
Corporate Medical Policy 

Epidural Steroid Injection 

For Chronic Radicular Back and Neck Pain 

Description of Procedure or Service 

Epidural steroid injection (ESI) is a nonsurgical treatment for managing radiculopathy caused by disc 
herniation or degenerative changes in the vertebrae, such as spondylosis. In an ESI, powerful anti-
inflammatory medicine is injected directly into the epidural space. The injection may also include a local 
anesthetic. The goal of ESI is to reduce inflammation, relieve pain, improve function, and reduce the 
need for surgical intervention (Hayes Report, 2019). 

Benefit Application 

This medical policy relates only to the services or supplies described herein. Please refer to the 
Member's Benefit Booklet for availability of benefits. 

Policy Statement 

GEHA will provide coverage for epidural steroid injection when it is determined to be medically 
necessary because the medical criteria and guidelines as documented below have been demonstrated. 

When medical necessity criteria is met, a total of three (3) epidural steroid injections (ESIs) per episode 
of pain per region may be performed in six (6) months, not to exceed four (4) epidural steroid injections 
(ESIs) per region in twelve (12) months 

When treatment for Epidural Steroid Injection is covered 

GEHA considers epidural steroid injection medically necessary when the following criteria are met: 

Initial injection 

A. Radicular pain; and
B. X-ray, CT or MRI demonstrating no condition that precludes the safety of the performance of

the procedure; and
C. Pain that causes functional impairment of daily living; and
D. Failure of six weeks of non-surgical care (e.g. exercise, physical therapy and/or chiropractic care,

nonsteroidal anti-inflammatory drugs [NSAID’s] and/or muscle relaxants)
E. No more than two transforaminal injections may be performed at a single setting (e.g. single

spinal level bilaterally or two spinal levels unilaterally)
F. One cervical/thoracic or lumbar/caudal interlaminar injection per session and not in conjunction

with a transforaminal injection.
Subsequent injections 

A. Return of radicular pain that causes functional impairment of daily living; and
B. Pain relief greater than 50% with documentation of improvement in functional status after the

first ESI; and
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C. Repeat injections no sooner than 14 days; and 
D. No more than two transforaminal injections may be performed at a single setting (e.g. single 

spinal level bilaterally or two spinal levels unilaterally) 
E. One cervical/thoracic or lumbar/caudal interlaminar injection per session and not in conjunction 

with a transforaminal injection. 

When treatment for Epidural Steroid Injection is not covered 

A. Radicular pain that does not meet the above criteria 
B. Pre-planned injections without patient response reassessment after each epidural injection. 

C. Injections performed on the same date of service, including but not limited to, facet injections, 
sacroiliac joint injections, and sympathetic blocks.  

D. Chronic degenerative disc disease without radicular features 
E. Cervical, thoracic or lumbar central canal spinal stenosis without extremity symptoms 
F. Epidural injection repeated prior to 14 days 
G. Contraindications including any of the following: 

1. Pain related to cancer etiology 
2. Spinal infection 
3. Cauda equine syndrome 
4. Spinal trauma such as hematomas, hemorrhage, mass, ischemia, etc. 
5. Coagulopathy disorders or anti-coagulation therapy 
6. Potential Central Nervous System process resulting in presenting symptoms (e.g. 

transverse myelitis, central demyelination.) 
 
It is not appropriate to use ultrasound guidance for needle placement for epidural injections as this 
technology is considered experimental/investigational as it is not identified as widely used and generally 
accepted for the proposed use as reported in nationally recognized peer- reviewed medical literature 
published in the English language. 
 
It is not appropriate to use intraoperative neuromonitoring for epidural injections as this technology is 
considered experimental/investigational for this procedure. It is not identified as widely used and 
generally accepted for the proposed use as reported in nationally recognized peer-reviewed medical 
literature published in the English language. 
 
Interlaminar epidural injections of corticosteroid preparations, with or without added anesthetic agents, 
are considered experimental and investigational for all other indications (e.g., non-specific low back pain 
[LBP] and failed back syndrome) because their effectiveness for indications other than the ones listed 
above has not been established. 
 
Physician documentation 

History and focused physical 

Minimum plain film imaging to rule out contraindicated conditions 
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X-ray, CT or MRI demonstrating no condition that precludes the safety of the performance of the 
procedure (within 12 month period) 

Tried and failed therapies over a minimum of 6 weeks for initial injection 

Progress notes indicating pain relief greater than 50% with documentation of improvement in functional 
status for repeat injections. 

