
Corporate Medical Policy 

Spinal Cord Stimulation 

For Chronic Back Pain 

Description of Procedure or Service 

Spinal cord stimulation (SCS) is an invasive technique in which the spinal cord is stimulated by electrodes 

surgically implanted in the epidural space or through a surgical paddle lead that is implanted via 

laminotomy. This process interferes with pain sensation, producing a tingling or paresthesia in the 

region of pain. Newer approaches may lead to pain relief without paresthesia. 

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 spinal cord stimulation for chronic back and neck pain when it is 

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

have been demonstrated. 

When treatment for spinal cord stimulation is covered 

Spinal cord stimulation is considered medically necessary when the patient has one or more of the 

following indications: 

A. Failed back surgery syndrome with low back pain and radicular pain; or

B. Complex regional pain syndrome (reflex sympathetic dystrophy); or

C. Inoperable chronic ischemic limb pain secondary to peripheral vascular disease; or

D. Last resort treatment for moderate to severe (rated 5 or more on 1-10 VAS scale) chronic

neuropathic pain lasting 12 or more months

Trial treatment (maximum of 2 per lifetime for each indication above) with standard or high-frequency 

spinal cord stimulation using a temporary stimulator in the epidural space may be considered medically 

necessary when all of the following criteria are met: 

A. Moderate to severe pain inadequately responsive to conservative care such as

pharmacological treatment, surgical intervention, physical therapy; and

B. No acute psychiatric instability or uncontrolled suicide risk; and

C. No active substance-related disorder

Placement of a permanent spinal cord stimulator may be considered medically necessary and eligible for 

coverage when the above medical necessity criteria for a trial treatment of spinal cord stimulation are 

met, the trial is performed, and the patient has demonstrated pain relief of at least 50% for a minimum 

of 48 hours with the temporarily implanted electrode as documented in the medical record. 
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When treatment for spinal cord stimulation is not covered 

A. Presence of contraindications 

1. Presence of pacemaker or defibrillator 

2. Current infection 

3. Coagulopathy, anticoagulant therapy or antiplatelet therapy (e.g. acetylsalicylic acid, 

NSAIDs, clopidogrel bisulfate) 

 

GEHA considers Dorsal Root Ganglion stimulation to be unproven and not medically necessary due to 

the limited supporting evidence of patient safety and efficacy found within peer-reviewed literature. 

 

GEHA considers cervical spinal cord stimulators to be unproven and not medically necessary due to the 

limited supporting evidence of patient safety and efficacy found within peer-reviewed literature. 

 

Policy Guidelines 

American Society of Anesthesiologists (ASA): The ASA published practice guidelines on the 

management of chronic pain in 2010, updating the previous version published in 1997. According to the 

updated guidelines, SCS should be used for persistent radicular pain, postherpetic neuralgia, 

postamputation pain, peripheral neuropathic pain, spinal cord injury, chronic regional pain syndrome 

(CRPS), cauda equina syndrome, cervical root injury pain, peripheral vascular disease, and visceral pain. 

However, a trial of SCS should be performed prior to considering permanent implantation of a 

stimulation device.  

American Society of Interventional Pain Physicians (ASIPP): Guidelines prepared by a group of 

researchers, including many members of the ASIPP board of directors, evaluated the evidence for 

diagnostic and therapeutic procedures for management of chronic spinal pain and provided 

recommendations for the management of spinal pain. Based on their overall evidence rating of “fair”, 

the authors recommended SCS for chronic low back pain with lower extremity pain secondary to failed 

back surgery after exhausting multiple interventional modalities. They indicated that these guidelines do 

not represent “standard care” and should not be considered inflexible treatment recommendations 

(Manchikanti et al., 2013). 

Institute for Clinical Systems Improvement (ICSI): Neurostimulation, including SCS, may be indicated for 

radicular spine pain not refractory to other conventional treatments. 

National Institute for Health and Care Excellence (NICE): The UK NICE issued a technology appraisal and 

guidance concerning SCS for management of chronic pain of neuropathic or ischemic origin in 2008. The 

NICE recommends SCS as a treatment option for adult patients with chronic neuropathic pain who meet 

2 conditions: patients must experience chronic pain measuring at least 50 millimeters (mm) on a 0 to 

100 mm visual analog scale for ≥ 6 months in spite of appropriate conventional pain management and 

they must have had a successful trial of stimulation as part of an assessment by a multidisciplinary team.  

