
 

Corporate Medical Policy 

    Facet Joint Injections & Radiofrequency Ablation 

For Spinal Pain 

 

Description of Procedure or Service 

A facet joint injection (FJI) involves intra-articular injection typically consisting of a local anesthetic with 

or without a corticosteroid into the facet joint itself. The facet joints are located near the bony spine but 

not near the spinal cord. Cervical FJIs are performed for neck pain; thoracic FJIs for middle back or upper 

back pain; and lumbar FJIs for low back pain (Manchikanti et al., 2015).   

Radiofrequency (RF) denervation, also known as radiofrequency ablation (RFA) is a percutaneous 

procedure involving the use of RF energy to heat tissue to the point of ablation. Conventional 

Radiofrequency ablation (RFA)—also known as non-pulsed or thermal RFA—procedures involve the 

constant application of energy anywhere from 80°C to 85°C by a thin needle inserted percutaneously 

(through the skin) to the affected nerve(s).  

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 facet joint injections and radiofrequency ablation when it is determined 

to be medically necessary because the medical criteria and guidelines as documented below have been 

demonstrated. 

When treatment for Facet Joint Injection is covered 

Facet joint injection (medial branch nerve block, intra-articular) is considered medically necessary when 

ALL of the following are present: 

Diagnostic/Initial Treatment 

A. At least 3 months of moderate to severe pain (rating at least 6/10) daily with functional 

impairment inadequately responsive to conservative care such as NSAIDS, acetaminophen, 

physical therapy; and 

B. Pain is non-radicular and not associated with neurogenic claudication; and  

C. Imaging studies (CT or MRI) and physical examination have ruled out other causes of spinal pain 

(eg, herniated disk, spinal stenosis, fracture, tumor); and 

D. Injection is performed with fluoroscopic or CT guidance; and 

E. No presence of coagulopathy or infection; and 

F. Limited number of facet ablations as indicated by one of the following: 

1. No prior history of ablation; or 
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2. Prior history of not more than 3 successful single or multilevel facet ablations, each 

providing at least 6 months or more of pain relief in the same region 

 

 

Frequency of facet blocks 

A. Two diagnostic facet joint or associated MBB injections are allowed per region irrespective of 

the joints injected with maximum of two spinal levels (unilateral or bilateral joints) per session 

B. No more than 4 therapeutic facet joint sessions per year are allowed per region provided there 

is pain relief and functional improvement of at least 50% for 10 weeks. 

When treatment for facet joint injection is not covered 

A. Pre-planned series of injections 

B. Therapeutic facet joint denervation or neurotomy in the absence of clinical improvement in pain 

and function with diagnostic testing or in prior denervation/neurotomy. 

C. When other types of injections are performed on the same date of service including but not 

limited to, epidural injections, sacroiliac joint injections, sympathetic block and/or trigger point 

injections. 

D. Exceeding a total of 2 adjacent facet joint levels for diagnostic or therapeutic purposes. 

E. The diagnostic sessions are performed less than 1 week apart. 

F. When using injectates other than anesthetic, corticosteroid, and/or contrast agent (e.g., 

biologics [platelet rich plasma, stem cells, amniotic fluid]), administered alone or in 

combination. 

 

Facet blocks performed with ultrasound guidance is considered experimental or investigational. The 

evidence is insufficient to permit conclusions on efficacy and net health outcomes. 

 

When treatment for radiofrequency ablation is covered 

 

Non-pulsed radiofrequency facet denervation (also known as radiofrequency ablation, facet neurotomy, 

facet rhizotomy, or articular rhizolysis) is considered medically necessary for treatment of members with 

intractable cervical or back pain with or without sciatica in the outpatient setting when all of the 

following are met: 

 

Diagnostic/Initial treatment 

A. At least 3 months of moderate to severe pain with functional impairment inadequately    

responsive to conservative care such as NSAIDS, acetaminophen, physical therapy; and 

