 — Percutaneouslysis of epidural adhesions

using solution injection, eg, hypertonic saline,
enzyme, or mechanical means including radio-
logic localization (includes contrast when ad-
ministered ), 1 day.

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming lysis of epidural adhesions:

1 Complete initial evaluation including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Definition of indications and medical necessity, as
follows:

* Suspected organic problem;

» Nonresponsiveness to conservative modalities of
treatment and other invasive modalities, including
fluoroscopically directed epidural steroid injections;

 Pain and disability of moderate-to-severe degree;

* No evidence of contraindications such as severe
spinal stenosis resulting in intraspinal obstruction,
infection, or predominantly psychogenic pain;

 Responsivenessto prior interventionswith improve-
ment in physical and functional status for repeat
blocks or other interventions;

» Repeating interventions only upon return of pain
and deterioration in functional status.

ICD-9 Codes That Support Medical Necessity

1 722.83|lumbosacral postlaminectomy syndrome

2. 349.2lumbar epidural fibrosis

3. 722.73lumbosacral disc displacement with
myelopathy

4. 722.10 lumbosacral disc displacement without my-
elopathy (disc herniation, radiculitis, disc extrusion,
disc protrusion, disc prolapse, discogenic syn-
drome).

5. 722.52 lumbosacral degeneration of intervertebral
disc (includes narrowing of disc space)

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, to thefourth or fifth digit.
The service must be reasonable and necessary in the specific
case and must meet the criteria specified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.
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Frequency and Number of Injections or In-
terventions

¢ Inthediagnostic or stahilization phase, a patient may
receiveinjectionsat interva sof no sooner than 4 weeks,
to amaximum of 2 interventions.
¢ Inthetreatment or therapeutic phase, the number of
injections should be limited to:
« With a3-day protocol, two interventions
per year,
 Withal-day protocol, amaximum of four
interventions per year.

Documentation Requirements

The patient’s medical record must contain documentation
that fully supports the medical necessity for lysis of epi-
dural adhesions.

Documentation must also support the frequency and the ap-
propriateness of this procedure, as opposed to alternate
forms of therapy.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.
2. Lou L, Racz GB, Heavner JE. Percutaneous epidural neuroplasty. In

10.

11.

12.

13.

Waldman SD (ed). Interventional Pain Management. WB Saunders,
Philadelphia, 2001; pp 434-445.

Manchikanti L, Saini B, Singh V. Lumbar epidural adhesiolysis. In
Manchikanti L, Slipman CW, Fellows B (eds), Interventional Pain
Management: Low Back Pain — Diagnosis and Treatment. ASIPP
Publishing, Paducah, KY 2002; 353-390.

Racz GB, Holubec JT. Lysis of adhesions in the epidural space. In
Racz GB (ed). Techniques of Neurolysis. Kluwer Academic

Publishers, Boston, 1989; pp 57-72.

Manchikanti L, Pakanati RR, Bakhit CE et al. Role of adhesiolysis and
hypertonic saline neurolysis in management of low back pain.
Evaluation of Modification of Racz Protocol. Pain Digest 1999; 9:91-96.
Racz GB, Heavner JE, Raj PP. Percutaneous epidural neuroplasty.
Prospective one-year follow up. Pain Digest 1999; 9:97-102.
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Physician 2000; 3:46-64.
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percutaneous adhesiolysis and hypertonic saline neurolysis in
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adhesiolysis. Pain Physician 2001; 4: 273-279.
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SPINAL ENDOSCOPY

Description

Spinal endoscopy with epidural adhesiolysisis an invasive
but important treatment modality in managing chronic low
back pain that is nonresponsive to other modalities of treat-
ment, including percutaneous spring guided adhesiolysisand
transforaminal epidural injection.

Low back painisthe most common aillment inthemodern era,
burdening approximately 15% to 39% of the population with
serious financial and social consequences, and ranking first
among musculoskeletal disorders. Multiple investigators
have shown that as many as 79% of patients continue to
suffer with chronic or recurrent low back pain 1 year after its
onset. Among various causes of low back pain, postlumbar
laminectomy syndromeisincreasingly recognized asacause.
It is estimated that 5% to 40% of lumbar surgeries result in
failed back surgery syndrome, with some statistics showing
failure rates reaching as high as 68%. Postlumbar laminec-
tomy syndrome may result from surgery that may have been
inadequate, incorrect, or unnecessary; but it may also result
following awell-indicated and well-performed surgical inter-
vention. Endoscopic adhesiolysis is based on the premise
that the three-dimensional visualization of the contents of
the epidural space provides the operator with the ability to
steer the catheter toward structures of interest, allowing the
examination of aspecific nerve root and its pathology, lysis
of adhesions, and target-specific injection of adrug(s).

The purpose of spina or epidural endoscopy is to directly
visualize the contents of the epidural space, lyse the adhe-
sions, and directly apply drugs, thus assuring delivery of high
concentrations of injected drugs to the target areas. Thus,
spinal endoscopy with lysis of adhesions incorporates mul-
tiple therapeutic goal sinto onetreatment, similar to percutane-
ous lysis of adhesions with a spring guided catheter, with
added advantages of direct visualization of the epidural space
and its contents, a three-dimensional view, and increased
steerability of endoscopic equipment with a fiberoptic cath-
eter. Nomenclature used to describe this procedure includes
spinal canal endoscopy, spinal epiduroscopy, myeloscopy,
spinal or lumbar epiduroscopy, and endoscopic adhesiolysis.

Percutaneous epidural endoscopic adhesiolysis is indicated
for patients suffering with refractory low back pain secondary
to amultitude of causes, including postlumbar laminectomy
syndrome, lumbar epidural fibrosis, and multilevel disc disrup-
tion, or multilevel degenerativearthritis. However, thisshould
only be used after thefailure of the conservative modalities of
treatments, aswell as other interventional procedures, includ-
ing caudal and transforaminal epidural steroid injections and
percutaneous lysis of adhesions.

CPT Code(s)

¢ 0027T —Endoscopiclysisof epidural adhesionswith
direct visualization using mechanical means, eg,
spinal endoscopic catheter system, or solution in-
jection, eg, normal saline, including radiologic lo-
calization and epidurography.

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming lysis of epidural adhesions:

1 Completeinitial evaluation, including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Definition of indications and medical necessity:

* Suspected organic problem;

» Nonresponsiveness to conservative modalities of
treatment and other invasive modalities, including
fluoroscopically directed epidural steroidinjections
and percutaneous lysis of epidural adhesions;

 Pain and disability of moderate-to-severe degree;

» No evidence of contraindications such as severe
spinal stenosis resulting in intraspinal obstruction,
infection, or predominantly psychogenic pain;

 Responsivenessto prior interventionswith improve-
ment in physical and functional status for repeat
blocks or other interventions;

» Repeating interventions only upon return of pain
and deterioration in functional status.

4. Responsivenessto prior spinal endoscopy and epi-
dural adhesiolysiswithimprovement in physical and
functional status;

5. Repesating the procedure only upon return of pain and
deterioration and functiond status; however, no sooner
than 6 months after the prior endoscopic procedure.

ICD-9 Codes That Support Medical Necessity

1 722.83lumbosacral Postlaminectomy syndrome

2. 349.2lumbar epidural fibrosis

3. 722.73 lumbosacral Disc displacement with myel-
opathy

4. 722.10, lumbosacral disc displacement without my-
elopathy (disc herniation, radiculitis, disc extrusion,
disc protrusion, disc prolapse, discogenic syn-
drome).

5. 722.52 lumbosacral degeneration of intervertebral
disc (includes narrowing of disc space)

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, to thefourth or fifth digit.



18

The service must be reasonable and necessary in the specific
case and must meet the criteria specified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.

Frequency and Number of Injections or In-
terventions

¢  Spinal endoscopy with adhesiolysis may not bere-
peated within 6 months after the procedure.

Documentation Requirements

The patient’s medical record must contain documentation
that fully supports the medical necessity for lysis of epi-
dural adhesions.

