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Lumbar Epidural Injections

Introduction

North American Spine Society (NASS) coverage policy recommendations are intended to assist payers
and members by proactively defining appropriate coverage positions. Historically, NASS has provided
comment on payer coverage policy upon request. However, in considering coverage policies received by
the organization, NASS believes proactively examining medical evidence and recommending credible
and reasonable positions may be to the benefit of both payers and members in helping achieve
consensus on coverage before it becomes a matter of controversy.

Methodology

The coverage policies put forth by NASS use an evidence-based approach to spinal care when possible.
In the absence of strict evidence-based criteria, policies reflect the multidisciplinary and non-conflicted
experience and expertise of the authors in order to reflect reasonable standard practice indications in
the United States.

NASS Coverage Policy Methodology

Background Information

Lumbar epidural steroid injections can be performed via an interlaminar or caudal approach (CPT code
62311) or a transforaminal approach that includes the use of fluoroscopic or CT-guidance, which is
bundled into the procedure (CPT codes 64483-64484). Fluoroscopic-guidance (CPT code 77003) is not
bundled into CPT code 62311 and can be billed separately when performed with an interlaminar
epidural steroid injection. Interlaminar and transforaminal epidural steroid injections using ultrasound
guidance (CPT codes 0030T-0031T) are not recommended for coverage by NASS.

Scope and Clinical Indications

Therapeutic lumbar epidural steroid injections (ESIs) are indicated for the following diagnoses with
qualifying criteria, when appropriate.
1. Lumbar radicular painin which the following criteria are met:
a. the painis severe enough to cause some degree of functional deficit
b. failure of at least four weeks of noninvasive care (see below*)
c. imaging demonstrating a correlative region of nerve impingement
2. Neurogenic claudication in which the following criteria are met:
a. the painis severe enough to cause some degree of functional deficit
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b. failure of at least four weeks of noninvasive care (see below*)
c. imaging demonstrating a correlative region of nerve impingement
3. Low back pain without lower extremities symptoms ONLY in the following clinical scenarios:
a. High-level athletes during a competitive season
b. Pregnant women with intractable low back pain unresponsive to other treatments

*It is known that the majority of back and radicular pain will improve over 4 weeks. It is
therefore reasonable to recommend failure of four weeks of non-surgical, noninvasive care.
Appropriate non-surgical, non-injection treatments should be considered along with a rationale
for interventional treatment. Exceptions to waiting 4 weeks can exist but should be carefully
documented and should be reviewed on a case-by-case basis. These include, but are not limited
to:

L

At least moderate pain with significant functional loss at work and/or home

b. Severe pain unresponsive to outpatient medical management

c. Inability to tolerate non-surgical, non-injection care due to co-existing medical
condition(s) (e.g. cardiac disease)

d. Prior successful ESI for the same condition

Diagnostic selective nerve root blocks (DSNRBs) use a small amount of anesthetic via a transforaminal
approach to anesthetize a specific spinal nerve and share the same CPT codes as therapeutic
transforaminal ESls (64479-64484). DSNRBs are used to evaluate a patient’s anatomical level and/or
source of radicular pain and are often used in surgical planning and decision-making. The following must
be documented:
e Post-injection assessment of the percentage of pain relief and/or change in visual or
numerical analog score (VAS/NAS).

Contraindications to Lumbar Epidural Injections and DSNRBs

Lumbar ESIs and DSNRBs are NOT indicated in cases that do not fulfill the above criteria. Of note,
lumbar epidural steroid injections are not indicated in the following scenarios:

e Cancer:

0 New onset low back pain with a history of cancer, multiple risk factors for cancer, or
strong clinical suspicion for cancer in the absence of advanced imaging studies (to rule
out local cancer involvement)

0 Epidural injections may be considered if cancer is ruled-out or if the patient’s pain is felt
to be unrelated to their cancer AND they meet one of the above criteria lists (Iltems 1, 2,
or 3)
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¢ Infection:
0 New onset of low back pain with fever in the absence of advanced imaging studies (to
rule out local infection)
0 History of active intravenous drug use
0 History of recent or ongoing systemic bacterial or fungal infection
0 Immunosuppression
e Cauda equina syndrome
0 New onset urinary retention, fecal incontinence, or saddle anesthesia
O Rapidly progressing (or other) neurological deficits
e Axial Low Back Pain without lower extremity symptoms
e Co-existing medical conditions that would preclude the safe performance of the injection or be
a contraindication to the intervention (e.g. bleeding disorder, presence of an epidural mass, or
central nerve system (CNS) disorders” such as transverse myelitis or other demyelinating
disorder)
#Note that if a CNS process is present, but the pain or neurologic deficit is clearly unrelated,
an ESI may still be indicated if the patient meets one of the above criteria lists (Items 1, 2, or
3)

Procedural Requirements, Utilization, and Restrictions:

Lumbar epidural steroid injections, regardless of approach or indication, are subject to the following
requirements and restrictions:
e Contrast enhanced fluoroscopy or CT guidance.

0 For transforaminal ESls, live contrast-enhanced fluoroscopy or digital subtraction
angiography is preferred, though contrast-enhanced CT guidance may be performed
with the understanding that this form of visualization might not detect intravascular
flow leading to potential complications, especially if particulate steroids are used.