B. Pain is not associated with neurogenic claudication 

C. No prior spinal fusion surgery at the spinal level to be treated; and 

D. Imaging studies and physical examination have ruled out other causes of spinal pain (e.g., 

herniated disk, spinal stenosis, fracture, tumor); and 

E. The member has two positive diagnostic facet joint injections (intraarticular or medial branch 

blocks) at the level to be treated, as evidenced by at least 80% relief of facet mediated pain for 

at least the expected minimum duration of the effect of the local anesthetic used. 
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Frequency of radiofrequency ablation 

A. Greater than 50% pain relief is obtained for at least twelve weeks 

B. Maximum of 2 per rolling calendar year 

C. One treatment procedure per level per side in a 6 month period 

When treatment for radiofrequency ablation is not covered 

A. The pain is from a cause other than facet joint syndrome (e.g. disc herniation, spinal stenosis, 

foraminal narrowing, fracture and spondylolisthesis) 

B. Endoscopic radiofrequency ablation/endoscopic rhizotomy  

C. Cryoablation (e.g. cryodenervation, cryoneurolysis, cryosurgery or cryoanesthesia) 

D. Cooled radiofrequency ablation 

E. Chemical ablation (e.g. alcohol, phenol or sodium morrhuate) 

F. Laser ablation (e.g. pulsed, continuous or low level) 

G. Intraosseous radiofrequency ablation of the basivertebral nerve (e.g. Intracept) 

H. Pulsed radiofrequency 

Policy Guidelines 

Facet Joint Injection 

American Pain Society (APS): The APS published updated evidence-based guidelines on management of 

low back pain in 2009 (Interventional Therapies, Surgery, and Interdisciplinary Rehabilitation for Low 

Back Pain). The guideline concluded that there was insufficient evidence to adequately evaluate any 

benefits of therapeutic facet joint injections (FJIs) for non-radicular low back pain.   

American Society of Anesthesiologists (ASA) / American Society of Regional Anesthesia and Pain 

Medicine (ASRA): The ASA/ASRA published updated evidence-based guidelines for the management of 

chronic pain in April 2010 (Practice Guidelines for Chronic Pain Management). The guidelines stated that 

the members involved agreed that based on the evidence, intra-articular facet joint injections may be 

used for symptomatic relief of facet-mediated pain.   

Colorado Division of Workers’ Compensation (CDWC): Evidence-based guidelines released by the CDWC 

in 2014 on management of low back pain state that a high-quality meta-analysis provides good evidence 

against the use of lumbar facet joint or epidural injections for relief of non-radicular low back pain. FJIs 

have very limited use (Low back pain medical treatment guidelines).  

Department of Veterans Affairs and Department of Defense (VA/DoD): In an evidence-based clinical 

guideline released in September 2017, the VA/DoD issued a weak recommendation against the use of 

FJIs with steroids for treatment of low back pain citing insufficient evidence on efficacy (VA/DoD clinical 

practice guideline for diagnosis and treatment of low back pain).  

Radiofrequency Ablation 

American Society of Anesthesiologists (ASA): The ASA Task Force on Pain Management, Chronic Pain 

Section states that there is supportive literature regarding the value of RFA. The Task Force is supportive 

of the use of conventional RFA to control neck pain. They recommend that neuroablative procedures 
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should be used as part of a comprehensive pain management regimen, performed only as a last resort 

when pain is refractory to other therapies (ASA, 2010). 

American Society of Interventional Pain Physicians (ASIPP): According to the ASIPP Interventional Pain 

Management guidelines, the evidence for short- and long-term relief of cervical facet joint pain is fair. 

This assessment was made based on 1 randomized controlled trial (RCT) and 5 observational studies. 

These guidelines recommend that patient selection for RF neurotomy rely on response to controlled 

diagnostic blocks (Manchikanti et al., 2013). 

European Corporation of Science and Technology (COST): The European COST guidelines do not 

recommend RF facet denervation for patients with nonspecific chronic LBP (level C). The 

recommendation was made based on a high-quality Cochrane review with conflicting evidence that RF 

denervation is more successful than placebo. The investigators highlight the need for high-quality 

studies examining the effectiveness and identify that optimal techniques and proper patient selection 

criteria are required to achieve better results (Airaksinen et al., 2006).  