Documentation must also support the frequency and the
appropriateness of this procedure, as opposed to aternate
forms of therapy.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.

10.

11.

12.

13.

14.

Manchikanti L, Saini B, Singh V. Spinal endoscopy and lysis of
epidural adhesions in the management of chronic low back pain. Pain
Physician 2001; 4:240-265.

Fritsch EW, Heisel J, Rupp S. The failed back surgery syndrome.
Reasons, intraoperative findings, and long-term results: A report of 182
operative treatments. Spine 1996; 21:626-633.

Anderson S. A rationale for the treatment algorithm of failed back
surgery syndrome. Curr Rev Pain 2000; 4:395-406.

Ross JS, Robertson JT, Frederickson RCA et al. Association
between peridural scar and recurrent radicular pain after lumbar
discectomy: Magnetic resonance evaluation. Neurosurgery 1996;
38:855-863.

Kuslich SD, Ulstrom CL, Michael CJ. The tissue origin of low back
pain and sciatica. Orthop Clin North Am 1991; 22:181-187.
Richardson J, McGurgan P, Cheema S et al. Spinal endoscopy in
chronic low back pain with radiculopathy: A prospective case series.
Anaesthesia 2001; 56:454-460.

Geurts JW, Kallewaard JW, Richardson J et al. Targeted methylpred-
nisolone acetate/hyaluronidase/clonidine injection after diagnostic
epiduroscopy for chronic sciatica: A prospective, 1-year follow-up
study. Reg Anesth Pain Med 2002; 27:343-352.

Saberski L. A retrospective analysis of spinal canal endoscopy and
laminectomy outcomes data. Pain Physician 2000; 3:193-196.
Manchikanti L, Pampati V, Bakhit CE et al. Non-endoscopic and endoscopic
adhesiolysis in post lumbar laminectomy syndrome: A one-year outcome
study and cost effective analysis. Pain Physician 1999; 2:52-58.
Manchikanti L. The value and safety of epidural endoscopic
adhesiolysis. Amer J Anesthsiol 2000; 275-278.

Krasuski P, Poniecka AW, Gal E et al. Epiduroscopy: Review of
techniques and results. The Pain Clinic 2001; 13:71-76.

Saberski L, Kitahata L. Direct visualization of the lumbosacral epidural
space through the sacral hiatus. Anesth Analg 1995; 80:839-840.
Saberski L, Kitahata L. Review of the clinical basis and protocol for
epidural endoscopy. Connecticut Medicine 1996; 60:71-73.

Saberski L, Kitahata L. Persistent radiculopathy diagnosed and treated
with epidural endoscopy. J Anesth 1996; 10:292-295.
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DISCOGRAPHY
Description

Disc herniation, strained muscles, and torn ligamentshave been
attributed in the past to be the cause of most spinal pain, either
in the neck and upper extremities, upper and mid back, or low
back and lower extremities. However, disc herniation is seen
only inasmall number of patients; whereas degeneration of the
disc resulting in primary discogenic pain is seen much more
commonly. In contrast to a ruptured disc having pain arising
from the nerve root, in discogenic pain a disc with or without
internd disruption isimplicated rather than the nerve root.

Even though riddled with controversy, disc stimulation is used
quitefrequently for diagnosisof discogenic syndrome, aswell as
a precursor to surgical intervention such as fuson.  Stringent
standards of practice have been established to ensure that the

resultsof discography arenot polluted by fal se-positiveresponses.
CPT Code(s)

¢ 62290 - injection procedure for discography, each
level; lumbar

¢ 62291 - injection procedure for discography, each
level; cervical or thoracic

¢ 72285-diskography, cervical or thoracic, radiologi-
cal supervision and interpretation

¢ 72295 —diskography, lumbar, radiological supervi-
sion and interpretation

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming discinterventions:

1 Completeinitia evaluation, including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3 Ddfinitionof indicationsand medica necessity asfollows

« -Suspected organic problem;

« Nonresponsiveness to conservative modalities of
treatments;

 Pain and disability of moderate-to-severe degree;

* No evidence of contraindications such as severe
spinal stenosis resulting in intraspinal obstruction,
infection, or predominantly psychogenic pain

4. Candidacy for discography

According to the position statement on discography by the
Executive Committee of the North American Spine Society,

Discography is indicated in the evaluation of pa-
tientswith unremitting spinal pain, with or without

extremity pain, of greater than 4 months' duration,
when the pain has been unresponsive to all appro-
priate methods of conservativetherapy. Beforedis-
cography, the patients should have undergone in-
vestigation with other modalitieswhich havefailed
to explain the source of pain; such modalities should
include, but not be limited to, either computed to-
mography (CT) scanning, MRI scanning and/or
myelography. Inthesecircumstances, discography,
especially when followed by CT scanning, may be
the only study capable of providing a diagnosis or
permitting a precise description of the internal
anatomy of the disc and the detailed determination
of theintegrity of the disc substructures. Addition-
ally, the anatomic observations may be complicated
by thecritical physiological induction of pain, which
isrecognized by the patient assimilar to or identical
with higher complaint. By including multiplelevels
in the study, the patient acts as his’her own control
for evaluation of thereliability of the pain response.

Other indicationsfor discography include: (1) ruling out sec-
ondary interna disc disruption or recurrent herniation in the
postoperative patient; (2) exploring pseudarthrosis; (3) deter-
mining the number of levelsto includein a spine fusion; and
(4) identifying the primary symptom-producing level when
annular denervation (viathermocoagul ation with anintradiscal
catheter or aradiofrequency probe) is contemplated.

ICD-9 Codes That Support Medical Necessity

1 Disc displacement without myelopathy (disc her-
niation, radiculitis, extrusion, protrusion, prolapse,
discogenic syndrome)

e 722.0cervical, 722.11 thoracic, 722.10 lumbosacral

2. Degeneration of intervertebral disc including nar-
rowing of disc space

o 722Acervical, 722.51, thoracic, 722.52 lumbosacral

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, to thefourth or fifth digit.
The service must be reasonable and necessary in the specific
case and must meet the criteria specified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in
the management of chronic pain: Part 2.0. Pain Physician 2001;
4:24-96.

2. Bogduk N. The argument for discography. Neurosurgery Quarterly
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1996; 6:152-153.

Moneta GB, Videman T, Kaivanto K et al. Reported pain during
lumbar discography as a function of annular ruptures and disc
degenerations: A re-analysis of 833 discograms. Spine 1994;
17:1968-1974.

Fortin JD. Precision diagnostic disc injections. Pain Physician 2000;
3:271-288.

Manchikanti L, Singh V, Pampati V et al. Evaluation of the relative
contributions of various structures in chronic low back pain. Pain
Physician 2001; 4:308-316.

Carragee EJ, Tanner CM, Yang B et al. False-positive findings on
lumbar discography. Spine 1999; 24:2542-2547.

Carragee E, Tanner C, Khurana S et al. The rates of false-positive
lumbar discography in select patients without low back symptoms.
Spine 2000; 25:1373-1381.

Walsh TR, Weinstein JN, Spratt KP et al. Lumbar discography in

10.

11.

12.

normal subjects. J Bone Joint Surg 1990; 72A:1081-1088.
Schwarzer AC, Aprill CN, Derby R et al. The prevalence and clinical
features of internal disc disruption in patients with chronic low back
pain. Spine 1995; 20:1878-1883.

Guyer RD, Ohnmeiss DD. Contemporary concepts in spine
care. Lumbar discography. Position statement from the North
American Spine Society and Therapeutic Committee. Spine
1995; 18:2048-2059.

Merskey H, Bogduk N (eds). Classification of chronic pain. In
Descriptions of Chronic Pain Syndromes and Definitions of Pain
Terms, ed 2. IASP Press, Seattle, 1994.

