Oregon Health Plan Prioritized List
Guideline Note E2

CPT Codes: 20552-20553  (Injection(s); single or multiple trigger point(s)) are on lines 496 OTHER DISORDERS OF SYNOVIUM, TENDON AND BURSA, COSTOCHONDRITIS, AND CHONDRODYSTROPHY, 498 PERIPHERAL ENTHESOPATHIES, 583 SYNOVITIS AND TENOSYNOVITIS, 587 GANGLION
Last reviewed at the January 16, 2025 VBBS meeting where the committee determined the following:
1) Remove CPT 20552 and 20553 (Injection(s); single or multiple trigger point(s)) from lines 496 OTHER DISORDERS OF SYNOVIUM, TENDON AND BURSA, COSTOCHONDRITIS, AND CHONDRODYSTROPHY, 498 PERIPHERAL ENTHESOPATHIES, 583 SYNOVITIS AND TENOSYNOVITIS, and 587 GANGLION
2) Add an entry to Excluded Guideline 2 as shown in Appendix A

Evidence (from January, 2025 meeting materials):
As reviewed in October 2024:
1) Hamzoian 2023, Trigger Point Injections Versus Medical Management for Acute Myofascial Pain: A Systematic Review and Meta-Analysis
a) N=4 RCTs comparing trigger point injections (TPI) with medical management in adults with acute (not chronic) pain
i) Kocak 2019 (n=44, NSAIDs vs TPI, moderate risk of bias), Yanuck 2020 (N=51, TPI vs control, low risk of bias), Farrow 2022 (N=252, TPI vs standard treatment vs NSAID and muscle relaxant, high risk of bias), Suh 2014 (N=21, TPI vs NSAID, moderate risk of bias)
b) Based on the analysis of 4 RCTs, TPIs significantly reduced pain scores when compared to medical treatment (SMD = -2.09, 95% CI, (-3.34, -0.85), P =0.001
c) This is the first systematic review and meta-analysis to evaluate the effectiveness of trigger point injections compared to medical treatment for acute myofascial pain based on the findings of four included randomized controlled trials. The analysis demonstrated that trigger point injections significantly reduced pain scores compared to medical treatment. This finding supports using trigger point injections as an effective intervention for alleviating pain in patients with acute myofascial pain. However, it is important to consider the limitations of the included studies, such as potential biases and heterogeneity, which may influence the generalizability of the results
2) Scott 2009, Trigger Point Injections (TPI) for Chronic Non-Malignant Musculoskeletal Pain: A Systematic Review
a) N=15 studies
i) Four double-blind RCTs, one single-blind RCT, two non-blinded RCTs, and three randomized double-blind crossover trials assessed TPI in patients with head, neck, shoulder, and/or back pain
b) Head, back, shoulder and neck pain
i) A randomized crossover trial compared sphenopalatine ganglion block (SPGB) with placebo SPGB and an internal standard (TPI with lidocaine). TPI with lidocaine was more effective than either SPGB or placebo SPGB in relieving myofascial pain up to 1 week after treatment. However, it is likely that co-interventions confounded these results. 
ii) Another RCT compared prilocaine TPI with TPI using a type 3 serotonin (5-HT3) receptor antagonist (tropisetron) injected into a single trigger point. Both treatments achieved similar reductions in pain intensity scores 7 days after injection
iii) Esenyel et al. compared a combination of neck stretching and either TPI with lidocaine or ultrasound therapy with neck stretching alone. Combined TPI with lidocaine and neck stretching therapy achieved the same improvement in pain symptoms as combined ultrasound/neck stretching therapy, and both treatments were more effective than neck stretching exercises alone, 2 weeks and 3 months after treatment. 
iv) Kiralp et al. reported that both prilocaine TPI and laser treatment, performed in conjunction with stretching exercises, produced significant improvements in pain pressure threshold and pain intensity immediately after treatment and at 6 months’ follow-up. However, there was no detectable difference in the degree of improvement between the two groups
c) Craniofacial pain
i) McMillan et al. compared combined procaine TPI and dry needling with combinations of sham TPI and sham dry needling. The results suggested that procaine TPI combined with simulated dry needling offers little beyond a placebo effect
d) Cervicogenic headache