Institute for Clinical Systems Improvement (ICSI): According to an ICSI chronic pain assessment and 

management guideline, percutaneous RFA is a safe procedure for patients who are correctly diagnosed 

with facet joint pain. This assessment recommends that RFA may be an alternative for patients with 

cervical facet joint pain who have failed conservative treatment, including therapeutic exercise, activity 

modification, medical therapy, joint injections, and nerve blocks (Hooten et al., 2013). 

 

Physician documentation 

History and Physical 

Clinical progress notes including pain assessment 

Evidence of tried and failed conservative treatment 

Evidence of functional impairment 

CT/MRI results ruling out contraindicated pathologies 

Specific identification of side and level of ablation 

Percentage of pain relief with prior injection/ ablation 

Duration of improvement from prior injection/ablation 

 

Background 

Facet Joint Injections 

Low back pain is the most common pain syndrome and is an enormous burden and cost generator for 

society. Lumbar facet joints (FJ) constitute a common source of pain, accounting for 15-45% of low back 

pain. Facet joint degenerative osteoarthritis is the most frequent form of facet joint pain. Diagnostic 

positive facet joint block can indicate facet joints as the source of pain (Perolat et al., 2018). 
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In a systematic study published in 2013, Hannah Chambers examined the effects of combined 

physiotherapy with lumbar facet injections.  It was concluded that lumbar facet joint injections create a 

short period when pain is reduced. Physiotherapy treatments including land‐based lower back mobility 

exercise and soft tissue massage may be of benefit during this time to improve the longer‐term 

outcomes of patients with chronic low back pain. 

A systematic review and best evidence synthesis of the effectiveness of therapeutic facet joint 

interventions in managing chronic spinal pain was conducted by Manchikanti et al. (2015).  The objective 

was to evaluate and update the clinical utility of therapeutic lumbar, cervical, and thoracic facet joint 

interventions in managing chronic spinal pain. The primary outcome measure was pain relief (short-term 

relief = up to 6 months and long-term > 6 months). Secondary outcome measures were improvement in 

functional status, psychological status, return to work, and reduction in opioid intake consumption. 

Based on the present assessment for the management of spinal facet joint pain, the evidence for long-

term improvement is Level III for lumbar intraarticular injections; and Level IV for cervical intraarticular 

injections. 

Boswell et al. (2015) performed a systematic review of the diagnostic accuracy of spinal facet joint nerve 

blocks in chronic spinal pain patients.  The available evidence is Level I for lumbar facet joint nerve 

blocks with the inclusion of a total of 17 studies with dual diagnostic blocks, with at least 75% pain relief 

with an average prevalence of 16% to 41% and false-positive rates of 25% to 44%. The evidence for 

diagnosis of cervical facet joint pain with cervical facet joint nerve blocks is Level II based on a total of 11 

controlled diagnostic accuracy studies, with significant variability among the prevalence in a 

heterogenous population with internal inconsistency. The prevalence rates ranged from 36% to 67% 

with at least 80% pain relief as the criterion standard and a false-positive rate of 27% to 63%. The level 

of evidence for the diagnostic accuracy of thoracic facet joint nerve blocks is Level II with 80% or higher 

pain relief as the criterion standard with a prevalence ranging from 34% to 48% and false-positive rates 

ranging from 42% to 48%.   

A systematic review and meta-analysis were performed to identify clinical tests for diagnosing cervical 

zygapophyseal joint pain (CZP) and to determine their diagnostic accuracy (Usunier et al., 2018).  A 

search strategy was carried out to find relevant evidence published in CINAHL, Embase, MEDLINE, and 

PEDro from 1980 to January 1, 2015, pertaining to the clinical diagnosis of CZP. Quality assessment was 

completed using the Quality Assessment of Diagnostic Accuracy Studies-2. Results were analyzed to pool 

sensitivity and specificity and clarify diagnostic value. Results: Seven articles (n=463) were included for 

data synthesis and review. Intersegmental mobility tests were found to have the highest diagnostic 

accuracy, with pooled sensitivity of 0.91 (95% CI: 0.85, 0.94) and specificity of 0.74 (95% CI: 0.65, 0.81). 