Manchikanti L, Singh V, Pampati VS et al. Provocative
discography in low back pain patients with or without somatiza-
tion disorder: A randomized, prospective evaluation. Pain
Physician 2001; 4:227-239.
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INTRADISCAL THERMAL ANNULOPLASTY

Description

The structures responsible for pain in the low back include
the vertebrae, intervertebral discs, nerve roots, facet joints,
ligaments, and muscles. Although, disc disorders are com-
mon, disc herniation is seen in a very small number of pa-
tients, ranging from 2% to 6%. In contrast to the disc hernia-
tion, the degeneration of the disc resulting in primary
discogenic pain is seen commonly with or without internal
disc disruption in 26% to 39% of patients.

Intradiscal electrothermal annuloplasty isaminimally in-
vasive treatment for chronic discogenic low back pain
that is an alternative to interbody fusion surgery. Appli-
cation of thermal energy to the disc alters collagen struc-
ture and may perform afunctional deafferentation on the
disc. The technique of Intradiscal electrothermal
annuloplasty utilizes this principle to treat patients with
intractable low back pain.

CPT Codes

¢ 62287 - Aspiration or decompression procedure,
percutaneous, of nucleus pulposus of interverte-
bral disc, any method, single or multiplelevels; or

¢ 22899 —Unlisted, spine procedure; or

¢ 64999 —unlisted, spine procedure

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming intradiscal electrothermal annuloplasty: complete
initial evaluation, and physiologic function when feasible;
suspected organic problem; abnormalities noted on MRI re-
sponding to clinical symptomatology or provocative discog-
raphy with low volume and low pressure generally limited to
one or two levels and with a negative control disc;
nonresponsiveness to conservative modalities of treatments
and other invasive modalities, including fluoroscopically di-
rected epidural steroid injections; facet joint and sacroiliac
joint pain, ruling out evidence of contraindication such as
severe spinal stenosis spondylolysis, spondylolisthesis, on
severely degenerated disc.

ICD-9 Codes That Support Medical Necessity

1 722.10lumbosacral disc displacement without my-
elopathy (disc herniation, radiculitis, extrusion, pro-
trusion, prolapse, discogenic syndrome)

2. 722.52 lumbosacral degeneration of intervertebral
disc, including narrowing of disc space

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, to thefourth or fifth digit.
The service must be reasonable and necessary in the specific
case and must meet the criteria specified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.

2. Fortin JD. Precision diagnostic disc injections. Pain Physician 2000;
3:271-288.

3. Schwarzer AC, Aprill CN, Derby R et al. The prevalence and clinical
features of internal disc disruption in patients with chronic low back
pain. Spine 1995; 20:1878-1883.

4. Manchikanti L, Singh V, Pampati VS et al. Evaluation of the relative
contributions of various structures in chronic low back pain. Pain
Physician 2001; 4:308-316.

5. Merskey H, Bogduk N. Classification of chronic pain. In Descrip-
tions of Chronic Pain Syndromes and Definitions of Pain Terms, ed 2,
IASP Press, Seattle, 1994.

6. Saal JS, Saal JA. Management of chronic discogenic low back pain
with a thermal intradiscal catheter: A preliminary study. Spine 2000;
25:382-388.

7. Derby R, Eek B, Chen Y et al. Intradiscal electrothermal annuloplasty
(IDET): A novel approach for treating chronic discogenic back pain.
Neuromodulation, 2000; 3(2):82-88.

8.  Saal JA, Saal JS. Intradiscal electrothermal treatment for chronic
discogenic low back pain: prospective outcome study with a minimum
2-year follow-up. Spine. 2002 27:966-74.

9.  Singh V. Intradiscal electrothermal therapy: A preliminary report. Pain
Physician 2000; 3:367-373.

10. Karasek M, Bogduk N. Twelve-month follow-up of a controlled trial of
intradiscal thermal annuloplasty for back pain due to internal disc
disruption. Spine 2000; 25:2601-2607.

11.  Wetzel FT, McNally TA. New directions and interventions: Intradiscal
electrothermal annuloplasty to treat chronic discogenic low back pain.

Curr Opin Orthop 2002; 13:172-177.
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PERCUTANEOUS DISC DECOMPRESSION

Percutaneous disc decompression or nucleoplasty isamini-
mally invasivetreatment for chronic discogenic low back pain
that isan alternativeto intradiscal €l ectrothermal annuloplasty
and alsoinafew caseslaser diskectomy. Coblation-assisted
nucleoplasty delivers radiofrequency energy to molecularly
disintegrate tissue there by debulking a pressure-sensitive
disc. Bipolar radiofrequency coagulation further denatures
proteoglycans, atering the internal milieu of the affected
nucleus. Thistechnique purportsto treat axial and radicular
pain (contained lumbar discs) and is currently undergoing
clinical trials.

Percutaneous disc decompression or nucleoplasty must be per-
formed only in patients with discogenic low back pain existing
for 6 monthsor longer who havefailed an exhaustive, conserva-
tivetrestment regimenincluding fluoroscopicaly directedinjec-
tion therapy. The ideal candidates for this procedure are pa-
tientswith any segmental disease or asingle affected disc level
as determined by MRI or provocative discography with low
volume, low pressurewith anormal control disc.

CPT Code

¢ CPT 62287 aspiration or decompression procedure,
percutaneous, of nucleus pulposus of interverte-
bral disc, any method, single or multiplelevels, lum-
bar, eg, manual or automated percutaneous
diskectomy, percutaneous laser diskectomy

Indications and Medical Necessity

The following criteria should be considered carefully when
performing intradiscal electrothermal annuloplasty: complete
initial evaluation, physiologic function when feasible; sus-
pected organic problem; abnormalities noted on MRI respond-
ing to clinical symptomatology or provocative discography
withlow volumeand low pressure, generally limited to oneor
two levels and with a negative control disc;
nonresponsiveness to conservative modalities of treatment
and other invasive modalities, including fluoroscopically di-

rected epidural steroid injections; and facet joint and sacro-
iliac joint pain, ruling out evidence of contraindication such
as severe spinal stenosis spondylolysis, spondylolisthesis,
and severely degenerated disc.

ICD-9 Codes That Support Medical Necessity

1 722.10lumbosacral disc displacement without my-
elopathy (disc herniation, radiculitis, extrusion, pro-
trusion, prolapse, discogenic syndrome)

2. 722.52 lumbosacral degeneration of intervertebral
disc, including narrowing of disc space

It isthe responsibility of the provider to code to the highest
level specifiedinthelCD-9-CM eg, to thefourth or fifth digit.
The service must be reasonable and necessary in the specific
case and must meet the criteria specified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.

Source of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the

management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.

Fortin JD. Precision diagnostic disc injections. Pain Physician 2000; 3:271-288.

3. Manchikanti L, Singh V, Pampati V et al. Evaluation of the relative
contributions of various structures in chronic low back pain. Pain
Physician 2001; 4:308-316.

4. Schwarzer AC, Aprill CN, Derby R et al. The prevalence and clinical
features of internal disc disruption in patients with chronic low back
pain. Spine 1995; 20:1878-1883.

5. Singh V, Piryani C, Liao K et al. Percutaneous disc decompression in
the treatment of chronic discogenic pain. Pain Physician 2002; 5:250-
259.

6. Singh V, Slipman C. Discogenic pain and intradiscal therapies. In
Manchikanti L, Slipman CW, Fellows B (eds), Interventional Pain
Management: Low Back Pain — Diagnosis and Treatment. ASIPP
Publishing, Paducah, KY 2002; 411-420.

7. Hanley EN, Shapiro DE. The development of low back pain after
excision of a lumbar disc. J Bone Joint Surg 1989; 71A:719-721.
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SYMPATHETIC BLOCKS
Description

The evolution of the nomenclature, conceptual understand-
ing, and management of complex regional pain syndrome, for-
merly known as reflex sympathetic dystrophy and causalgia,
has been dynamic. Reflex sympathetic dystrophy, causalgia,
sympathetically maintained pain, sympathetically indepen-
dent pain, and complex regional pain syndrome encompass
someof thecommonly utilized nomenclature. Asper thelnter-
national Association for the Study of Pain Committee on Tax-
onomy, to satisfy the diagnosis of complex regional pain syn-
drome Typel (reflex sympathetic dystrophy), theclinical find-
ings include regiona pain, sensory changes, eg, alodynia,
abnormalities of temperature, abnormal pseudomotor activity,
edema, and an abnormal skin color that occurs after anoxious
event. Complex regional pain syndromeTypell, or causalgia,
includes al of the above-described features, in addition to a
peripheral nerve lesion. However, the pathophysiology of
these syndromes is poorly understood.

