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Medical Policy Statement prepared by CareSource and its affiliates are derived from literature based on and supported by clinical 
guidelines, nationally recognized utilization and technology assessment guidelines, other medical management industry 
standards, and published MCO clinical policy guidelines.  Medically necessary services include, but are not limited to, those 
health care services or supplies that are proper and necessary for the diagnosis or treatment of disease, illness, or injury and 
without which the patient can be expected to suffer prolonged, increased or new morbidity, impairment of function, dysfunction of 
a body organ or part, or significant pain and discomfort.  These services meet the standards of good medical practice in the local 
area, are the lowest cost alternative, and are not provided mainly for the convenience of the member or provider.  Medically 
necessary services also include those services defined in any Evidence of Coverage documents, Medical Policy Statements, 
Provider Manuals, Member Handbooks, and/or other policies and procedures.  
 
Medical Policy Statements prepared by CareSource and its affiliates do not ensure an authorization or payment of 
services.  Please refer to the plan contract (often referred to as the Evidence of Coverage) for the service(s) referenced in the 
Medical Policy Statement.  If there is a conflict between the Medical Policy Statement and the plan contract (i.e., Evidence of 
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A. Subject 
Facet Joint Interventions   

 

B. Background 
An estimated 84% of adults experience back pain during their lifetime. Long-term 

�R�X�W�F�R�P�H�V���D�U�H���O�D�U�J�H�O�\���I�D�Y�R�U�D�E�O�H���I�R�U���P�R�V�W���S�D�W�L�H�Q�W�V�����E�X�W���D���V�P�D�O�O���S�H�U�F�H�Q�W�D�J�H���R�I���S�D�W�L�H�Q�W�V�¶��
symptoms persist. Persistent pain is categorized as subacute when it lasts between 4 

and 12 weeks and chronic when it persists for at least 3 months. Facet joint pain 

comprises 27%-40% of patients with chronic low back pain (LBP). 

 

�&�R�P�S�U�H�K�H�Q�V�L�Y�H���S�D�L�Q���P�D�Q�D�J�H�P�H�Q�W���F�D�U�H���S�O�D�Q�V���D�U�H���P�R�V�W���H�I�I�H�F�W�L�Y�H���L�Q���P�D�Q�D�J�L�Q�J���D���S�D�W�L�H�Q�W�¶�V��
chronic pain. These plans focus on a person-centered approach and incorporate 

conservative treatment with other modalities. These multidisciplinary treatments promote 

self-�P�D�Q�D�J�H�P�H�Q�W���D�Q�G���D�L�P���W�R���U�H�G�X�F�H���W�K�H���L�P�S�D�F�W���R�I���S�D�L�Q���R�Q���D���S�D�W�L�H�Q�W�¶�V���G�D�L�O�\���O�L�I�H�����H�Y�H�Q���L�I��
the pain cannot be relieved completely. In addition to conservative therapy, treatment 

options may include nonpharmacologic or pharmacologic treatments, and nonsurgical or 

surgical interventions. Only physicians qualified in interventional procedures for pain 

unresponsive to conservative treatment should perform 
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therapy, a physician supervised home exercise program (HEP), and/or 

chiropractic care. 

�ƒ HEP �± A 6-week program requiring an exercise prescription and/or plan and 

a follow-up documented in the medical record after completion, or 

documentation of the inability to complete a HEP due to a stated physical 

reason (ie, increased pain, inability to physically perform exercises). Patient 

inconvenience or noncompliance without explanation does not constitute an 

inability to complete. 

o Inactive Conservative Therapies �± Passive activities by the patient that aid in 

treating symptoms associated with pain including rest, ice, heat, medical devices, 

acupuncture, TENS use, and/or pharmacotherapy (prescription or over the 

counter [eg, NSAIDS, acetaminophen]). 

�ƒ Transcutaneous Electrical Nerve Stimulator (TENS) �± A device that 

utilizes electrical current directed through electrodes placed on the surface of 

�W�K�H���V�N�L�Q���W�R���G�H�F�U�H�D�V�H���W�K�H���S�D�W�L�H�Q�W�¶�V���S�H�U�F�H�S�W�L�R�Q���R�I���S�D�L�Q���E�\���L�Q�K�L�E�L�W�L�Q�J���W�K�H��
transmission of afferent pain nerve impulses and/or stimulating the release of 

endorphins. Its use, frequency, duration, and start dates must be documented 

in the medical record to be considered part of conservative therapy.  

�x Medial Branch Nerve Block Injection �± A diagnostic procedure in which a short-

acting anesthetic (eg, lidocaine) is injected near small medial nerves connected to a 

specific facet joint. It may also be performed to treat back pain caused by facet 

joint(s) with a longer acting anesthetic (eg, bupivacaine).  

o Successful Diagnostic Injection �± An injection that achieves greater than 80% 

reduction in pain within the duration of effectiveness for the anesthetic used.    

�x Radiofrequency Ablation (RFA) �± Minimally invasive treatment modality that 
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A. Medial branch nerve block injections are unproven for the treatment of chronic 

spinal pain. Routine therapeutic injections will not be authorized for chronic pain 

management. 

B. Intra-articular facet joint injections for neck and back pain are not considered 

medically necessary as there is limited evidence and the efficacy has not been 

established.  

C. Intra-articular facet joint injections do not qualify as diagnostic information for a 

proposed neurotomy. 

 

V. Spinal Cord Stimulators/Pain Pumps 

Patients with indwelling implanted spinal cord stimulators or pain pumps should 

include a device interrogation report with the required medical records for medical 

necessity review requests. If a device is not functioning properly, an escalation in 

pain may warrant evaluation and management of the implanted device. 

 

E. Conditions of Coverage 
N/A 

 

F. Related Polices/Rules 
N/A 

 

G. Review/Revision History  

 DATE ACTION 

Date Issued 05/13/2020 This policy replaces the Facet Medial Branch Nerve Block 

and Radiofrequency Facet Ablation policies. Added criteria 

re: exclusion of repeat diagnostic injections for RFA. 

Date Revised 07/22/2020 

 

11/11/2020 

 

 

07/21/2021 

06/22/2022 

 

 

06/21/2023 

 

 

05/08/2024 

Revisions: Medial Branch Nerve Block injection clinical 

�F�U�L�W�H�U�L�D�����U�H�T�X�L�U�H�P�H�Q�W���R�I���R�Q�H���³�V�X�F�F�H�V�V�I�X�O�´��RFA session.  

Revision: RFA language revised around benefit limit for 

clarity. (This revision does not require a network notification 

or a change of the Effective Date). 

Annual Update: Removed PA language.   

Annual Review: updated background, references, 

definitions, re-
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