The pooled sensitivity for mechanical sensitivity (palpation) was 0.88 (95% CI: 0.78, 0.95), and specificity 

was 0.61 (95% CI: 0.50, 0.71). Conclusion: Limited studies are available that discuss the clinical diagnosis 

of CZP, and significant heterogeneity is present in the available data. In this review, intersegmental 

mobility tests were found to be the most accurate. Clustering of tests, agreement on a reference 

standard, and further exploration of CZP referral patterns are recommended. 

In 2012, a prospective, non-randomized study by Manchikanti et al. set out to evaluate complications of 

fluoroscopically directed facet joint nerve blocks.  This study was carried out over a period of 20 months 

and included over 7,500 episodes or 43,000 facet joint nerve blocks. All of the interventions were 

performed under fluoroscopic guidance in an ambulatory surgery center by one of 3 physicians. The 
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complications encountered during the procedure and postoperatively were prospectively evaluated.  

There were no major complications. Multiple side effects and complications observed included overall 

intravascular penetration in 11.4% of episodes with 20% in cervical region, 4% in lumbar region, and 6% 

in thoracic region; local bleeding in 76.3% of episodes with highest in thoracic region and lowest in 

cervical region; oozing with 19.6% encounters with highest in cervical region and lowest in lumbar 

region; with local hematoma seen only in 1.2% of the patients with profuse bleeding, bruising, soreness, 

nerve root irritation, and all other effects such as vasovagal reactions observed in 1% or less of the 

episodes. 

Ultrasound guided facet joint injections 

Initial injections were performed with landmark technique; however, without using an additional 

imaging modality (fluoroscopy, US guidance etc.), landmark technique may not provide adequate 

anesthesia while it increases the complications such as hemorrhage, dural perforation, and incorrect 

adjacent tissue injections.  Fluoroscopy, US guidance, computed tomography (CT), and MRI are the 

options for injection guidance. Use of any guidance affects the technical success, increases clinical 

efficacy, and decreases complication rates. Fluoroscopy guidance is one of the most commonly used 

methods for guidance; however, fluoroscopy needed an additional team, increased the costs, and 

patients received a degree of radiation (Çırak et al., 2020). 

Wu et al. (2016) published the results of a meta-analysis related to the effectiveness of ultrasound-

guided versus fluoroscopy or Computed tomography scanning guidance in lumbar facet joint injections.  

It was concluded that no significant differences in pain and functional improvement were noted 

between the USG and CT-/fluoroscopy-guided techniques in facet joint injection. 

Radiofrequency ablation 

Thermal radiofrequency ablation (RFA) uses a temperature of greater than or equal to 60 degrees 

Celsius (140 degrees Fahrenheit), with a duration of greater than or equal to 40 seconds and 

confirmation of needle placement by fluoroscopic guided imaging.  This procedure causes denervation 

providing pain relief for chronic (longer than 3 months) neck and back pain (Qaseem et al. 2017). 

The chronic pain can lead to functional impairment such as the ability to perform activities of daily living 

and is often manifested by difficulties in performing physical tasks or movement without moderate or 

severe pain (rated 6 on 1-10 scale). 

Pulsed radiofrequency ablation 

Pulsed radiofrequency ablation is an alternative to conventional RFA, sometimes referred to as cool RFA.  

Pulsed RFA delivers intermittent bursts of radiofrequency current instead of continuous current. Pulsed 

RFA allows the tissue to cool between bursts, resulting in considerably lower maximum temperatures 

(not exceeding 42°C) as compared with the continuous mode (Manchikanti et al., 2013a). 

In a review by Hayes (2016, updated 2020), the techniques of nonpulsed and pulsed RFA were evaluated 

and rated for safety.  A “C” rating was assigned for nonpulsed radiofrequency ablation (RFA) in adult 

patients with chronic low back pain (LBP) suggestive of lumbar or lumbosacral facet joint origin, with no 

definitive clinical and/or imaging findings, or proven specific causes of the pain, who have failed 

conservative treatment, and who demonstrate a positive response to diagnostic medial branch blocks. 
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This rating reflects some positive but inconsistent evidence of moderate quality suggesting that 

nonpulsed RFA is safe, and may improve symptoms of LBP over the short to intermediate term, as well 

as remaining questions regarding patient selection criteria, long-term outcomes, and the comparative 

efficacy versus alternative therapies. 