Sympatheticaly maintained pain, by definition, iseliminated by
an anesthetic blockade of the sympathetic efferents that serve
thepainful area. Similarly, neuropathic painwhichissimilar to
reflex sympathetic dystrophy, however, represents various het-
erogenous conditions, which neither can be explained by one
singleetiology, nor by aparticular anatomical lesion.

Visceral pain also may be caused by sympathetic overactivity.
Temporary relief of abdominal visceral pain can therefore be
obtained by blockade of the celiac plexus or lumbar or tho-
racic sympathetic chain.

In addition to the above conditions, sympathetic blockade
may aso be used for treatment of other painful conditions,
including vascular ischemic pain, phantom limb pain, herpes
zoster, postherpetic neuralgia, facial pain of unknown origin,
neuropathic pain, pain secondary to carcinoma, headache, and
other painful conditionswhich may not be differentiated.

Numerous modalities of treatmentsinclude sympathetic gan-
glion blocks, intervenous regional blocks, physical therapy,
administration of a host of pharmacological agents, behav-
ioral interventions, and surgical interventions with either
sympathetectomy or radiofreguency neurotomy.

CPT Code(s)

A. Local anesthetic blocks

¢ 64505 sphenopal atine ganglion block

¢ 64510 injection, anesthetic agent; stellate ganglion
(cervical sympathetic)

¢ 64520injection, anesthetic agent; lumbar or thoracic

(paravertebral sympathetic)
¢  64530injection, anesthetic agent; celiac plexus, with
or without radiological monitoring

B. Neurolytic blocks

64680 celiac plexus neurolytic block

A physician may use modifier 22 for:
Sphenopal atine ganglion

Stellate ganglion

Thoracic or lumbar paravertebral sympathetic

* & & o o

Indications and Medical Necessity

Sympathetic blocks are indicated and are considered appro-
priateto confirm the diagnosis of sympathetically maintained
pain. Thefollowing criteriashould be considered carefully in
performing sympathetic blocks:

1 Completeinitial evaluation, including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Déefinition of indications and medical necessity as
follows:

* Suspected organic problem;

» Nonresponsiveness to conservative modalities of
treatment. However, in certain cases with intrac-
table painin complex regional pain syndromel, com-
plex regional pain syndrome Il, herpes zoster,
postherpetic neuralgia, and neuropathic pain sec-
ondary to carcinoma; sympathetic blocks may be
initiated in conjunction with conservative treatment
with drugs and physical therapy;

 Pain and disability of moderate-to-severe degree;

* No evidence of contraindications such asinfection
or predominant pain of psychogenic origin;

» Responsiveness to prior interventions, with im-
provement in physical and functional statusfor re-
peat blocks or other interventions;

» Repeating interventions only upon return of pain
and deterioration in functional status.

Frequency and Number of Injections or In-
terventions

+ In the diagnostic or stabilization phase, a patient
may receiveinjectionsat intervals of no sooner than
1week or, preferably, 2 weeksexcept for cancer pain
or when a continuous administration of local anes-
thetic for sympathetic block isemployed. However,
the total number of injections in the stabilization
phase should be limited to four to six per year.

+ Inthetreatment or therapeutic phase, that is, after
the stahilization phase, thefrequency of sympathetic
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blocks should be limited to 6 weeks or longer be-
tween each injection, provided that at |east >50%
relief isobtained for 4 to 6 weeks.

ICD-9 CODES THAT SUPPORT MEDICAL
NECESSITY

1 Complexregiona painsyndromeTypel reflex sym-
pathetic dystrophy, Type Il (causalgia)

e 337.20 reflex sympathetic dystrophy unspecified,
337.21 RSD upper limb, 337.22 reflex sympathetic
dystrophy lower limb, 337.29 reflex sympathetic dys-
trophy other unspecified site

» 355.9 causalgia, 354.4 causalgiaupper limb, 355.71
causalgialower limb

2. Periphera neuropathy

» 356.4idiopathic, 356.0 hereditary, 357.2 diabetic, 357.5

alcoholic, 357.6 dueto drug
3. Limbpain

 353.6 phantom limb pain, 997.60 stump pain, 997.61
neuroma of amputation stump, 342.0 hemiplegia-
flaccid, 342.1 hemiplegia- spastic

4. Plexuslesions

« 353.0thoracic outlet syndrome, 353.1 lumbar plexus

lesions
5. Postherpetic neuralgia
 053.10 with unspecified nerve system complication,

053.11 genicul ate herpes zoster, 053.12 postherpetic
trigeminal neuralgia, 053.13 postherpetic polyneur-
opathy, 053.19 other, 053.12 herpes zoster dermatitis
of upper eyelid, 053.21 herpes zoster keratoconjunc-
tivitis, 053.22 herpes zoster iridocyclitis, 053.29 other
ophthalmic complications

Pain syndromes secondary to neoplasm 141.0 - 239.9

Vascular ischemic pain

Headache

e 346.0lintractablemigrainewithaura, 346.11intractable

migrainewithout aura, 346.21 intractablecluster, 346.20

nonintractable cluster, 346.9 unspecified migraine

0 N o

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, to thefourth or fifth digit.
The service must be reasonable and necessary in the specific

case and must meet the criteria specified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.

Documentation Requirements

The patient’smedical record must contai n documentation that
fully supports the medical necessity for sympathetic blocks.

Documentation must also support the frequency and the
appropriateness of this procedure, as opposed to aternate
forms of therapy.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.

2. Stanton-Hicks M, Baron R, Boas et al. Complex regional pain
syndromes: Guidelines for therapy. Clin J Pain 1988; 14:155-166.

3. International Association for the Study of Pain Subcomittee on Taxonomy
(Merskey H et (eds). Classification of chronic pain: Description of
chronic pain syndromes and definitions of pain terms. Prepared by the
subcommittee on taxonomy. Pain 1986 (Supplement), 3:529-S30.

4. Raj PP. Complex regional pain syndrome-reflex sympathetic
dystrophy and causalgia. Cur Rev Pain 1998; 2:242-253.

5. Rocco AG. Radiofrequency lumbar sympatholysis. The evolution of
a technique for managing sympathetically maintained pain. Reg
Anesth 1995; 20:3-12.

6. Elias M. Cervical sympathetic and stellate ganglion blocks. Pain
Physician 2000; 3:294-304.

7. Manchikanti L. The role of radiofrequency in managing complex
regional pain syndrome. Cur Rev Pain 2000 4:437-444.

8. Rauck RL. Stellate ganglion block. Tech Reg Anesth Pain Manage
2001; 5:88-93.

9.  Stanton-Hicks M. Thoracic sympathetic block: A new approach. Tech
Reg Anesth Pain Manage 2001; 5:94-98.

10. Raj P. Celical plexus/ splanchnic nerve blocks. Tech Reg Anesth
Pain Manage 2001; 5:102-115.

11.  Haynsworth RF, Noe CE. Percutaneous lumbar sympathectomy: A
comparison of radiofrequency denervation versus phenol neurolysis.
Anesthesiology 1991; 74:459-463.

12. Kantha KS. Radiofrequency percutaneous lumbar sympathec-
tomy: Technique and review of indications. In Racz (ed).
Techniques of Neurolysis. Academic Publishers, Kluwer,
Boston, 1989:pp 71-183.
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INTERCOSTAL NERVE BLOCKS AND
NEUROLYSIS

Description

Intercostal/chest wall pain usually resultsfromirritation or
inflammation of theintercostal nerve, which may result from,
butisnot limitedto: trauma, rib fracture, cancer, injury from
a thoracotomy incision, osteoarthritis or degenerative ar-
thritis of the thoracic spine, herpes zoster or postherpetic
neuralgia, compression fracture of vertebrae, sternal frac-
ture, injury to the nerve trunk, compression of nerves, or
nerve-root lesions. Thistype of pain can be managed with
either an intercostal nerve block or neurolysis (via
radiofrequency ablation, cryoablation, or injection of aneu-
rolytic agent such as phenal).

