
When is the policy effective and what are the coverage criteria?
Anthem Blue Cross Blue Shield, representing over 36 million covered lives, published an Intracept™ Procedure coverage policy, 
effective September 27, 2023. A link to the coverage policy can be found here.

Are there coverage criteria that should be closely reviewed and adhered to?
All criteria within the policy must be adhered to and can be found in the policy using the link above. Please refer to the criteria 
listed below and the checklist resource for a complete list of the criteria. Payers require providers document these criteria to 
demonstrate the patient meets medical necessity.

Intraosseous basivertebral nerve ablation (BVNA) is considered medically necessary when all of the following criteria are met:

1. Individual is skeletally mature; and

2. Chronic unremitting low back pain of at least 6 months duration is present; and

3. �Has failed to respond to at least 6 months of supervised conservative medicalmanagement (for example, exercise, 
nonsteroidal and/or steroidal medication [unlesscontraindicated], physical therapy, including passive and active treatment 
modalities,and activity/lifestyle modification); and

4. Diagnosis of vertebrogenic pain meeting the following criteria:

a. Documented by history and physical examination; and

b. �Magnetic resonance imaging (MRI)-demonstrated Modic Type 1 or 2 changes inat least one vertebral endplate, at one or 
more levels from L3 to S1, includingthe following:

i. Fibrovascular bone marrow changes are present (hypointense MRI signalfor Modic Type 1); or

ii. Fatty bone marrow changes are present (hyperintense MRI signal forModic Type 2); and

5. Qualifying Modic changes are exhibited at each level to be treated; and

6. �Documentation that other causes of low back pain have been excluded (including, butnot limited to: chronic lumbar strain, 
lumbar stenosis, degenerative scoliosis, facetarthroplasty and disc disease).

Should Anthem patients continue being put into the Intracept Procedure prior authorization portal?
Yes, as you identify appropriate Intracept patients who have Anthem insurance, put the patients into the portal. Please review the 
coverage policy and submit all clinical information that demonstrates the patient meets medical necessity. Should the case be 
denied, our patient access team can begin the appeal process. Atier a period of time, we will transition Anthem cases out of the 
portal and will provide additional communication at that time.

What about Anthem patients that are currently going through the prior authorization process in  
the portal?
Relievant is currently reviewing the in-process cases to determine if additional information is needed to support gaining prior 
authorization or submiting an appeal based on the new coverage policy. If so, we will contact you. Otherwise, communication will 
be sent if all parties if there is any change to the process.

Anthem Blue Cross Blue  
Shield Coverage Policy Q+A 
Percutaneous Vertebral Disc and Vertebral Endplate Procedures

Policy #: SURG.00052

https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp_pw_a053351.html


Indications for Use: The Intracept™ Intraosseous Nerve Ablation System is intended to be used in conjunction with radiofrequency (RF) generators for the ablation of
basivertebral nerves of the L3 through S1 vertebrae for the relief of chronic low back pain of at least six months duration that has not responded to at least six months of
conservative care, and is also accompanied by features consistent with Type 1 or Type 2 Modic changes on an MRI such as inflammation, edema, vertebral endplate
changes, disruption and fissuring of the endplate, vascularized fibrous tissues within the adjacent marrow, hypointensive signals (Type 1 Modic change), and changes
to the vertebral body marrow including replacement of normal bone marrow by fat, and hyperintensive signals (Type 2 Modic change). Contraindications - Use of the
Intracept Intraosseous Nerve Ablation System is contraindicated in: Patients with severe cardiac or pulmonary compromise, patients with active implantable pulse
generators (e.g. pacemakers, defibrillators), patients where the targeted ablation zone is < 10 mm away from a sensitive structure not intended to be ablated, including
the vertebral foramen (spinal canal), patients with active systemic infection or local infection in the area to be treated, patients who are pregnant, and/or skeletally
immature patients (generally ≤ 18 years of age). Refer to the Instructions for Use provided with the Intracept Procedure or www.relievant.com/ intracept/ for potential
adverse effects, warnings, and precautions prior to using this product. Caution: U.S. Federal law restricts this device to sale by or on the order of a physician.

Disclaimer: Health economic and reimbursement information provided by Boston Scientific Corporation is gathered from third-party sources and is subject to change
without notice as a result of complex and frequently changing laws, regulations, rules, and policies. This information is presented for illustrative purposes only and does
not constitute reimbursement or legal advice. Boston Scientific encourages providers to submit accurate and appropriate claims for services. It is always the provider’s
responsibility to determine medical necessity, the proper site for delivery of any services, and to submit appropriate codes, charges, and modifiers for services rendered.
It is also always the provider’s responsibility to understand and comply with Medicare national coverage determinations (NCD), Medicare local coverage determinations (LCD), 
and any other coverage requirements established by relevant payers which can be updated frequently. Boston Scientific recommends that you consult with your payers, 
reimbursement specialists, and/or legal counsel regarding coding, coverage, and reimbursement matters. Boston Scientific does not promote the use of its products outside 
their FDA- approved label. Payer policies will vary and should be verified prior to treatment for limitations on diagnosis, coding, or site of service requirements. All trademarks 
are the property of their respective owners. The coding options listed within this guide are commonly used codes and are not intended to be an all-inclusive list. We 
recommend consulting your relevant manuals for appropriate coding options. This coding information may include codes for procedures for which Boston Scientific currently 
offers no cleared or approved products. In those instances, such codes have been included solely in the interest of providing users with comprehensive coding information 
and are not intended to promote the use of any Boston Scientific products for which they are not cleared or approved. The Health Care Provider (HCP) is solely responsible 
for selecting the site of service and treatment modalities appropriate for the patient based on medically appropriate needs of that patient and the independent medical 
judgement of the HCP.
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What resources are available to me?
• Customer Q+A document (this document)

• Policy Criteria Checklist

• �Reimbursement Business Manager (RBM). Reach out to your local Relievant TerritoryManager who can put you in contact with 
the RBM in your area.

What influence does this policy have on other payers, including other Blue Cross Blue Shield plans?
It is significant when a large payer establishes positive coverage, however, each payer will establish their own coverage criteria. 
The Relievant reimbursement and health policy team will continue to partner with physicians and societies to work with payers to 
establish positive coverage.


