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therapy, a physician supervised home exercise program (HEP), and/or 

chiropractic care. 

▪ 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 

inability to complete. 

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

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

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

counter [eg, NSAIDS, acetaminophen]). 

▪ Transcutaneous Electrical Nerve Stimulator (TENS) – A device that 

utilizes electrical current directed through electrodes placed on the surface of 

the skin to decrease the patient’s perception of pain by inhibiting the 

transmission of afferent pain nerve impulses and/or stimulating the release of 

endorphins. Use, frequency, duration, and start dates must be documented in 

the medical record. 

 Medial Branch Nerve Block Injection ς 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 be performed to treat 
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4. Radiofrequency ablation is being considered as a therapeutic intervention. 

5. Injections should be at least 2 weeks apart. 

6. Imaging studies and physical exam ruled out other causes of spinal pain (eg, 

fracture, tumor, infection, herniated disk, spinal stenosis, significant 

deformity). 

7. Patient history with at least 3 months of moderate to severe pain with 

functional impairment that has not adequately responded to active and 

inactive conservative therapy. 

8. Failure of conservative therapy as evidenced by ALL of the following:  
a. Documentation in the medical record of at least 6 weeks of active 

conservative therapy (as defined above) within the past 6 months OR 

inability to complete active conservative therapy due to contraindication, 

increased pain, or intolerance. 

b. Documentation in the medical record of at least 6 weeks of inactive 

conservative therapy (as defined above) within the past six months. 

9. No coagulopathy.  

10. No current infection at the injection site. 

B. Diagnostic medial branch nerve blocks are NOT considered medically necessary 

when RFA is not being considered as a treatment option. 

 

II. Radiofrequency Ablation (RFA) for Facet Joint Pain 

A. Initial RFA for facet joint pain is considered medically necessary when in 600.34 Tme

a.
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