
 

 

   
 

 

 

 

 

 

 

 

 

 

   

 

 

           

              

         

 

 

 

   

 

Subject:   Lumbar Spine  CT (72131, 72132, 72133)  Original Effective Date:   

9/19/2017  

Policy  Number:  MCR: 618  Revision Date(s):  11/15/18  

 

Review Date: 9/19/2017, 12/13/18  

DISCLAIMER 

This Molina Clinical Review (MCR) is intended to facilitate the Utilization Management process.  It expresses 

Molina's determination as to whether certain services or supplies are medically necessary, experimental, 

investigational, or cosmetic for purposes of determining appropriateness of payment.  The conclusion that a 

particular service or supply is medically necessary does not constitute a representation or warranty that this 

service or supply is covered (i.e., will be paid for by Molina) for a particular member. The member's benefit 

plan determines coverage.  Each benefit plan defines which services are covered, which are excluded, and 

which are subject to dollar caps or other limits. Members and their providers will need to consult the member's 

benefit plan to determine if there are any exclusion(s) or other benefit limitations applicable to this service or 

supply.  If there is a discrepancy between this policy and a member's plan of benefits, the benefits plan will 

govern. In addition, coverage may be mandated by applicable legal requirements of a State, the Federal 

government or CMS for Medicare and Medicaid members. CMS's Coverage Database can be found on the CMS 

website. The coverage directive(s) and criteria from an existing National Coverage Determination (NCD) or 

Local Coverage Determination (LCD) will supersede the contents of this Molina Clinical Review (MCR) 

document and provide the directive for all Medicare members. 

DESCRIPTION OF PROCEDURE/SERVICE/PHARMACEUTICAL 

A Lumbosacral Spine CT 

RECOMMENDATIONS 

For most clinical indications, MRI is the preferred modality for imaging the spine and its related 

conditions. CT provides excellent bony details and is superior at evaluating spine fractures. CT imaging 

is also performed when MRI imaging is contraindicated. 

Chronic Pain: 

 	 Evaluation of  chronic  pain w ith recent documented (ending  within  the  last 6  months)  trial  of  

conservative therapy  for 6 weeks. *Conservative care  consists  of  inactive treatments s uch as  anti-

inflammatory medications,  activity modification,  bracing,  icing,  etc.  plus  active treatments  such as  

one of  the following:  

 Physical therapy   

 Chiropractic  therapy  

 Provider  supervised home exercise program
  
  Worsening  pain  or  symptom  progression  during the  course of  conservative treatments 
 

Abnormal Neurologic Findings 

  Weakness,  abnormal  reflexes,  or dermatomal sensory  change  documented  on physical  exam  
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  Bowel or bladder dysfunction (decreased  anal  sphincter tone,  or  urinary is sues  (not due to stress  

incontinence or other  female related urinary  issues))  

  Saddle  anesthesia  

  Abnormal electromyography  (EMG)  or nerve conduction  study (NCS)  findings  indicating a   lumbar 

spine  abnormality 
 
  Atrophy  of  related muscles 
 
  Neurogenic  claudication  (pseudoclaudication)  only  if  x-ray  shows  significant  lumbar spinal 


stenosis  AND  intervention is  considered.   

  Scoliosis,  when  ordered  by  orthopedist  or  neurosurgeon  and  age  of  patient and  severity  of  scoliosis  

on x-ray  indicate  bracing or  surgery  may  be provided.  

Known or Suspected Tumor or Mass 

  Initial evaluation of a recently diagnosed cancer 

  Follow up of a known tumor or mass after completion of treatment or with new signs/symptoms 

  Surveillance of a known tumor or mass according to accepted clinical standards. 

  Severe bone pain with history of cancer 

  Positive bone scan and/or x-rays suggestive for bone cancer (primary or metastatic) 

Trauma 

  Blunt trauma to the spine with any abnormal neurological findings described above 

  Failure to respond to a 6 week trial of *conservative care
 
  Worsening pain or symptom progression during the course of *conservative treatments
 
  For evaluation of spinal fractures
 

Spine Issues Related to Immune System Suppression 

  Evaluation of spine abnormalities related to immune system suppression, e.g. HIV, chemotherapy, 

leukemia, or lymphoma. 