 

Policy Guidelines 

Agency for Healthcare Research and Quality (AHRQ) Technology Assessment Program 

The 2015 AHRQ comparative effectiveness study on injection therapies for low back pain (LBP) 
concluded that ESIs for radiculopathy were associated with immediate improvements in pain and might 
be associated with immediate improvements in function, but benefits were small and not sustained, and 
there was no effect on long-term risk of surgery. Evidence did not suggest that effectiveness varies 
based on injection technique, corticosteroid, dose, or comparator. Limited evidence suggested that 
epidural corticosteroid injections are not effective for spinal stenosis or non-radicular back pain (Chou et 
al., 2015). 

American Society of Interventional Pain Physicians (ASIPP) 

The ASIPP published updated evidence-based guidelines regarding interventional techniques in the 
management of chronic spinal pain in 2013 (Manchikanti et al.). The ASIPP maintains a comprehensive 
guideline for epidural steroid injections including indications, limitations and therapy frequencies. 

North American Spine Society (NASS) 

In 2020, NASS revised its coverage policy recommendations for epidural steroid injections and selective 
spinal nerve blocks. They stated that the rationale for coverage is based on high-level evidence and what 
most practitioners would consider to be accepted practice patterns. Multiple randomized-controlled 
trials (RCTs) have demonstrated that lumbar epidural steroid injections (LESIs) are effective in the 
treatment of lumbar radiculitis caused by disc herniation. There is sufficient literature to suggest that a 
trial of ESIs for radicular pain caused by conditions other than disc herniation is appropriate prior to 
considering surgical intervention. 

 

Background 

Low back pain is one of the most frequently encountered conditions in clinical practice. Up to 84 percent 
of adults have low back pain at some time in their lives, and a national survey of U.S. adults in 2002 
found that over one-quarter reported low back pain lasting at least a whole day in the previous 3 
months (Walker, 2000).  Although low back pain affects individuals of all ages, its prevalence peaks at 55 
to 64 years of age and remains common in those 65 years of age and older. Low back pain can have 
major adverse impacts on quality of life and function and is frequently associated with depression or 
anxiety (Freburger et al., 2009). 
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Chronic low back pain should be treated in a tiered approach with combination of non-pharmacologic, 
non-narcotic therapies such as multidisciplinary rehabilitation and alternative pain management 
methods with oral nonsteroidal inflammatory drugs.  If these methods are ineffective, the patient 
should consider more invasive treatments only if the benefits associated with the treatment outweigh 
the potential risks (Lenahan et al., 2018). 

Radicular pain is defined as pain that radiates from the origin. Back and neck pain will often follow 
neural pathways to the extremities causing pain and paresthesia.  

Lumbar epidural steroid injection 

In a comparison of clinical efficacy of epidural injection with or without steroid in lumbosacral disc 
herniation (LDH), a systematic review and meta-analysis concluded that steroid is recommended over 
local anesthetics or saline for pain control in patients with LDH, with a weak strength of 
recommendation. The superiority of steroids was remarkable, especially at relatively short-term follow-
ups, and maintained until the 1 year follow-up. The clinical benefits of steroids at 1 month were more 
prominent when compared with saline, than when compared with local anesthetics (Lee, et al., 2018). 

In a systematic review by Oliveira et al. (2020) including 25 clinical trials (from 29 publications) 
investigating the effects of epidural corticosteroid injections compared to placebo in patients with 
lumbosacral radicular pain. The included studies provided data for a total of 2470 participants with a 
mean age ranging from 37.3 to 52.8 years. Seventeen studies included participants with lumbosacral 
radicular pain with a diagnosis based on clinical assessment and 15 studies included participants with 
mixed duration of symptoms. The included studies were conducted mainly in North America and 
Europe.  This study found that epidural corticosteroid injections probably slightly reduced leg pain and 
disability at short-term follow-up in people with lumbosacral radicular pain. In addition, no minor or 
major adverse events were reported at short-term follow-up after epidural corticosteroid injections or 
placebo injection. 

In a met-analysis by Liu et al. (2015), ten studies including 1,010 participants, there was evidence that 
shows epidural steroid injections are better than lidocaine alone, regardless of the mode of epidural 
injection. There is a fair short-term and long-term benefit for treating spinal stenosis with local 
anesthetic and steroids. 

