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Basivertebral Nerve Ablation — Intracept Procedure Medical Policy
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Network Health Plan/Network Health Insurance Corporation/Network Health Administrative
Services, LLC’s (NHP/NHIC/NHAS) utilization management (UM) team, applies review
guidelines for determinations involving medical necessity review for Basivertebral nerve
(BVN) ablation (i.e., Intracept procedure). BVN ablation is intended to reduce or relieve pain
associated with chronic vertebrogenic low back pain.

Refer to the appropriate Certificate of Coverage, Evidence of Coverage, Summary Plan
Description, or Individual and Family Plan to determine eligibility and coverage because
Employer Group/Plan Sponsor and government contracts may vary. NHIC follows Medicare’s
National/Local (Wisconsin area) Coverage Determinations for its Medicare Advantage
membership. In the absence of a Medicare LCD/NCD Network Health will use this internal
policy criteria for medical necessity determinations for Medicare Advantage membership.

I.  Description

A. Basivertebral nerve (BVN) ablation, also known as the Intracept procedure, is a
minimally invasive spinal procedure, performed in the outpatient or ambulatory
setting. A cannula is inserted through the vertebral body to the trunk of the
basivertebral nerve. A probe is then inserted through the cannula and
radiofrequency energy is delivered to destroy or “ablate” the nerve and provide
reduction or relief of chronic vertebrogenic low back pain.

II.  Medical Indicators/Criteria

A. In the absence of Centers for Medicare & Medicaid Services (CMS) published
National Coverage Determination (NCD) or Local Coverage Determination
(LCD) providing coverage indications for this region, Network Health utilizes
the CMS published criteria under LCD Intraosseous Basivertebral Nerve
Ablation 139644 for coverage guidance of medical necessity determinations for
the Intracept procedure for all Medicare lines of business.

B.  Inthe absence of MCG published clinical guidelines, Network Health utilizes
the CMS published criteria under LCD Intraosseous Basivertebral Nerve
Ablation 139644 for coverage guidance of medical necessity determinations for
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the Intracept procedure for all Commercial lines of business.
IlI.  Coverage

A.  Network Health follows the clinical guidance of LCD Intraosseous
Basivertebral Nerve Ablation L39644 for coverage indications,
contraindications, definitions, and limitations for BVN ablation. BVN ablation
(i.e., Intracept procedure) is a covered benefit when determined to be medically
necessary per the criteria indicated above.

IV. Limitations/Exclusions

A. BVN ablation (i.e., Intracept procedure) will be denied as not medically
necessary for individuals who have limitations or contraindications for the
procedure, or who do not meet the coverage indications per LCD Intraosseous
Basivertebral Nerve Ablation L.39644.

B. BVN ablation (i.e., Intracept procedure) exceeding the limitations as outlined in
LCD Intraosseous Basivertebral Nerve Ablation L.39644 will be denied as not
reasonable or medically necessary.

C. The use of BVN ablation (i.e., Intracept procedure) for any indication, other
than outlined in LCD Intraosseous Basivertebral Nerve Ablation 1.39644, will
be reviewed under the NHP/NHIC/NHAS experimental, investigational and/or
unproven process.

UM2
None
64628 Thermal destruction of intraosseous basivertebral
nerve, including all imaging guidance; first 2
wvertebral bodies, lumbar or sacral
64629 Each additional vertebral body, lumbar or sacral
(list separately in addition to code for primary
rocedure

*CPT codes are subject to change as codes are retired or
new ones developed, the cpt codes list may not be all
inclusive.
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Disclaimer:

Contract language as well as state and federal laws take precedence over any
medical policy. Network Health coverage documents (i.e., Certificate of Coverage,
Evidence of Coverage, Summary Plan Descriptions) outline contractual terms of the
applicable benefit plan for each line of business and will be considered first in
determining eligibility. Not all Network Health coverage documents are the same.
Coverage may differ. Our Medicare membership follows applicable Centers for
Medicare and Medicaid Services (CMS) coverage statements including National
Coverage Determinations (NCD) and Local Coverage Determinations (LCD). Please
refer to the CMS website at www.cms.gov. Network Health reserves the right to
review and update our medical policies on occasion as medical technologies are
constantly evolving. The documentation of any brand name of a test, product
and/or procedure in a medical policy is in no way an endorsement of that product;
it is for reference only. Network Health’s medical policies are for guidance and
not intended to prevent the judgment of the reviewing medical director(s) nor
dictate to health care providers how to practice medicine.
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