0 Exceptions to the use of contrast are considered in patients who have a significant
history and/or are at high risk for an adverse event if contrast material is used (e.g.
contrast allergy).

= In these cases, physicians should consider using a test-dose injection prior to
injecting any particulate steroids and/or use only non-particulate steroid
solutions.

= The reasons for not using contrast should be documented in the procedure
report.
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e Injections are performed independently based on the patients’ symptoms and response to prior
injections and approach (if performed). There is no role for a routine “series of 3” ESls.

e If a prior lumbar ESI provided no relief, a second ESI is allowed following reassessment of the
patient, injection technique and/or medication used.

e No more than 3 lumbar ESIs and/or DSNRBs may be performed in a 6-month period of time.

e No more than 6 lumbar ESIs and/or DSNRBs may be performed in a 12-month period of time
regardless of the number of levels involved.

e Films that adequately document final needle position and injectate flow must be retained and
made available upon request.

e No more than 2 transforaminal injections may be performed at a single setting (e.g. single level
bilaterally or two levels)

e For caudal or lumbar interlaminar injections, only one per session may be performed and NOT in
conjunction with a transforaminal injection.

e For each session, no more than 80mg of triamcinolone, 80 mg of methylprednisolone, 12 mg of
betamethasone, 15 mg of dexamethasone or equivalent corticosteroid dosing should be used.

e Given the recent RCT evidence (Kennedy et al, Pain Medicine, 2014; El-Yahchouchi et al, Pain
Medicine, 2014) for the therapeutic equivalency of dexamethasone to particulate steroid,
particulate-free steroid, such as dexamethasone, should be used as the first line drug in all
transforaminal ESls. Particulate steroid should be used only after failure of particulate-free
steroid and with appropriate patient counseling and safeguards, such as digital subtraction
imaging.

e local anesthesia is usually sufficient for a majority of lumbar ESls though on occasion minimal to
moderate conscious sedation is an appropriate option

e |f monitored anesthesia care is utilized, the need for such sedation should be clearly
documented in the medical records.

Rationale

Lumbar epidural steroid injections are one the most commonly performed injection procedures in the
treatment of spine-related pain. The proposed Coverage Policy (also known as the “Policy”) put forth by
the North American Spine Society utilizes an evidence-based approach to spinal care when possible. In
the absence of strict evidence-based criteria, the Policy utilizes the multidisciplinary and non-conflicted
experience and expertise of the task force in order to reflect reasonable standard practice indications in
the United States.

For lumbar radicular pain, the rationale for coverage is based on high-level evidence and what most
practitioners would consider to be accepted practice patterns. Lumbar radicular pain may be caused by
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a myriad of pathologic conditions including, but not limited to lumbar disc herniation, lumbar stenosis
(central or foraminal), lumbar spondylolisthesis, post-operative perineural fibrosis, or failed low back
surgery syndrome. Multiple randomized-controlled trials have demonstrated that ESls are effective in
the treatment lumbar radiculitis caused by disc herniation'®. There is sufficient literature to suggest that
at least a trial of ESI’s for radicular pain caused by conditions other than disc herniation is appropriate *
7 prior to considering surgical intervention.

For neurogenic claudication, the rationale for coverage is based on what most practitioners would
consider to be accepted practice patterns. Neurogenic claudication is caused by spinal stenosis, either
degenerative or isthmic. There is literature to suggest that ESIs are effective in reducing pain in this
patient population!®®19 though this treatment seems to be less effective in this group than in patients
with herniated discs?>%L. In addition, there is data that shows that the injection of epidural steroid is
equivalent to epidural local anesthetic'> 2226, |t should be noted that epidural injection of local
anesthetic has been clearly demonstrated to be more effective than a placebo?. Based on these data, it
is felt that a trial of epidural injections is reasonable prior to the consideration of surgical intervention
for neurogenic claudication associated with lumbar spinal stenosis.

For selected cases of LBP, the rationale for coverage is based on what most practitioners would consider
to be accepted practice patterns. While epidural injections are not typically considered an effective
treatment for isolated, non-specific low back pain, they can be helpful in certain circumstances as
described above. It is acknowledged that there is a paucity of data on this topic. In the absence of
quality data, this coverage recommendation is guided by what appears to be reasonable and accepted
practice patterns.

The rationale for the procedural requirements, utilization, and restrictions is based on what most
practitioners would consider to be accepted practice patterns. In addition, there are a number of
reports of complications associated with epidural injections?®33 that have occurred primarily as a result
of intravascular injection. The use of live, contrast-enhanced fluoroscopy, digital subtraction, and the
use of non-particulate steroids minimizes these risks.

As the potential risks with ESIs are both local from the procedure itself and systemic from the
medications injected (specifically steroids), it is reasonable to place limits on the number of injections
that should be administered in a given time. Currently, there are no data to support performing a
predetermined “series” of injections. The determination to perform more than one injection should be
based on the patient’s response to the prior injection, the approach/location it was administered, the
patient’s symptoms, the medications used, and the imaging findings. This evaluation needs to be done
via a face-to-face encounter and the reasons for repeating the injection clearly documented.
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