CPT Code(s)

¢ 64420-injection, anestheticagent; intercodtd nerve, Sngle
¢ 64421 -.intercostal nerves, multiple, regiona block
¢ 64620-.destruction by neurolytic agent; intercostd nerve

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully when per-
forming either intercostal nerveblocksor intercostal neurolysis:

1 Complete initial evaluation including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Definition of indications and medical necessity as
follows:

 Suspected organic problem;

« Nonresponsiveness to conservative modalities of
treatments;

 Pain and disability of moderate-to-severe degree;

* No evidence of contraindications such asinfection
or pain of predominantly psychogenic origin;

« Responsiveness to prior interventions, with im-
provement in physical and functional statusfor re-
peat blocks or other interventions;

« Repeating interventions only upon return of pain
and deterioration in functional status.

ICD-9 Codes That Support Medical Necessity

1 Herpes zoster, with unspecified nervous system
complication- 053.10

2. Postherpetic polyneuropathy - 053.13

3. Pain syndromes secondary to neuroplasm -
114.02-239.9

4. Malignant neoplasm of ribs, sternum, and
clavicle-170.3

5. Secondary malignant neoplasm of other specified
sites, bone and bone marrow - 198.5

6. Benignneoplasm of ribs, sternum, and clavicle- 213.3

7. Thoracic root lesions, not elsewhere classified (in-

tercostal neuritis) - 353.3

Other nerveroot and plexusdisorders - 353.8

Unspecified nerveroot and plexus disorder - 353.9

10. Pathologic fracture of other specified site- 733.19

Fracture of rib(s) closed - 807.00

Or rib(s) open-807.1

13. Of sternum, closed - 807.2

14. Of sternum, open-807.3

15. Hail chest-807.4

16. Injury to other nerve(s) of trunk, excluding shoulder and
pelvisgirdles, other specified nerve(s) of trunk - 954.8

KF

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, tothefourth or fifth digit.
The service must be reasonable and necessary in the specific
case and must meet the criteria specified in the policy.

Frequency and Number of Injections or Interventions

+ In the diagnostic or stabilization phase, a patient
may receiveinjectionsat intervalsof no sooner than
1 week or, preferably, 2 weeks.

+ In the treatment or therapeutic phase (after the
stabilization is completed), the frequency should
be 2 months or longer between each injection,
provided that at |east >50% relief isobtained for 6
weeks. However, if the neural blockadeisapplied
for different regions, it can be performed at inter-
vals of no sooner than 1 week or, preferably, 2
weeks for most type of blocks. The therapeutic
frequency must remain at 2 months for each re-
gion. It is further suggested that all regions be
treated at the same time, provided all procedures
are performed safely.

+ Inthediagnostic or stabilization phase, the number
of injections should be limited to no morethan four
times per year.

¢+ In the treatment or therapeutic phase, the
interventional procedures should be repeated only
as necessary judging by the medical necessity cri-
teria, and these should be limited to a maximum of
six times for local anesthetic and steroid blocks
and four times for interventions such as
radiofrequency thermoneurolysis, and
cryoneurolysisfor aperiod of 1 year.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.



26

Coding Guidelines Documentation must also support the frequency and the
appropriateness of this procedure, as opposed to aternate
For multiplelevelsof neurolytic blocksfor additional levels, formsof therapy.
CPT 64620-51 may be used.
Sources of Information

Documentation Requirements
1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the

The patient’s medical record must contain documentation management of chronic pain: Part 2.0. Pain Physician ZOQl; 4:24-96.
P Thompson GE. Intercostal nerve block In: Waldman SD, Winnie A

thaifu”ySUpportSﬂ‘].e medical necessity forintercostal nerve (eds) - Interventional Pain Management. WB Sanders Company,
blocks and neurolysis. Philadelphia, 1996, pp 311-318.
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SACROILIAC JOINT INJECTIONS

Description

Thesacrailiacjointisajoint withajoint capsule, synovia fluid,
and hyaline cartilage on the sacral sideand fibrocartilageonthe
iliac side. The sacrailiac joint possesses widespread neural in-
nervation, anatomic variability, and unique biomechanical prop-
erties. Now thereisevidencethat the sacroiliacjoint isasource
of mechanical low back and lower extremity pain. Provocative
injectionsand arthrography have described sacroiliacjoint pain
referral patterns in asymptomatic volunteers, predicted symp-
tomatic sacrailiac joints in patients with suspected lumbar
discogenic or facet joint pain, described morphol ogic futures of
sacroiliac joint capsule, and defined contrast extravasation pat-
terns on sacroiliac joint arthrography and post-arthrography —
CT insubjectswith low back or groin pain.

Sacroiliac joint block may be diagnostic or therapeutic. In
the diagnostic sacroiliac joint block, anesthetic agent is in-
troduced into the sacroiliac joint under fluoroscopic guid-
ance. At least 75% resolution of the patient’s pain over the
ipsilateral Sl joint isconsidered diagnostic of pain emanating
from the sacroiliac joint. Incidence of sacroiliac joint pain
has been highly variable.

CPT Code(s)

¢ 27096 —Injection procedurefor sacroiliacjoint, ar-
thrography, and/or anesthetic/steroid

¢+ 73542—Radiologicexaminaion, sacrailiacjoint athrog-
raphy, radiological supervision and interpretation

¢ 76005 —fluoroscopy code

* 27096 is used only with flouroscopy.

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming Sl joint blocks:

1 Complete initial evaluation including history and
physical examination;
2. Physiological and functional assessment, as neces-
sary and feasible;
3. Definition of indications and medical necessity as
follows:
 Suspected organic problem;
« Nonresponsiveness to conservative modalities of
treatments;
 Pain and disability of moderate-to-severe degree;
» No evidence of contraindications such asinfection,
or predominantly psychogenic pain;
 Responsivenessto prior interventionswith improve-
ment in physical and functional status for repeat

blocks or other interventions;
» Repeating interventions only upon return of pain
and deterioration in functional status;

ICD-9 CODES THAT SUPPORT MEDICAL
NECESSITY

¢ Sacrailiitis-720.2

It isthe responsibility of the provider to code to the highest
level specified in the ICD-9-CM, eg, to the fourth or fifth
digit. The service must be reasonable and necessary in the
specific case and must meet criteriaspecified in the policy.

¢+ Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.

Frequency and Number of Injections or Interventions:

+ In the diagnostic or stabilization phase, a patient
may receiveinjectionsat intervals of no sooner than
1 week or, preferably, 2 weeks.

+ Inthetreatment or therapeutic phase (after the sta-
bilization is completed), the frequency should be 2
months or longer between each injection, provided
that at least > 50% relief is obtained for 6 weeks.
However, if the neural blockadeisapplied for differ-
ent regions, it can be performed at intervals of no
sooner than 1 week or, preferably, 2 weeksfor most
type of blocks. The therapeutic frequency must
remain at 2 months for each region. It is further
suggested that all regions be treated at the same
time, provided all procedures are performed safely.

+ Inthediagnostic or stabilization phase, the number
of injections should belimited to no morethan four
times per year.

¢+ In the treatment or therapeutic phase, the
interventional procedures should be repeated only
as necessary judging by the medical necessity cri-
teria, and these should be limited to a maximum of
six timesfor local anesthetic and steroid blocksfor a
period of 1 year.

Number Per Setting

It isrecommended that a physician should consider apatient in
totality and treat multiple regions of the patient in the same
setting, aslong asit is safe and feasible. Attemptsto treat one
particular organ at adifferent timeare not an absol ute necessity.

However, no more than five procedures (different procedures
and/or multiplesof oneprocedure—or total lineitemsor proce-
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dures) must be billed in one setting for any of the following:
the procedures are performed in different regions or acombi-
nation of procedures is performed in multiple regions. For
treatment of a single region, eg, only lumbosacral spine or
cervical spine, amaximum of four procedures (different proce-
dures and/or multiple of one procedure—or total lineitemsor
procedures) should bebilled. Procedurebilling excludes CPT
76005, which may be added in addition to the above.