According to this guidance, SCS is not recommended as a pain management option for adult patients 

with chronic ischemic pain, except when the patient is enrolled in a clinical research trial. 

Preimplantation assessment, implantation of the SCS device, and ongoing monitoring and support of 

patients following device implantation should be conducted by a multidisciplinary team with experience 
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in chronic pain assessment and management. The multidisciplinary team should ascertain quality of 

access to treatment with SCS when assessing the severity of pain and the trial of stimulation. The least 

costly treatment should be used for a patient if different SCS systems are considered equally suitable. 

Patients currently using SCS for management of chronic ischemic pain should be permitted to continue 

the treatment until they or their clinicians consider it suitable to terminate the treatment.  

Neuromodulation Therapy Access Coalition (NTAC): The American Academy of Pain Medicine in 

coalition with the American Society of Interventional Pain Physicians, the International Spine 

Intervention Society, and the North American Neuromodulation Society formed the NTAC. NTAC 

published a joint position statement on SCS on June 5, 2008. The statement is as follows:  

 

“SCS is a safe, effective, and widely accepted therapy covered by a wide range of public and private 

payers. It is critical that patients with chronic, intractable pain have access to SCS because, for 

appropriate candidates, no other treatment options exist, and their condition is often partially or 

completely disabling. SCS provides a means to relieve pain, restore function, and improve the quality of 

life for these patients. 

There is a National Coverage Determination (NCD) for Electrical Nerve Stimulators (160.7) effective on 

August 7, 1995, which states the implantation of dorsal column (spinal cord) neurostimulators may be 

covered as therapy for the relief of chronic intractable pain, subject to the following conditions:  

• Implantation of the stimulator is used only as a late resort (if not a last resort) for patients with chronic 

intractable pain.  

• Other treatment modalities (pharmacological, surgical, physical, or psychological therapies) have been 

tried and did not prove satisfactory or are judged to be unsuitable or contraindicated.  

• Patients have undergone careful screening, evaluation, and diagnosis by a multidisciplinary team prior 

to implantation (must include psychological as well as physical evaluation).  

• All the facilities, equipment, and professional and support personnel required for the proper diagnosis, 

treatment training, and follow-up of the patient must be available.  

• Demonstration of pain relief with a temporarily implanted electrode precedes permanent 

implantation. 

 

Physician documentation 

Implantation/Trial 

 Indication of trial or permanent placement 

 History and Physical 

 Progress notes 

 Psychological evaluation indicating no acute psychiatric instability or uncontrolled suicide risk 

 Documentation of trialed and failed therapies (e.g. spine surgery, physical therapy, medications, 

spinal injections) 
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 For permanent placement include documentation of pain relief with temporary stimulation 

 

Background 

Spinal cord stimulation (SCS) is a minimally invasive therapy used for the treatment of chronic 

neuropathic pain. SCS is a safe and effective alternative to medications such as opioids, and multiple 

randomized controlled studies have demonstrated efficacy for difficult-to-treat neuropathic conditions 

such as failed back surgery syndrome. Conventional SCS is believed mediate pain relief via activation of 

dorsal column Aβ fibers, resulting in variable effects on sensory and pain thresholds, and measurable 

alterations in higher order cortical processing (Sdrulla et al., 2018). 

In 2016, Grider et al. published a systematic review of the effectiveness of spinal cord stimulation in 

chronic spinal pain management.  Results showed 6 RCTs with 3 efficacy trials and 3 stimulation trials. 

There were also 2 cost effectiveness studies available. Based on a best evidence synthesis with 3 high 

quality RCTs, the evidence of efficacy for SCS in lumbar FBSS is Level I to II. The evidence for high 

frequency stimulation based on one high quality RCT is Level II to III. Based on a lack of high quality 

studies demonstrating the efficacy of adaptive stimulation or burst stimulation, evidence is limited for 

these 2 modalities. There is significant (Level I to II) evidence of the efficacy of spinal cord stimulation in 

lumbar FBSS; whereas, there is moderate (Level II to III) evidence for high frequency stimulation; there is 

limited evidence for adaptive stimulation and burst stimulation. 