i) One RCT assessing physical therapy combined with either botulinum toxin TPI or saline TPI found no significant changes in sagittal range of motion, biofeedback measurements, or daily analgesic intake over time in either group
e) Conclusions
i) TPI is a relatively safe procedure when used by clinicians with appropriate expertise and training, but there is no clear evidence in the medical literature of either benefit or ineffectiveness. TPI was generally analyzed as a stand-alone treatment, so its value within the multidisciplinary approach to chronic pain management that is currently advocated in clinical practice is unclear
3) Staal 2008, Cochrane review of Injection Therapy for Subacute and Chronic Low Back Pain
a) There is moderate evidence (1 trial; 63 patients) that trigger point injections with corticosteroids are not significantly different from placebo injections for self-reported improvements at short-term follow-up. There is limited evidence (1 trial; 30 patients) that local injections into the iliolumbar ligament are more effective than placebo for self-reported improvement in the short term but not for pain relief in the short term. Back-specific disability, generic health status, disability for work, and patient satisfaction were not measured.
b) Conclusion: here is moderate and limited evidence that trigger point injections and injections in the iliolumbar ligament are not more effective than placebo injections for self-reported improvement.
Other payer policies: 
1) Kaiser 2023 TRIGGER POINT INJECTIONS FOR MYOFASCIAL PAIN
a. Trigger point injections of anesthetic and/or corticosteroid for myofascial pain may be considered medically necessary when the following criteria are met: 
i. Local pain lasting longer than 3 months with all of the following: 
1. Tenderness and/or weakness; AND 
2. Motion restriction; AND 
3. A palpable band that produces referred pain when compressed
ii. Documented failure or contraindication to standard conservative management (e.g., physical therapy, pharmacotherapy, or cardiovascular exercise); AND 
iii. Injections are provided as part of a comprehensive, multidisciplinary pain program; AND 
iv. No more than 4 injections are provided per session. 
b. Those who exhibit at least 50% improvement in pain level and at least three months of improved function may be eligible for up to 4 sessions per year, at least 3 months apart. Additional injections are considered NOT medically necessary if these criteria are not met.
2) Aetna 2024 back pain invasive procedures
a. Aetna considers trigger point injections of normal saline, corticosteroids and/or local anesthetics medically necessary for treating members with chronic neck or back pain or myofascial pain syndrome when all of the following selection criteria are met:
i. Conservative treatment such as bed rest, exercises, heating or cooling modalities, massage, and pharmacotherapies such as non-steroidal anti-inflammatory drugs (NSAIDS), muscle relaxants, non-narcotic analgesics, should have been tried and failed, and
ii. Symptoms have persisted for more than 3 months, and
iii. Trigger points have been identified by palpation; and
iv. Trigger point injections are not administered in isolation, but are provided as part of a comprehensive pain management program, including physical therapy, patient education, psychosocial support, and oral medication where appropriate.
b. A trigger point is defined as a specific point or area where, if stimulated by touch or pressure, a painful response will be induced.  A set of trigger point injections means injections in several trigger points in one sitting.
c. Up to 4 sets of injections are considered medically necessary to diagnose the origin of a patient's pain and achieve a therapeutic effect; additional sets of trigger point injections are not considered medically necessary if no clinical response is achieved. It is not considered medically necessary to repeat injections for this indication more frequently than every 7 days.
d. Once a diagnosis is established and a therapeutic effect is achieved, it is rarely considered medically necessary to repeat trigger point injections more frequently than once every 2 months. Repeated injections extending beyond 12 months may be reviewed for continued medical necessity.
3) Cigna 2023 INJECTION THERAPY: TRIGGER POINT 