Usemodifier -50, bilateral.

Documentation Requirements

The patient’s medical record must contain documentation that
fully supports the medical necessity for sacrailiac joint injec-
tions.

Documentation must also support the frequency and the
appropriateness of this procedure, as opposed to aternate
forms of therapy.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.

2. Fortin JD. The sacroiliac joint: A new perspective. J Back
Musculoskeletal Rehabil 1993; 3:31-43.

3. Fortin JD, Dwyer A, West S et al. Sacroiliac joint pain referral patterns
upon application of a new injection/arthrography technique. Part I
Asymptomatic volunteers. Spine 1994; 19:1475-1482.

4. Fortin JD, Dwyer A, Aprill C et al. Sacroiliac joint pain referral
patterns. Part II: Clinical evaluation. Spine 1994; 19:1483-1489.

5.  Dreyfuss P, Dreyer S, Griffin J et al. Positive sacroiliac screening
tests in asymptomatic adults. Spine 1994; 19:1138-1143.

6. Dreyfuss P, Michaelsen M, Pauza K et al. The value of medical
history and physical examination in diagnosing sacroiliac joint pain.
Spine 1996; 21:2594-2602.

7. Maigne JY, Aivaliklis A, Pfefer F. Results of sacroiliac joint double
block and value of sacroiliac pain provocation tests in 54 patients with
low back pain. Spine 1996; 21:1889-1892.

8. Vogler JB, Ill, Brown WH, Helms CA et al. The normal sacroiliac joint:
A CT study of asymptomatic patients. Radiol 1984; 151:433-437.

9. Norman GF, May A. Sacroiliac conditions simulating intervertebral
disc syndrome. West J Surg 1956; 64:461-462.

10. Slipman CW, Plastaras CT, Yang ST et al. Outcomes of therapeutic
fluoroscopically guided sacroiliac joint injections for definitive SIJS.
Arch Phys Med Rehabil 1996; 77:937.

11.  Slipman CW, Whyte WS, Chow DW et al. Sacroiliac joint syndromes.
Pain Physician 2001; 4:143-152.
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TRIGGER POINT INJECTIONS
Description

Myofascial pain syndrome, whichisaregional muscle pain
disorder accompanied by trigger points, appears to be a
common phenomenon in multiple regions, specifically in
the cervical spine. In the head and neck region, it is be-
lieved that myofascial pain syndrome can manifest not only
with mechanical symptomsin the neck, but as a headache,
tinnitus, shoulder pain, temporomandibular joint pain, eye
symptoms, and torticollis. However, thereisabsolutely no
epidemiol ogic dataon the prevalence of myofascial painin
the neck. The authors exploring the role of trigger points
and myofascial pain in whiplash injuries believe that the
theory of trigger points lacks demonstrated internal valid-
ity. Formal studies also have shown that myofascial ex-
perts have difficulty in agreeing on the presence of atrigger
point, which is the cardinal feature of regional myofascial
pain syndrome. Inaddition to this, it has been shown that,
topographically, trigger points of the neck overlay the cer-
vical facet joints; and it has been reported that pain pat-
terns of cervical trigger points are identical to those of re-
ferred pain from thefacet joints.

Similar to the cervical spine, the most common diagnosisfor
low back painisacute or chronic lumbosacral strain or sprain;
however, the scientific evidencefor low back pain of muscle
originisnot overwhelming.

Myofascia trigger pointsare self-sustaining, hyper-irritative
foci that may occur in any skeletal muscle in response to
strain produced by acute or chronic overload. Classically
these trigger points produce a referred-pain pattern charac-
teristic for that individual muscle. Thus, each pattern be-
comes part of asingle muscle myofascial pain syndrome. To
successfully treat chronic myofascial pain syndrome, each
single muscle syndrome needs to be identified, along with
every perpetuating factor.

Since thereisno laboratory or imaging test available for es-
tablishing or confirming the diagnosis of trigger points, it
mainly depends upon detailed history and specific muscu-
loskeletal examination. Some of the cardinal featuresof trig-
ger points are asfollows:

1 Distribution pattern of the pain consistent with the
referral pattern of trigger points that are described
intheliterature;

2. The presence of trigger points with focal tender-
nesswith aspecific referral pattern of pain;

3. A papabletaut band of muscleinwhich thetrigger
point is located;

4. Reproduction of referred-pain pattern upon stimu-
lation of the trigger point.

CPT Code(s)

¢ 20550 Injection, tendon sheath, ligament

¢ 20552 Injection, single or multipletrigger point(s),
one or two muscle(s)

¢ 20553 Injection, single or multipletrigger point(s),
three or more muscle(s)

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming trigger point injections:

1 Completeinitial evaluation, including history and
physical examination;
2. Physiological and functional assessment, as neces-
sary and feasible;
3. Definition of indications and medical necessity as
follows:
* Suspected organic problem;
» Nonresponsiveness to conservative modalities of
treatments;
 Pain and disability of moderate-to-severe degree;
» No evidence of contraindications such asinfection
or pain of predominantly psychogenic origin;
 Responsivenessto prior interventionswith improve-
ment in physical and functional status for repeat
blocks or other interventions;
» Repeating interventions only upon return of pain
and deterioration in functional status.

ICD-9 Codes That Support Medical Necessity

1 Myagiaand myositis, unspecified - 729.1
2. Rheumatism, unspecified and fibrositis- 729.0

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, to thefourth or fifth digit.
The service must be reasonable and necessary in the specific
case and must meet the criteria specified in the policy.

Frequency and Number of Injections or Interventions

+ Inthediagnostic phase, apatient may receiveinjec-
tionsat intervals of no sooner than 1 week or, pref-
erably, 2 weeks.

+ In the therapeutic phase (after the stabilization is
completed), the frequency should be 2 months or
longer between each injection, provided that at |east
>50% relief isobtained for 6 weeks. However, if the
neural blockade and/or injections are applied for
different regions, it/they can be performed at inter-
valsof no sooner than 1 week or, preferably, 2 weeks
for most type of blocks. Thetherapeutic frequency
must remain at 2 months for each region. It isfur-
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ther suggested that all regionsbetreated at the same
time provided all procedures are performed safely.
In the diagnostic or stabilization phase, the number
of trigger point injections should be limited to no
more than four times per year.

In the treatment or therapeutic phase, the trigger
point injections should be repeated only as neces-
sary judging by the medical necessity criteria, and
these should belimited to amaximum of six timesfor
local anesthetic and steroid blocks.

Trigger point injectionsarelimited to amaximum of
6 injections per region during one year period.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy.

Documentation Requirements

The patient’s medical record must contain documentation that
fully supportsthemedical necessity for trigger point injections.

Documentation must also support the frequency and the

appropriateness of this procedure, as opposed to aternate
forms of therapy.

Sources of Information

10.
11.

Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.
Manchikanti, L. Neural blockade in cervical pain syndromes. Pain
Physician 1999; 2:65-84.

Travell J. Myofascial trigger points. Clinical view. In Advances in
Pain Research and Therapy. New York , Bonica JJ, Able-Fessardi D
(eds). Raven Press, 1976, Vol. 1 pp 919-926.

Skootsky SA, Jaeger B, Oye RK. Prevalence of myofascial pain in
general internal medicine practice. West J Med 1989; 151:157-160.
Han SC, Harrison P. Myofascial pain syndrome and trigger point
management. Reg Anesth 1997; 22:89-101.

Barnsley L, Lord S, Bogduk N. Whiplash injury. Pain 1994; 58:283-307.
Wole F, Simons DG, Fricton J et al. The fibromyalgia and myofascial pain
syndromes. A preliminary study of tender point and trigger points in persons
with fibromyalgia pain and no disease. J Rheumatol 1992; 19:944-951.
Bogduk N, Simons DG. Neck pain: Joint pain or trigger points. In
Vaeroy H and Merskey J (eds). Progress in Fibromyalgia and
Myofascial Pain, Elsevier, Amsterdam, 1993; pp 267-273.