Transforaminal Injection 

Smith et al (2019) published the results of a systematic review of 19 studies assessing the efficacy of 
lumbar transforaminal steroid injection for radicular pain due to lumbar disc herniation. Placebo 
controlled RCTs, pragmatic studies, and observational studies were included in the analysis. Utilizing a 
threshold of ≥50% reduction in pain, treatment success rates across studies were 63% (Range: 58 to 
68%) at 1-month, 74% (Range: 68-80%) at 3-months, 64% (59-69%) at 6-months, and 64% (57-71%) at 
1year. The authors concluded that there is strong evidence that lumbar transforaminal injection of 
steroids is an effective treatment for radicular pain due to disc herniation. 

Manchikanti et al (2014) sought to assess the effectiveness of transforaminal epidural injections of local 
anesthetic with or without steroids in managing chronic low back and lower extremity pain in patients 
with disc herniation and radiculitis. One hundred twenty patients were randomly assigned to 2 groups: 
Group I received 1.5 mL of 1% preservative-free lidocaine, followed by 0.5 mL of sodium chloride 
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solution. Group II received 1% lidocaine, followed by 3 mg, or 0.5 mL of betamethasone. The sodium 
chloride solution and betamethasone were either clear liquids or were provided in opaque-covered 
syringes. The primary outcome measure was significant improvement (at least 50%) measured by the 
average Numeric Rating Scale (NRS) and the Oswestry Disability Index 2.0 (ODI). Secondary outcome 
measures were employment status and opioid intake. At 2 years there was significant improvement in 
all participants in 65% who received local anesthetic alone and 57% who received local anesthetic and 
steroid. When separated into non-responsive and responsive categories based on initial relief of at least 
3 weeks with 2 procedures, significant improvement (at least 50% improvement in pain and function) 
was seen in 80% in the local anesthetic group and 73% in the local anesthetic with steroid group. 
Presumed limitations of this evaluation include the lack of a placebo group. The authors concluded 
transforaminal epidural injections of local anesthetic with or without steroids might be an effective 
therapy for patients with disc herniation or radiculitis. The present evidence illustrates the lack of 
superiority of steroids compared with local anesthetic at 2-year follow-up. 

Interlaminar injection 

Interlaminar epidural injection refers to a procedure that involves the delivery of injectate to the 
epidural space by directing a needle between the laminae of two adjacent vertebrae. The goal of this 
interventional pain medicine procedure is the relief of radicular pain and are a therapeutic option in the 
cervical, thoracic, or lumbar spine. Injectate typically is composed of a combination of anesthetics and 
steroids. The interlaminar approach allows for medication spread over a larger area than transforaminal 
epidural injection and can be advantageous in patients with multi-level spinal pathology. However, the 
intrinsic nature of the dorsal approach of interlaminar injection results in a limited ventral spread of 
injectate compared to transforaminal epidural injections, which can limit efficacy in a pathology-
dependent manner (Hakim & Munakomi, 2020). 

Cervical steroid epidural injection 

A recent Hayes report (2019) evaluated the effectiveness and safety of treating cervical radiculopathy 
with epidural steroid injection.  The evidence regarding ESI for cervical radiculopathy fails to 
demonstrate any beneficial effect of ESIs on pain or disability associated with cervical radiculopathy 
compared with epidural injection of anesthetic alone. Because none of the studies included a placebo 
condition, it is not clear whether and to what extent improvements observed following ESI are 
attributable to the anesthetic, the injection itself, placebo effects, or other as of yet unidentified factors. 
In addition, alternative treatments, may provide improved long-term pain and functional outcomes 
compared with ESI, although only a small number of studies evaluated these treatments. Although 
complications reported in the reviewed studies were generally mild and transient, serious AEs have 
occurred, including paraplegia, meningitis, and epidural abscess. 

Image guidance 

Ultrasound (US): Ultrasonography is highly effective in accurately guiding the epidural needle placement 
and produces comparative treatment outcome as fluoroscopy. US-guidance offers the advantages of 
delineating vessels in the needle trajectory and no radiation exposure. However, US has significant 
limitations based on body habitus and pathology, and operator dependent skills, and is typically not 
used for performing these procedures (American College of Radiology, 2019). 
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Frequency of injection 

The treating provider should wait until the peak effect of the injection has occurred before making the 
decision to provide an additional dose, in order to potentially spare the patient an unnecessary 
procedure and the potential side effects of additional corticosteroid.  The preferred interval between 
injections is also influenced by the ability to minimize unwanted systemic sequelae of ESI. These include 
hyperglycemia, blood pressure elevation, and hypothalamic pituitary adrenal (HPA) axis suppression. 
Hyperglycemia and blood pressure elevation, which if present, are usually limited to 48-72 hours [7-9]; 
however, additional delay of normal HPA axis function may occur. Limited evidence has shown that 
methylprednisolone (a particulate steroid) remains in the epidural space for more than two weeks, 
though this is of unclear clinical significance. Some studies have demonstrated that if HPA axis 
suppression occurs, it can last for over three weeks. It is important to note that the duration of systemic 
effects from an ESI are likely influenced by the type of steroid used, as both betamethasone and 
dexamethasone demonstrate a reduced average time of endogenous cortisol reduction after ESI 
compared with triamcinolone and methylprednisolone (Mattie, et al., 2020). 