a. Diagnostic/Stabilization Phase 
i. Trigger-point injection(s) of anesthetic and/or corticosteroid (CPT codes 20552, 20553) for diagnosis/stabilization of subacute or chronic back, or neck pain, or subacute or chronic myofascial pain syndrome is considered medically necessary when pain has persisted despite appropriate conservative treatment, including pharmacological therapy, physical therapy, and/or a home exercise program. 
ii. A maximum of four injection sessions for diagnosis and stabilization may be performed at minimum intervals of one week when provided to determine whether injections provide therapeutic benefit. 
b. Therapeutic Phase Therapeutic trigger-point injections of anesthetic and/or corticosteroid (CPT codes 20552, 20553) are considered medically necessary when prior diagnostic/stabilization injections resulted in a beneficial clinical response (e.g., improvement in pain, functioning, activity tolerance) and BOTH of the following criteria are met: 
i. subacute or chronic back pain, neck pain, or myofascial pain syndrome persists 
ii. injections are provided in conjunction with an active treatment program, which may include pain management, physical therapy, and/or a home exercise program 
c. A maximum of six treatment sessions for injection of the same muscle may be performed at a minimum interval of two months, if the preceding therapeutic injection resulted in more than 50% relief for at least six weeks.
4) CMS LCD 2024 Trigger Point Injections (TPI)
a. Initial Trigger Point Injection 
i. Trigger point injections (TPI) will be considered medically reasonable and necessary to treat myofascial pain caused by trigger points when all the following requirements are met:
1. There is a focal area of pain in the skeletal muscle.
2. There is clinical evidence of a trigger point defined as pain in a skeletal muscle that is associated with at least 2 of the following findings: the presence of a hyperirritable spot and/or taut band identified by palpation and possible referred pain AND
3. The physical examination identifies a focal hypersensitive bundle or nodule of muscle fiber harder than normal consistency with or without a local twitch response and referred pain AND
4. Non-invasive conservative therapy is not successful as first line treatment OR movement of a joint or limb is limited or blocked OR the TPI is necessary for diagnostic confirmation
b. Subsequent TPI
i. Repeat Trigger point injections in previously injected trigger points will be considered medically reasonable and necessary to treat myofascial pain syndrome when all the following requirements are met:
1. There is a positive pain response from the most recent TPI defined as providing consistent minimum of 50% relief of primary (index) pain after the TPI measured by the SAME pain scale (scales used to measure pain and/or disability must be documented in the medical record) at baseline and post-injection AND
2. Consistent pain relief from the most recent previous TPI lasting at least 6 weeks1 AND
3. The myofascial pain has reoccurred and is causing objective functional limitations measured by a functional scale obtained at baseline and after TPI which demonstrated at least 50% improvement from the previous TPI.
ii. No more than three (3) TPI sessions will be reimbursed per rolling 12 months
c. Patients should be part of an ongoing conservative treatment program and documentation to support the patient is actively participating in a rehabilitation program, home exercise program or functional restoration program is in the medical record.
d. A TPI involves the use of a local anesthetic and does not include injections of biologics (e.g., platelet rich plasma, stem cells, amniotic fluid, etc.) and/or any other injectates.
e. Trigger points injections for treatment of headache, neck pain or low back pain in absence of actual trigger points, diffuse muscle pain, a chronic pain syndrome, lumbosacral canal stenosis, fibromyalgia, non-malignant multifocal musculoskeletal pain, complex regional pain syndrome, sexual dysfunction/ pelvic pain, whiplash, neuropathic pain, and hemiplegic shoulder pain are considered investigational and therefore are not considered medically reasonable and necessary.