Gerwin RD. Myofascial pain syndromes from trigger points. Pain
1999; 3:153-159.

Rauck RL. Myofascial pain syndrome and fibromyalgia. Pain 1996; 41-53.
Harden RN, Bruehl SP, Gass S et al. Signs and symptoms of the
myofascial pain syndrome: A national survey of pain management
providers. Clin J Pain 2000; 16:64-72.
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SPINAL CORD STIMULATORS
Description

Spinal cord or epidural stimulationinvolvesan electricfield,
and a specified waveform, pulse width, and rate, and isre-
ported to diminish pain intensity in select cases of chronic
neurogenic pain. In spinal cord stimulation used to treat
chronic neurogenic pain, most typically, the dorsal or sen-
sory fibers of the spinal cord are stimulated. Spinal cord
stimulation is indicated for the treatment of a number of
conditions that are intractable and nonresponsive to many
of the other modalities of treatments. The neurostimulator
electrodes used for this purpose are implanted percutane-
ously in the epidural space through aspecial needle. Some
patients may need an open procedure requiring alaminec-
tomy to place the electrodes.

Prior to placement of the permanent electrodes, trial elec-
trodesare placed and stimulationis carried out with an exter-
nal stimulator. Thetrial period may be extended up to 4 weeks
if necessary. If during thetrial period, it is determined that
the spinal cord stimulation is not effective or is not accept-
abletothe patient, the electrodes may beremoved. However,
if thetrial has been successful, aspina neurostimulator and
pulse generator are inserted subcutaneously and connected
to the electrodes already in place or to new electrodes.

In some cases, neurostimulator electrodes migrate or move
from the area which needed to be stimulated, in which case
these electrodes require realignment. Additionally, in very
few cases, electrodes may need to beremoved. If the patient
cannot tolerate the electrodes, the spinal cord stimulation
becomesineffective after aperiod of time, and the leadsand/
or theimpulse generator become infected.

CPT Code(s)

¢ 63650 - Percutaneous implantation of
neurostimulator el ectrodes; epidural

¢ 63655 - Laminectomy for implantation of
neurostimulator el ectrodes; epidural

¢ 63685 - Incision and subcutaneous placement of
spinal neurostimulator pul se generator or receiver,
direct or inductive coupling.

¢ 63660- Revisonor removal of spina neurostimulator
electrodes

¢ 63688 -Revision or removal of implanted spinal
neurostimulator pulse generator or receiver

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming spinal cord simulation procedures:

1 Completeinitia evaluation, including history and

physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Psychological evaluation as necessary;

4 Definitionof indicationsand medica necessity asfollows

* Suspected organic problem;

» Nonresponsiveness to almost all conservative mo-
dalities of treatments, including fluoroscopically
directed epidural injections;

 Pain and disability of severe degree;

* No evidence of contraindications such as severe
spinal stenosis resulting in intraspinal obstruction,
infection, or predominantly psychogenic pain;

5. Implantation of the spinal cord stimulator used only
as achoice of last resort and after other treatment
modalitiesincluding medica management and, where
applicable, other invasive procedures|ike appropri-
ate nerveblocks, including fluoroscopically directed
epidural injections, havebeentried and did not prove
to be satisfactory, or these have been judged to be
unsuitable or contraindicated for the given patient.

6. In addition to the physical, functional and psycho-
logical assessment, which is basic, careful screen-
ing and eval uation by amultidisciplinary team prior
to implantation, which should include physical and
functional aswell as psychological evaluation.

7. Prior to implantation of the permanent electrodes,
demonstrated relief of pain with atemporarily im-
planted electrode, without any deleterious effects.

ICD-9 Codes That Support Medical Necessity
1 Postlaminectomy syndrome
o 72281 cervical, 722.82 thorecic, 722.83, lumbosacral
2. Disc displacement without myelopathy (disc her-
niation, radiculitis, disc extrusion, disc protrusion,
disc prolapse, discogenic syndrome).
o 722.0cervical, 722.11 thoracic, 722.10 lumbosacral
3. Discdisplacement with myelopathy
o 722.71cervica, 722.72 thoracic, 722.73 lumbosacral
4. Epidural fibrosis

- 349.2 cervical, 349.2 thoracic, 349.2 lumbosacral

5. Complex regional pain syndrome (Type | or reflex
sympathetic dystrophy)

e 337.20 reflex sympathetic dystrophy unspecified,
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337.21 reflex sympathetic dystrophy upper limb, 337.22
reflex sympathetic dystrophy lower limb, 337.29 re-
flex sympathetic dystrophy other unspecified site

6. Complexregiond painsyndrome(Typell or causagia)

« 355.9 causalgia, 354.4 causalgiaupper limb, 355.71
causalgialower limb

7. Limbpain

« 353.6 phantom limb pain, 997.60 stump pain, 997.61
neuroma of amputation stump, 342.0 hemiplegia—
flaccid, 342.1 hemiplegia—spastic

8 Postherpetic neuralgia
 053.10 with unspecified nerve system complication
¢ 053.13 postherpetic polyneuropathy

Caudaequinainjury 952.4

Chronic arachnoiditis 322.2

Arthrosclerosisof extremitieswithwrist pain 440.22
Mechanical complications of nervous system de-
vice implanted graft 996.2 (to be used to indicate
intolerance of the device by the patient or failure of
equipment/loss of effectiveness).

13. Infection and inflammatory reaction dueto internal
prosthetic device, implant and graft; dueto nervous
system device, implant and graft 996.63

REB®

It isthe responsibility of the provider to code to the highest
level specified in the ICD-9-CM (eg, to the fourth or fifth
digit. The service must be reasonable and necessary in the
specific case and must meet the criteriaspecified in the policy.

Non Covered ICD-9 Code(s)

All ICD-9-CM codesnot listed as covered in thispolicy may
not be covered. Individual consideration can be given when
the claim is submitted with aspecial report detailing therea-
son for performing the procedure for any other condition.

Sources of Information

Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.
Wetzel FT, Hassenbusch S, Oakley JC et al. Treatment of chronic
pain in failed back surgery patients with spinal cord stimulation: A
review of current literature and proposal for future investigation.
Neuromodulation 2000;3:59-74

May RJ, Volker S. Chronic pain management and spinal cord
stimulation: Patient-screening guidelines to improve treatment
outcome. Pain Digest 1999; 9:353-363.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

3L

Neilson KD, Adams Je, Hosobuchi Y. Experience with dorsal column
stimulation for relief of chronic intractable pain:1968-1973. Surg Neurol
1975;4:148-152.

Pineda A. Dorsal column stimulation and its prospects. SurgNeurol
1975;4:157-63

Richardson RR, Siqueira EB, Cerullo LJ. Spinal epidural
neurostimulation for treatment of acute and chronic intractable pain:
Initial and long term results. Neurosurgery 1979; 5:344-348.

Kumar K, Nath R, Wyant GM. Treatment of chronic pain by epidural
spinal cord stimulation.: A 10-year experience. J Neurosurg 1991;
75:402-407.

North RB, Ewend MG, Lawton MT et al. Failed back surgery
syndrome: 5-year follow- up after spinal cord stimulator implantation.
Neurosurgery 1991; 28:692-699.

North RB, Ewend MG, Lawton MT et al. Spinal cord stimulation for
chronic, intractable pain: Superiority of “multi-channel” devices. Pain
1991; 44:119-130.

LeDoux MS, Langford KH. Spinal cord stimulation for the failed back
syndrome. Spine 1993;18:191-194.

North RB, Kidd DH, Zahurak M et al. Spinal cord stimulation for chronic
intractable pain: Experience over two decades. Neurosurgery 1993;
32:384-395.

Barolat G, Ketcik B, He J. Long-term outcome of spinal cord stimulation
for chronic pain  management. Neuromodulation 1998;1:19-29.