A narrative review by Song et al. (2014) presents the current evidence supporting the use of spinal cord 

stimulation for the approved indications and also discusses some emerging neuromodulation 

technologies that may potentially address pain conditions that traditional spinal cord stimulation has 

difficulty addressing. Spinal cord stimulation has demonstrated clinical efficacy in randomized control 

trials for the approved indications. In addition, several open label observational studies on peripheral 

nerve field stimulation, hybrid leads, dorsal root ganglion stimulation, and high frequency stimulation 

show some promising results. However, large randomized control trials demonstrating clear clinical 

benefit are needed to gain evidence based support for their use. 

In 2018, a health technology assessment was conducted to assess spinal cord stimulation of neuropathic 

pain.  For spinal cord stimulation (SCS) for the treatment of chronic neuropathic pain associated with 

failed back surgery syndrome (FBSS) that has not responded adequately to standard nonsurgical 

therapies: The rating C reflects a small body of consistent low-quality evidence that SCS improves 

measures of pain relief and quality of life and may improve function compared with standard 

alternatives for treatment of neuropathic pain arising from FBSS. This Rating also reflects evidence that 

SCS is associated with a small to moderate risk of complications that may require reoperation to manage 

complications or for device removal.   

For high-frequency SCS for the treatment of chronic neuropathic pain that has not responded 

adequately to standard nonsurgical therapies: The C Rating reflects low-quality evidence that high-

frequency SCS offers at least comparable, and possibly greater, benefit than conventional frequency SCS 

on measures of pain relief, quality of life, and function in patients with chronic neuropathic pain. 

However, uncertainty exists due to the small body of studies and variation in the type of high-frequency 

approach used across the studies. This Rating also reflects evidence that SCS is associated with a small to 
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moderate risk of complications that may require reoperation to manage complication or for device 

removal.  

For position-adaptive or burst-frequency SCS for the treatment of chronic neuropathic pain that has not 

responded adequately to standard nonsurgical therapies: The D2 Rating reflects the limited evidence 

available for these modified forms of SCS as well as uncertainty regarding the magnitude of treatment 

benefit. This Rating also reflects evidence that SCS is associated with a small to moderate risk of 

complications that may require reoperation to manage complications or for device removal (Hayes, 

2018).    

Dorsal Root Ganglion (DRG) stimulation 

The dorsal root ganglion (DRG) is a novel target for neuromodulation.  DRG stimulation directly recruits 

the somata of primary sensory neurons and harnesses the filtering capacity of the pseudounipolar 

neural architecture, it is differentiated from SCS, peripheral nerve stimulation, and other 

neuromodulation options. There are several advantages to targeting the DRG, including lower energy 

usage, more focused and posture-independent stimulation, reduced paresthesia, and improved clinical 

outcomes (Esposito et al., 2019). 

A systematic review by Vuka et al. (2019) was conducted to examine the patient selection, efficacy, and 

safety of neuromodulation with electrical field stimulation (EFS) of dorsal root ganglion (DRG) in various 

painful conditions. Among the 29 included studies, only one was RCT, majority being case series and 

case reports. The evidence is based on studies with small number of participants (median: 6, range 1-

152) with various painful conditions. Neuromodulation with EFS of DRG was mostly performed in 

participants who have failed other treatment modalities. Most of the authors of the included studies 

reported positive, but inconclusive, evidence regarding efficacy of neuro-modulation with EFS of DRG. 

Meta-analysis was not possible since only one RCT was included. 

In a recent Hays Review (2017; reviewed 2020), the use of DRG was assessed and given a rating that 

reflects insufficient evidence regarding the safety and efficacy of DRG stimulation. This Rating also 

reflects a very-low-quality body of evidence limited chiefly by a limited number of studies with small 

sample sizes, availability of a single comparative study, and limited follow-up periods. 

