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Important Notices

Notices & Disclaimers:

GUIDELINES SOLELY FORCOHERE’S USE IN PERFORMINGMEDICAL NECESSITY REVIEWSANDARE
NOT INTENDED TO INFORMORALTER CLINICAL DECISIONMAKINGOF END USERS.

Cohere Health, Inc. (“Cohere”) has published these clinical guidelines to determine medical
necessity of services (the “Guidelines”) for informational purposes only, and solely for use by
Cohere’s authorized “End Users”. These Guidelines (and any attachments or linked third party
content) are not intended to be a substitute for medical advice, diagnosis, or treatment
directed by an appropriately licensed healthcare professional. These Guidelines are not in
any way intended to support clinical decision making of any kind; their sole purpose and
intended use is to summarize certain criteria Cohere may use when reviewing the medical
necessity of any service requests submitted to Cohere by End Users. Always seek the advice
of a qualified healthcare professional regarding any medical questions, treatment decisions,
or other clinical guidance. The Guidelines, including any attachments or linked content, are
subject to change at any time without notice.

©2024 Cohere Health, Inc. All Rights Reserved.

Other Notices:

HCPCS® and CPT® copyright 2024 American Medical Association. All rights reserved.

Fee schedules, relative value units, conversion factors and/or related components are not
assigned by the AMA, are not part of CPT, and the AMA is not recommending their use. The
AMA does not directly or indirectly practice medicine or dispense medical services. The AMA
assumes no liability for data contained or not contained herein.

HCPCS and CPT are registered trademarks of the American Medical Association.

Guideline Information:

Specialty Area: Diseases & Disorders of the Musculoskeletal System (M00-M99)
Guideline Name: Intradiscal Biacuplasty, PIRFT, or IDET (Single Service)

Literature review current through: 12/1/2023
Document last updated: 4/26/2024
Type: [X] Adult (18+ yo) | [X] Pediatric (0-17yo)
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Medical Necessity Criteria

Service: Intradiscal Biacuplasty, Percutaneous Intradiscal
Radiofrequency Thermocoagulation (PIRFT), or Intradiscal Electrothermal
Therapy (IDET)

General Guidelines
● Units, Frequency, & Duration: This service is unproven and not

medically necessary.
● Criteria for Subsequent Requests: This service is unproven and not

medically necessary.
● RecommendedClinical Approach: This service is unproven and not

medically necessary.
● Exclusions: This service is unproven and not medically necessary.

Medical Necessity Criteria

Indications
➔ Intradiscal Biacuplasty, Percutaneous Intradiscal Radiofrequency

Thermocoagulation (PIRFT), or Intradiscal Electrothermal Therapy
(IDET) are considered appropriate if ALL of the following are TRUE:
◆ This procedure is unproven and not medically necessary. There is

insufficient evidence of their effectiveness for these indications.

Non-Indications
➔ Intradiscal Biacuplasty, Percutaneous Intradiscal Radiofrequency

Thermocoagulation (PIRFT), or Intradiscal Electrothermal Therapy
(IDET)may not be appropriate if ALL of the following are TRUE:
◆ This procedure is unproven and not medically necessary. There is

insufficient evidence of their effectiveness for these indications.

Level of Care Criteria
Outpatient

Procedure Codes (CPT/HCPCS)

CPT/HCPCSCode Code Description

22526 Bilateral percutaneous intradiscal electrothermal
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annuloplasty of a single level of spine using
fluoroscopic guidance; Unilateral percutaneous
intradiscal electrothermal annuloplasty of a single
level of spine using fluoroscopic guidance

22527 Bilateral percutaneous intradiscal electrothermal
annuloplasty of a single additional level using
fluoroscopic guidance; Bilateral percutaneous
intradiscal electrothermal annuloplasty of multiple
additional levels using fluoroscopic guidance;
Unilateral percutaneous intradiscal electrothermal
annuloplasty of multiple additional levels using
fluoroscopic guidance; Unilateral percutaneous
intradiscal electrothermal annuloplasty of single
additional level using fluoroscopic guidance

S2348 Decompression procedure, percutaneous, of
nucleus pulposus of intervertebral disc, using
radiofrequency energy, single or multiple levels,
lumbar
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Medical Evidence
The following peer-reviewed literature cites low support for intradiscal
biacuplasty, PIRFT, or IDET for discogenic low back pain:

● Lu et al. (2014) provides a systematic review of non-surgical treatment
options. A total of 11 randomized controlled trials (RCTs) were included
with a focus on traction therapy, injections, and ablative techniques.
Additional studies are needed.1

● Manchikanti et al. (2013) state that evidence is limited to fair for IDET
and biaculoplasty, including for discTRODE.2

● Kloth et al. (2008) note that IDET and biaculoplasty may be effective for
patients who do not respond to conservative therapy (including
epidural injections).3

● The American Pain Society states a lack of evidence to determine the
efficacy of IDET (or other TAP procedures).4
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