A “D2” rating was assigned for pulsed RFA in adult patients with chronic LBP suggestive of lumbar or 

lumbosacral facet joint origin, with no definitive clinical and/or imaging findings, or proven specific 

causes of the pain, who have failed conservative treatment, and who demonstrate a positive response 

to diagnostic medial branch blocks. This Rating reflects the paucity of evidence regarding the efficacy 

and safety of this therapy for this indication. 

Endoscopic radiofrequency ablation 

In a preliminary study by Choi et al. (2016), the feasibility and efficacy of endoscopic guided RFA was 

evaluated.  In this retrospective study, the medical records of 17 patients who underwent endoscope-

guided RFA of the sacroiliac joint (SIJ) complex were reviewed. A bipolar radiofrequency probe was used 

to lesion the posterior capsule of the SIJ as well as the lateral branches of S1, S2, S3, and the L5 dorsal 

ramus in multiple locations. Visualization of the ablation area was achieved using endoscope. Physicians 

assessed visual analogue scale (VAS) and the Oswestry disability index (ODI) preoperatively, immediately 

postop, and at 1-, 3-, and 6-month postop outpatient clinic visits. Patient satisfaction of the procedure 

was assessed in percentages.  The mean VAS and the ODI scores decreased significantly and remained 

lower than the baseline.  88.6% of patients were satisfied with the procedure.  More studies with larger 

patient population are recommended. 

A retrospective chart review performed by Ibrahim et al. (2019) was conducted including 30 patients 

receiving endoscopic radiofrequency for chronic low back pain.  The conclusion suggests that this 

procedure could provide significant relief of lumbar back pain in carefully selected patients but further, 

studies are needed. 

Cryoablation 

In 2007 Birkenmaier et al. published the results of a prospective clinical trial.  The objective of the study 

was to investigate the effectiveness of medial branch cryodenervation using the medial branch 

technique in patients with lumbar facet joint pain.  Fifty patients were included in the study.  At 6 weeks, 

33 patients had a significant reduction of low back pain (success and partial success); 13 patients were 

not or were only slightly improved. Success or partial success was achieved in 72% of patients at 6 

weeks, 70% of patients at 3 months and 57% of patients at 12 months.  It was concluded that the study 

was able to demonstrate percutaneous medial branch cryodenervation is a safe and reasonably 

effective treatment for lumbar facet joint pain and that it is not inferior to RF denervation. Our results 

compare favourably to those of other studies using uncontrolled diagnostic blocks, cryodenervation as 

well as RF denervation, but did not reach the level of effectiveness achieved in patient populations 

selected by using controlled blocks. 

Chemical ablation 

Chemical denervation is not recommended as part of the routine care of chronic non-cancer pain. (Joo, 

2013).  In a study by Joo et al. 2013), a comparison of alcohol ablation with repeated thermal 

radiofrequency ablation in medial branch neurotomy for the treatment of recurrent thoracolumbar 
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facet joint pain was evaluated.  Forty patients were included in the study.  It was concluded that during 

the 24 month follow up 1 patient reported no recurring thoracolumbar facet joint pain after traditional 

RFA and 17 patients reported no recurring pain after the alcohol ablation technique.  Although these 

results are promising, more studies with larger participant population should be considered. 

Laser ablation 

In 2016, Glazov et al. conducted a meta-analysis of randomized controlled trials to examine the efficacy 

of low-level laser treatment (LLLT) for chronic back pain.  Fifteen studies were selected involving 1039 

participants.  Moderate quality of evidence (GRADE) was demonstrated to support a clinically important 

benefit in LLLT for chronic low back pain in the short term, which was only seen following higher laser 

dose interventions and in participants with a shorter duration of back pain. Rigorously blinded trials 

using appropriate laser dosage would provide greater certainty around this conclusion. 