Regulatory Status 

Food and Drug Administration (FDA): The FDA classifies some devices for spinal cord stimulation (SCS) as 

class II devices, which pose a moderate-to-high risk to the patient. Other devices for SCS are classified as 

class III, which pose the highest risk of the 3 devices classes. 

The following list of codes are intended for reference purposes only, is not an all-inclusive code listing, 

and does not imply that the service is covered or non-covered.  Applicable codes include but are not 

limited to: 

CPT/HCPCS Codes Description 

63650 Percutaneous implantation of neurostimulator electrode array, epidural 

63655 Laminectomy for implantation of neurostimulator electrodes, plate/paddle, 

epidural 
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63685 Insertion or replacement of spinal neurostimulator pulse generator or receiver, 

direct or inductive coupling 

C1767 Generator, neurostimulator (implantable), nonrechargeable 

C1778 Lead, neurostimulator (implantable) 

C1820 Generator, neurostimulator (implantable), non high-frequency with 

rechargeable battery and charging system   

C1822 Generator, neurostimulator (implantable), high frequency, with rechargeable 

battery and charging system 

C1823 Generator, neurostimulator (implantable), nonrechargeable, with transvenous 

sensing and stimulation leads 

C1883 Adaptor/extension, pacing lead or neurostimulator lead (implantable) 

C1897 Lead, neurostimulator test kit (implantable) 

L8679 Implantable neurostimulator, pulse generator, any type 

L8680 Implantable neurostimulator electrode, each [not covered for dorsal column 

stimulation] 

L8681 Patient programmer (external) for use with implantable programmable 

neurostimulator pulse generator, replacement only 

L8682 Implantable neurostimulator radiofrequency receiver 

L8683 Radiofrequency transmitter (external) for use with implantable neurostimulator 

radiofrequency receiver 

L8685 Implantable neurostimulator pulse generator, single array, rechargeable, 

includes extension 

L8686 Implantable neurostimulator pulse generator, single array, non-rechargeable, 

includes extension 

L8687 Implantable neurostimulator pulse generator, dual array, rechargeable, 

includes extension 

L8688 Implantable neurostimulator pulse generator, dual array, non-rechargeable, 

includes extension 

L8689 External recharging system for battery (internal) for use with implantable 

neurostimulator, replacement only   

L8695 External recharging system for battery (external) for use with implantable 

neurostimulator, replacement only 

 

CPT/HCPCS Codes not covered for indications listed within this coverage policy 

CPT/HCPCS Codes Description 

G0453 Continuous intraoperative neurophysiology monitoring, from outside the 

operating room (remote or nearby), per patient, (attention directed exclusively 

to one patient) each 15 minutes (list in addition to primary procedure) [MEP 

and SSEP] 

95925 Short-latency somatosensory evoked potential study, stimulation of any/all 

peripheral nerves or skin sites, recording from the central nervous system; in 

upper limbs [intraoperative] 
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95926 Short-latency somatosensory evoked potential study, stimulation of any/all 

peripheral nerves or skin sites, recording from the central nervous system; in 

lower limbs [intraoperative] 

95927 Short-latency somatosensory evoked potential study, stimulation of any/all 

peripheral nerves or skin sites, recording from the central nervous system; in 

the trunk or head [intraoperative] 

95928 Central motor evoked potential study (transcranial motor stimulation); upper 

limbs [intraoperative] 

95929 Central motor evoked potential study (transcranial motor stimulation); lower 

limbs [intraoperative] 

95938 Short-latency somatosensory evoked potential study, stimulation of any/all 

peripheral nerves or skin sites, recording from the central nervous system; in 

upper and lower limbs [intraoperative] 

95939 Central motor evoked potential study (transcranial motor stimulation); in upper 

and lower limbs [intraoperative] 

+95940 Continuous intraoperative neurophysiology monitoring in the operating room, 

one on one monitoring requiring personal attendance, each 15 minutes (List 

separately in addition to code for primary procedure) [MEP and SSEP] 

+95941 Continuous intraoperative neurophysiology monitoring, from outside the 

operating room (remote or nearby) or for monitoring of more than one case 

while in the operating room, per hour (List separately in addition to code for 

primary procedure) [MEP and SSEP] 
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