Regulatory Status 

Epidural steroid injection is a procedure and thus not regulated by the FDA.  However, the devices and 
medications used for this procedure are regulated by the FDA. 

In April 2014, the U.S. Food and Drug Administration (FDA) warned, that injection of corticosteroids into 
the epidural space of the spine may result in rare but serious adverse events, including loss of vision, 
stroke, paralysis, and death. They noted the effectiveness and safety of epidural administration of 
corticosteroids have not been established, and the FDA has not approved corticosteroids for this use. 
FDA is requiring the addition of a warning to the drug labels of injectable corticosteroids to describe 
these risks. The FDA recommends that individuals should discuss the benefits and risks of epidural 
corticosteroid injections with their health care professionals, along with the benefits and risks 
associated with other possible treatments. 

The following codes are for reference purposes only and do not imply that the service is covered or 
non-covered. Applicable codes include but are not limited to:  

CPT/HCPCS Code Description 
64479 anesthetic agent and/or steroid, transforaminal epidural; with imaging 

guidance (fluoroscopy or CT); cervical or thoracic, single level 
+64480 Injection(s), anesthetic agent and/or transforaminal epidural with imaging 

guidance 
(fluoroscopy or CT); cervical or thoracic, each additional level (List separately in 
addition to code for primary procedure) 

64483 Injection(s), anesthetic agent and/or steroid, transforaminal epidural, with 
imaging guidance (fluoroscopy or CT); lumbar or sacral, single level 

+64484 Injection(s), anesthetic agent and/or steroid, transforaminal epidural, with 
imaging 
guidance (fluoroscopy or CT); lumbar or sacral, each additional level (List 
separately in addition to code for primary procedure) 

62320 Injection(s), of diagnostic or therapeutic substance(s) (e.g., anesthetic, 
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antispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, 
including needle or catheter placement, interlaminar epidural or subarachnoid, 
cervical or thoracic; without imaging guidance. 

62321 Injection(s), of diagnostic or therapeutic substance(s) (e.g., anesthetic, 
antispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, including needle or catheter placement, interlaminar epidural or 
subarachnoid, cervical or thoracic; with imaging guidance (i.e., fluoroscopy or CT) 

62322 Injection(s), of diagnostic or therapeutic substance(s) (e.g., anesthetic, 
antispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, 
including needle or catheter placement, interlaminar epidural or subarachnoid, 
lumbar or sacral (caudal); without imaging guidance 

62323 Injection(s), of diagnostic or therapeutic substance(s) (e.g., anesthetic, 
antispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, including needle or catheter placement, interlaminar epidural or 
subarachnoid, lumbar or sacral (caudal); with imaging guidance (i.e., fluoroscopy 
or CT) 

62324 Injection(s), including indwelling catheter placement, continuous infusion or 
intermittent bolus, of diagnostic or therapeutic substance(s) (eg, anesthetic, 
antispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, interlaminar epidural or subarachnoid, cervical or thoracic; without 
imaging guidance 

62325 Injection(s), including indwelling catheter placement, continuous infusion or 
intermittent bolus, of diagnostic or therapeutic substance(s) (eg, anesthetic, 
antispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, interlaminar epidural or subarachnoid, cervical or thoracic; with 
imaging guidance (ie, fluoroscopy or CT) 

62326 Injection(s), including indwelling catheter placement, continuous infusion or 
intermittent bolus, of diagnostic or therapeutic substance(s) (eg, anesthetic, 
antispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, interlaminar epidural or subarachnoid, lumbar or sacral (caudal); 
without imaging guidance 

62327 Injection(s), including indwelling catheter placement, continuous infusion or 
intermittent bolus, of diagnostic or therapeutic substance(s) (e.g., anesthetic, 
antispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, interlaminar epidural or subarachnoid, lumbar or sacral (caudal); with 
imaging guidance (i.e., fluoroscopy or CT) 
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