Deer TR. Current and future trends in spinal cord stimulation for
chronic pain. Curr Pain and Headache Reports 2001; 5:503-509.
Burchiel KJ, Anderson VC, Brown FD et al. Prospective, multicenter
study of spinal cord stimulation for relief of chronic back and extremity
pain. Spine 1996; 21:2786-2794.

de la Porte C Van de Kelft E. Spinal cord stimulation in failed back
surgery syndrome. Pain 1993; 52:55-61.

Kumar K, Nath R. Spinal cord stimulation for chronic pain in peripheral
neuropathy. Surg Neurol 1996; 46:363-364.
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INTRATHECAL PUMPS
Description

Chronic opioid therapy in the treatment of persistent pain of
noncancer origin hasgained broad acceptance. Themultiple
routes of administration available to the practitioner are the
oral, transdermal, epidural, and intrathecal. Thispolicy will
addressintrathecal administration of opioidsand other drugs.
Opioid agonists produce analgesia at the spinal cord level
when administered intheintrathecal or epidural space. This
technique may be used for the management of chronic intrac-
table pain when it is not controlled by less invasive tech-
niques, aswell asoral narcotics. Intrathecal baclofenisused
for thetreatment of intractable spasticity of the spineor brain
etiology. For intrathecal administration of drugs, areservoir
isinserted subcutaneously; and it is attached to the proximal
portion of the catheter, which is tunneled beneath the skin.

With the epidural catheterization, preservative-free morphine
sulfate, hydromorphone hydrochloride (Dilaudid®), Fenta-
nyl or bacl ofen can be administered every 8to 12 hoursinthe
epidural space through an indwelling catheter, which can be
placed percutaneously.

CPT Code(s)

¢ 62350 Implantation, revison or repositioning of intrath-
ecal or epidura catheter, for implantable reservoir or
implantableinfusion pump, without laminectomy

¢ 62351 withlaminectomy

¢ 62355 Removal of previously implanted intrathecal
or epidural catheter

¢ 62360 Implantation or replacement of device for
intrathecal or epidural drug infusion; subcutane-
OUS reservoir

¢+ 62361 Nonprogrammable pump

¢ 62362 Programmablepump, including preparation
or pump, with or without programming

¢ 6235 Remova of subcutaneous reservoir or
pump previously implanted for intrathecal or epidu-
ral infusion

¢ 62367 Electronicandyssof programmable, implanted
pump for intrathecal or epidural drug infusion (in-
cludes evaluation of reservoir status, alarm status,
drug prescription status); without reprogramming.

¢ 62368 Withreprogramming

¢ 62310 Injection, single, epidural or subarachnoid;
cervica or thoracic

¢ 62311 Lumbar, sacral (caudal)

¢ 62318 Catheter placement, continuous infusion or
intermittent bolus; epidural or subarachnoid; cervi-
cal or thoracic

¢ 62319 Lumbar, sacra (caudal)

¢ 96530 Refilling or maintenance of implantable pump

Or reservoir

Indications and Medical Necessity

Thefollowing criteriashould be considered carefully in per-
forming intrathecal pump placements:

1 Completeinitial evaluation, including history and
physical examination;

2. Physiological and functional assessment, as neces-
sary and feasible;

3. Psychological evaluation as necessary;

4. Definition of indications and medical necessity as
follows:

* Suspected organic problem;

» Nonresponsiveness to almost all conservative mo-
dalities of treatments, including fluoroscopically
directed epidural injections;

 Pain and disability of severe degree;

* No evidence of contraindications such as severe
spinal stenosis resulting in intraspinal obstruction,
infection, or predominantly psychogenic pain.

5. Implantation of the morphine pump or epidural cath-
eterization for long-term purposes used only as a
choice of last resort and after other treatment mo-
dalitiesincluding medical management and, where
applicable, other invasive procedures|ike appropri-
ate nerveblocks, including fluoroscopically directed
epidural injections, have beentried and did not prove
to be satisfactory; or these have been judged to be
unsuitable or contraindicated for the given patient.

6. Inaddition to the physical, functional and psycho-
logical assessment, which is basic, careful screen-
ing and eval uation by amultidisciplinary team prior
to implantation, which should include physical and
functional, aswell as psychological, evaluation.

7. Prior toimplantation of the pump, demonstrated re-
lief of pain with subarachnoid or epidural injections
of morphinereliably on at least two occasions, with-
out any deleterious effects.

8. A patient with the diagnosis of cancer with alikely
life expectancy of at least 3 months and unrespon-
siveness to less invasive medical therapy or that
may no longer be the choice of therapy.

ICD-9 Codes That Support Medical Necessity

For implantation of catheter/pump services:

Postherpetic trigeminal neuralgia- 053.12
Postherpetic polyneuropathy - 053.13
Carcinomas- 141.0-239.9
Chronicarachnoiditis- 322.2
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5. Reflex Sympathetic Dystrophy - 337.20-337.29
6. Unspecified disease of spinal cord - 336.9

(To be used only for the diagnosis of myelopathy)
7. Phantomlimbpain-353.6
8 Causalgiaof upperlimb - 354.4
9. Causdgiaof lowerlimb- 355.71
10. Postlaminectomy syndrome, cervical region - 722.81
11. Postlaminectomy syndrome, thoracic region - 722.82
12. Postlaminectomy syndrome, lumbar region - 722.83

For removal/revision of catheter/pump services:

1  Other complicationsof interna (biologicd) (synthetic)
996.70 dueto unspecified device, implant, and graft

It isthe responsibility of the provider to code to the highest
level specifiedinthel CD-9-CM eg, to thefourth or fifth digit.
The service must be reasonable and necessary in the specific
case and must meet the criteria specified in the policy.

Noncovered ICD-9 Codes

Any codenot listed inthe“1CD-9 Codes That Support Medi-
cal Necessity” section of this policy may not be covered,
unless specific additional information is provided.

Documentation Requirements

The patient's medical record must contain documentation
that fully supportsthe medical necessity for pump implanta-
tion and administration of drugs.

Documentation must also support the frequency and the
appropriateness of this procedure, as opposed to aternate
forms of therapy.

Sources of Information

1. Manchikanti L, Singh V, Kloth D et al. Interventional techniques in the
management of chronic pain: Part 2.0. Pain Physician 2001; 4:24-96.

2. Willis KD, Doleys DM. The effects of long-term intraspinal infusion
therapy with noncancer pain patients; Evaluation of patient, significant-
other, and clinical staff appraisals. Neuromodulation 1999; 2:241-253.

3. Maron J, Loeser JD. Spinal opioid infusion in treatment of chronic pain
of non-malignant origin. Clin J Pain 1996; 12:174-179.

4. Krames ES, Schuchard M. Implantable intraspinal infusion analgesia:
Management guidelines. Pain Rev 1995;2:243-267.

5. Doleys DM, Coleton M, Tutak U. Use of intraspinal infusion therapy
with non-cancer pain patients: Follow up and comparison of worker's
compensation versus non-worker's compensation patients.
Neuromodulation 1998;1:149-159.

6. Hassenbusch SJ, Stanton-Hicks M, Covington EC et al. Long-term
intraspinal infusion of opiates in the treatment of neuropathic pain. J
Pain Symptom Manage 1995; 10:527-543.

7. Grabow TS, Derdzinski D, Staats PS. Spinal drug delivery. Curr Pain
and Headache Reports 2001; 5:510-516.

8.  Anderson VC, Burchiel KJ. A prospective study of long-term
intrathecal morphine in the management of chronic nonmalignant pain.
Neurosurgery 1999; 44:289-300.

9.  Goodman RR, Brisman R. Treatment of lower extremity reflex
sympathetic dystrophy with continuous intrathecal morphine infusion.
Appl Neurophysiol 1987; 50:425-426.

10. Siddall PJ, Gray M, Rutkowski S et al. Intrathecal morphine and
clonidine in the management of spinal cord injury pain: A case report.
Pain 1994; 59:147-148.

11.  Paice JA, Penn RD Kroin JS. Intrathecal octrectide for relief of
intractable nonmalignant pain: 5-year experience with two cases.
Neurosurgery 1996; 38:203-207.