Spine Issues Related to Infection or Other Inflammatory Process 

  Suspected infection, abscess, or inflammatory disease with fever, abnormal signs, symptoms, lab 

tests or other imaging findings. 

Pre/Post Procedural 

  Pre-operative evaluation when surgery is planned on lumbar spine 

  Post-operative for routine recommended follow up or for potential post-operative complications. 

  A repeat study may be needed to help evaluate a patient’s progress after treatment procedure 

intervention or surgery. The reason for the repeat study and that it will affect care must be clear. 

Congenital Conditions 

 Sacral dimples suspicious for dysraphism because of skin lesions such as hairy patches, sacral 

lipomas, hemangioma, dimple larger than 0.5 cm, or distance greater than 2.5 cm from anal verge. 

  Known spinal dysraphism or spina bifida which needs follow-up. 

  Possible tethered cord 

Other 

 Suspected Ankylosing  Spondylitis-with sacral  iliac pain,  high ESR  or C-reactive protein,  +  HLA­

B27,  or  indeterminate  x-ray r esult. 
 
  Known or suspected spinal vascular lesion/malformation
 
  For CT myelogram or discogram
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ADDITIONAL INFORMATION
 

The above medical necessity recommendations are used to determine the best diagnostic study based on a 

patient’s specific clinical circumstances. The recommendations were developed using evidence based 

studies and current accepted clinical practices. Medical necessity will be determined using a combination 

of  these  recommendations as  well  as  the  patient’s  individual clinical  or  social  circumstances.   

 	 Tests that will not change treatment plans should not be recommended. 

 	 Same or similar tests recently completed need a specific reason for repeat imaging. 

REFERENCES USED FOR DETERMINATIONS 
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3.	 NASS Clinical Guidelines  Committee,  Evidence-based clinical  guidelines  for  multidisciplinary 

spine  care,  Diagnosis  and treatment  of  degenerative lumbar  spinal stenosis,  North American  Spine  

Society,  accessed at  http://www.spine.org/Documents/NASSCG_stenosis.pdf.  January 31,  2008.  

4.	 Family  Practice  Notebook  (2015)  Cutaneous  Signs of  Dysraphism.  

http://www.fpnotebook.com/nicu/Derm/CtnsSgnsOfDysrphsm.htm   

5.	 Association of early imaging for back pain with clinical outcomes in older adults. JAMA, 313(11), 
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6.	 Hsu JM, Joseph T, Ellis AM. Thoracolumbar fracture in blunt trauma patients: guidelines for 
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injuries. J Emerg Med. 2005; 28(2):147-152. 
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9.	 Muralidharan R,  Saladino A,  Lanzino G,  et  al.  The clinical and radiological presentation  of  spinal 

dural arteriovenous  fistula.  Spine  (Phila  Pa 1976)  2011;  36:E1641.  
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Wisely. Philadelphia, PA: American Board of Internal Medicine; 2013. 

CODING INFORMATION: THE CODES LISTED IN THIS POLICY ARE FOR REFERENCE PURPOSES ONLY. LISTING OF 

A SERVICE OR DEVICE CODE IN THIS POLICY DOES NOT IMPLY THAT THE SERVICE DESCRIBED BY THIS CODE IS 

COVERED OR NON-COVERED. COVERAGE IS DETERMINED BY THE BENEFIT DOCUMENT. THIS LIST OF CODES 

MAY NOT BE ALL INCLUSIVE. 

CPT Description 

72131 CT (Computed Tomography) Lumbar Spine without contrast) 
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72132 CT (Computed Tomography) Lumbar Spine with contrast) 

72133 CT (Computed Tomography) Lumbar Spine without and with contrast) 
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