Intraosseous radiofrequency ablation of the basivertebral nerve (e.g. Intracept) 

Kim et al. (2020) conducted a prospective case series and review of literature to evaluate the short term 

and long term effects of radiofrequency ablation of basivertebral and sinuvertebral nerve treatment for 

chronic discogenic back pain.  Thirty patients were included in the process with 38 levels of 

intervertebral disc presented with discogenic back pain with bulging degenerative intervertebral disc or 

spinal stenosis underwent Uniportal Full Endoscopic Radiofrequency Ablation application through either 

Transforaminal or Interlaminar Endoscopic Approaches. It was concluded that radiofrequency ablation 

to sinuvertebral and basivertebral nerve is effective in our prospective case series. More investigation 

should be considered in the treatment of sinuvertebral and basivertebral nerve. 

Regulatory Status 

Food and Drug Administration (FDA): Nerve block for management of chronic pain is a procedure and, 

therefore, is not subject to regulation by the FDA. A number of FDA-approved local anesthetic drugs and 

corticosteroids are used for nerve blocks, including lidocaine, bupivacaine, methylprednisolone, 

triamcinolone, and dexamethasone. 

Food and Drug Administration (FDA): Radiofrequency ablation (RFA) for cervical or thoracic pain is a 

procedure and therefore not subject to regulation by the FDA. However, the FDA regulates RFA devices, 

and there are numerous devices. 

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 Codes Description 

Facet Injection  

64490 Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with image guidance 
(fluoroscopy or CT), cervical or thoracic; single level 

+64491 Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with image guidance 
(fluoroscopy or CT), cervical or thoracic; second level (List separately in 
addition to code for primary procedure) 
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+64492 Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with image guidance 
(fluoroscopy or CT), cervical or thoracic; third and any additional level(s) (List 
separately in addition to code for primary procedure) 

64493 Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with image guidance 
(fluoroscopy or CT), lumbar or sacral; single level 

+64494 Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with image guidance 
(fluoroscopy or CT), lumbar or sacral; second level (List separately in addition 
to code for primary procedure) 

64495 Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with image guidance 
(fluoroscopy or CT), lumbar or sacral; third and any additional level(s) (List 
separately in addition to code for primary procedure) 

Radiofrequency 
Ablation 

 

64633 Destruction by neurolytic agent, paravertebral facet joint nerve(s), with 
imaging guidance (fluoroscopy or CT); cervical or thoracic, single facet joint 

64634 Destruction by neurolytic agent, paravertebral facet joint nerve(s), with 
imaging guidance (fluoroscopy or CT); cervical or thoracic, each additional 
facet joint (List separately in addition to code for primary procedure) 

64635 Destruction by neurolytic agent, paravertebral facet joint nerve(s), with 
imaging guidance (fluoroscopy or CT); lumbar or sacral, single facet joint 

64636 Destruction by neurolytic agent, paravertebral facet joint nerve(s), with 
imaging guidance (fluoroscopy or CT); lumbar or sacral, each additional facet 
joint (List separately in addition to code for primary procedure) 

64999 Unlisted procedure, nervous system 

 

Non-covered codes 

CPT/HCPCS Codes Description 

0213T Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with ultrasound 
guidance, cervical or thoracic; single level 

0214T Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with ultrasound 
guidance, cervical or thoracic; second level (List separately in addition to code 
for primary procedure 

0215T Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with ultrasound 
guidance, cervical or thoracic; third and any additional level(s) (List separately 
in addition to code for primary procedure) 

0216T Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with ultrasound 
guidance, lumbar or sacral; single level 
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0217T Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with ultrasound 
guidance, lumbar or sacral; second level (List separately in addition to code 
for primary procedure) 

0218T Injection(s), diagnostic or therapeutic agent, paravertebral facet 
(zygapophyseal) joint (or nerves innervating that joint) with ultrasound 
guidance, lumbar or sacral; third and any additional level(s) (List separately in 
addition to code for primary procedure) 

22899 Unlisted procedure, spine [when used to report the Intracept procedure] 
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