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Procedure Codes 

 
Recommendations 

Epidural steroid 
injection 

62320,62321,62322, 
62323,62324,62326 
64479,64480,64483 
64484 

Based on the LCD for Epidural Steroid Injections for Pain 
Management (L39054) with two weeks of pain relief in between 
injections 

SI joint injections 27096 Imaging not required 
Facet injections 64490, 64491,64492, 

64493, 64494,64495 
Based on the LCD for Facet Joint Interventions for Pain 
Management (L38803) including thoracic spine option 

Ablations 62280, 64620,64633, 
64634, 64635, 64636 

Two positive branch block/facet injections; three months 
conservative treatment 

 
 

Summary of Evidence: 

Epidural Steroid Injections (procedure codes 62320–62326 and 64479–64484) are supported by the Local 
Coverage Determination (LCD L39054), which specifies the requirement for at least two weeks of documented pain 
relief between injections. Evidence demonstrates that ESIs provide meaningful short-term pain reduction for 
radiculopathy. A large systematic review in Neurology reported significant short-term reductions in pain and 
disability up to three months (NNT between 4 and 6), though evidence for long-term control is insufficient. 
Meta-analysis data similarly show that ESIs relieve sciatica-related pain in the short and medium term but have 
limited durability beyond six months. Long-term complication rates are low, with minor adverse events occurring in 
approximately 2.4% of injections and serious complications being rare but documented. Studies in older adults 
reveal improved pain and function across 24 months, though matched analyses indicate the improvement is likely 
attributable to natural recovery rather than the specific pharmacologic effect of the injection. Overall, ESIs 
demonstrate strong short-term efficacy, limited long-term benefit, a favorable safety profile, and generally high 
patient compliance due to the minimally invasive nature of the treatment.  

Sacroiliac joint injections (procedure code 27096) do not require imaging according to Genesys PHO criteria and 
are widely used for patients with suspected SIJ-mediated pain. A 2023 systematic review found that SIJ injections 
using either steroids or platelet-rich plasma (PRP) yield significant reductions in VAS pain scores, though steroids 
remain the most widely studied option. The reported failure rate is approximately 26% for steroids and 14% for 
PRP. Additional evidence indicates that PRP may offer longer relief in some patients, though results are 
inconsistent and require further research. In patients with spondyloarthropathy, steroid injections significantly 
reduce pain at short-term follow-up but show diminishing benefit over time. Furthermore, proper patient selection is 
essential: studies show significantly better outcomes when diagnostic criteria indicate true SIJ pain rather than 
non-specific low back pain. Compliance tends to be high due to the minimally invasive procedure and quick 
recovery, but recurrence of pain can limit long-term adherence. 

Facet joint injections (procedure codes 64490–64495) are guided by LCD L38803 and used for both diagnostic and 
therapeutic purposes, often preceding radiofrequency ablation. Evidence shows variable but generally supportive 
outcomes for short-term pain reduction. Systematic reviews conclude that while some patients experience 
meaningful relief, facet injections are primarily valuable as diagnostic blocks rather than long-term therapeutic 
interventions. Relief typically lasts weeks to months, and clinical guidance mirrors this by recommending limited 
repeated use. Educational and clinical sources reinforce this short duration of benefit, emphasizing that injections 



improve pain temporarily but do not treat the underlying arthropathy. Facet injections carry a low risk of adverse 
events, mainly involving short-lived tenderness, swelling, or numbness. Because they are quick, low-risk, and 
provide immediate relief, patient compliance is typically high, though reliance on repeated short-term procedures 
may reduce enthusiasm over time. 

Radiofrequency ablation (RFA), including pulsed and cooled techniques (procedure codes 62280, 64620, 64633–
64636), is recommended following two positive diagnostic blocks and at least three months of conservative therapy. 
Evidence strongly supports RFA as a durable intervention for facet-mediated pain. The RAPID multicenter study 
demonstrated significant improvements in pain scores at both one and three months, with responder rates 
exceeding 80%. Cooled RFA for lumbar facet arthropathy has been shown to provide average pain relief durations 
of approximately 12.5 months, with 65% of patients maintaining over 50% relief at long-term follow-up. Real-world 
pulsed RFA data from European cohorts also demonstrate substantial symptom reduction, with approximately 74% 
of patients achieving more than 50% pain relief at long-term follow-up. The durability of benefit differentiates RFA 
from steroid-based injections, making it an important option for chronic spine pain unresponsive to conservative 
care. Compliance is high due to the extended duration of relief and decreased need for repeated interventions. 

Conventional stroke therapy centers on multidisciplinary rehabilitation—including physical, occupational, and 
speech therapy—alongside treatment of post-stroke pain syndromes such as shoulder pain, spasticity, and central 
post-stroke pain. Unfortunately, high-quality evidence supporting pharmacologic or procedural treatment for 
post-stroke pain is limited, and many stroke survivors continue to experience chronic pain despite standard 
interventions. Rehabilitation guidelines recommend at least 45 minutes of daily therapy, but real-world adherence is 
low: studies show patients often receive only 22–30 minutes per day, reflecting challenges in compliance due to 
fatigue, cognitive limitations, transportation, mood disorders, and overall burden of care. In contrast, spine-related 
pain interventions such as ESIs, SIJ injections, facet injections, and especially RFA tend to have much higher 
compliance due to their procedural nature, rapid relief, and reduced time commitment. Functional outcomes from 
stroke therapy typically evolve slowly and require consistent practice, while interventional pain procedures offer 
immediate or early pain improvement that can enhance mobility. However, the underlying conditions differ—stroke 
pain is often central or neurogenic, whereas the above pain management interventions address mechanical or 
inflammatory nociception—so comparisons should be interpreted cautiously. 

Rationale: 

Genesys PHO Pain Management Criteria are based on relevant LCDs and multiple, long-standing 
studies published in peer review journals that found steroid injections for back pain have significant 
benefits over surgery and are considered part of conservative pain management with relief of symptoms. 
Moreover, patients have been found to avoid surgery with use of pain injections and nerve ablations. 
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