HERC staff summary: 
One systematic review and meta-analysis found that trigger point injections significantly reduced pain scores when used for acute myofascial pain, but noted there were significant limitations in study designs.  A systematic review looking at more chronic pain syndromes found that there was no evidence that trigger point injections were either beneficial or ineffective.  A Cochrane review found that steroid injections were no more effective than saline injections.  

One expert group recommends that “Trigger point injections may be considered for treatment of patients with myofascial pain as part of a multimodal approach to pain management.” Private insurers surveyed and CMS are covering trigger point injections for myofascial pain syndromes for pain that persists after standard therapy; these payers require trigger point injections to be done as part of a more comprehensive pain management program. 

Previous VBBS/HERC discussion pointed out that the only evidence supporting trigger point injections was in acute pain; however, the October 2024 staff recommendation included a guideline that limited use to chronic pain (more than 6 weeks in duration). 

HERC staff recommend discussion of two possible options: 1) determining that trigger point injection has no benefit for chronic pain and placing in Excluded Guideline 2 or 2) determining that trigger point injections should be covered for myofascial pain syndrome with a new guideline. HERC staff do not recommend including trigger point injections for back pain without myofascial pain.


HERC staff recommendations: 
Option 1
1. Remove CPT 20552 and 20553 (Injection(s); single or multiple trigger point(s)) from lines 496 OTHER DISORDERS OF SYNOVIUM, TENDON AND BURSA, COSTOCHONDRITIS, AND CHONDRODYSTROPHY, 498 PERIPHERAL ENTHESOPATHIES, 583 SYNOVITIS AND TENOSYNOVITIS, and 587 GANGLION
1. Add an entry to Excluded Guideline 2 as shown below

EXCLUDED GUIDELINE 2, INTERVENTIONS WITH MARGINAL CLINICAL BENEFIT OR LOW COST-EFFECTIVENESS FOR CERTAIN CONDITIONS
The following interventions are unproven, have no clinically important benefit or have harms that outweigh benefits and should be excluded from coverage:
	Procedure Code
	Intervention Description
	Rationale
	Last Review

	20552-20553
	Injection(s); single or multiple trigger point(s))
	No benefit in chronic pain
	January 2025




Option 2
1) Remove CPT 20552 and 20553 (Injection(s); single or multiple trigger point(s)) from lines 496 OTHER DISORDERS OF SYNOVIUM, TENDON AND BURSA, COSTOCHONDRITIS, AND CHONDRODYSTROPHY, 498 PERIPHERAL ENTHESOPATHIES, 583 SYNOVITIS AND TENOSYNOVITIS, and 587 GANGLION
2) Add CPT 20553 and 20553 to line 597 DISORDERS OF SOFT TISSUE
3) Adopt a new guideline for trigger point injections as shown below
4) Placement and guideline will be converted to a unique code grouping for 2027 called CONDITIONS TREATABLE BY TRIGGER POINT INJECTIONS containing only ICD-10-CM M79.10 (Myalgia, unspecified site) and ICD-10-CM M79.18 (Myalgia, other site), CPT 20552 and 20553 and medical evaluation and treatment codes


Guideline note XXX trigger point injections
Lines 597

Initial treatment with trigger point injections (TPIs; CPT 20552 and 20553) is included on this line only when ALL of the following criteria are met:
1) The patient has myofascial pain syndrome (ICD-10-CM M79.10 or ICD-10-CM M79.18) caused by trigger points, defined as meeting all of the following criteria:
a) There is a focal area of pain in the skeletal muscle; AND
b) There is clinical evidence of a trigger point defined as pain in a skeletal muscle that is associated with at least 2 of the following findings: the presence of a hyperirritable spot and/or taut band identified by palpation and possible referred pain AND
c) The physical examination identifies a focal hypersensitive bundle or nodule of muscle fiber harder than normal consistency with or without a local twitch response and referred pain AND
2) The patient has failed to have pain improvement after 3 months of conservative treatments (including physical therapy, patient education, oral medications where clinically appropriate); AND
3) Trigger point injections are part of an ongoing conservative treatment program and there is documentation in the medical record that patient is actively participating in a rehabilitation program, home exercise program or functional restoration program; AND
4) The injection includes only anesthetics.

Repeat TPIs in previously injected trigger points are included on this line to treat myofascial pain syndrome when ALL of the following requirements are met:
a) There is a positive pain response from the most recent TPI defined as providing consistent minimum of 50% relief of pain after the TPI measured by the SAME pain scale (scales used to measure pain and/or disability must be documented in the medical record) at baseline and post-injection; AND
b) Consistent pain relief from the most recent previous TPI lasting at least 6 weeks; AND
c) The myofascial pain has reoccurred and is causing objective functional limitations measured by a functional scale obtained at baseline and after TPI which demonstrated at least 50% improvement from the previous TPI; AND
d) The patient is part of an ongoing conservative treatment program and documentation to support the patient is actively participating in a rehabilitation program, home exercise program or functional restoration program is in the medical record; AND
5) The injection includes only anesthetics.
6) No more than three (3) TPI sessions will be reimbursed per rolling 12 months



