📋 COMPREHENSIVE SPINE CENTER: Master Injection Workflow & SOP
[ ] Patient Name: ___________________________
[ ] DOB: ______________
[ ] MRN: ______________
[ ] Target Date: _________
[ ] Procedure(s) Requested: _______________________________________
[ ] Diagnosis (ICD-10): ___________________________________________

PHASE 1: Pre-Submission Clinical Audit (The "Denial Prevention" Stage)
(Role: Authorization Specialist / Medical Assistant)
Administrative & Payer Verification
[ ] Verify patient demographics, contact info, and active insurance eligibility for today's date.
[ ] Identify Payer Type rules (Commercial/Medicare Advantage requires Prior Auth; Traditional Medicare requires LCD/NCD guidelines check).
[ ] Step Therapy Check: Does the payer require X-rays before MRI, or conservative care before injections?
[ ] Workers' Comp / Auto (If applicable): Adjuster Name: _______________ Claim #: _______________
[ ] Provider’s order precisely matches requested CPT, ICD-10, Laterality (Left/Right/Bilateral), and exact Spinal Levels (e.g., L4-L5).
Clinical Documentation Verification (The "4 Pillars" - Must be in the most recent note)
[ ] 1. Recent Exam: Note is within the last 30–60 days, detailing neurological deficits, radiculopathy, facet loading, or localized pain.
[ ] 2. Pain Score & ADLs: Subjective pain score documented (e.g., VAS >5/10) AND explicit mention of how pain limits Activities of Daily Living (e.g., "Cannot walk >10 mins," "Sleep interrupted," "Unable to work").
[ ] 3. Imaging Findings: Recent MRI/CT/X-ray report (within 6–12 months) attached. CRITICAL: Findings MUST match the exact requested injection level/side.
[ ] 4. Conservative Care: Chart explicitly documents failure of at least TWO of the following:
[ ] 4-6 weeks of Physical Therapy / Chiro (or medical reason it is contraindicated).
[ ] 4-6 weeks of Rest / Activity Modification / Ice / Heat.
[ ] Failure of at least 2 medication classes (NSAIDs, Gabapentin, Muscle Relaxers, Steroids).
[ ] Repeat Injections Only: Chart states date of prior injection and documents exact % of relief for a minimum duration (e.g., ">70% relief for 3 months").

PHASE 2: Authorization Submission, Scheduling & Financials
(Role: Authorization Specialist / Surgery Scheduler / Front Desk)
[ ] Complete clinical packet (Notes, Imaging, PT notes) combined into a single PDF.
[ ] Request submitted via Insurance Portal / Fax. Date Submitted: _________________
[ ] Submission Tracking/Ref #: _________________________
[ ] Task set in EMR to check status in 3-5 business days.
Authorization Resolution
[ ] If Approved:
[ ] Approval letter saved to EMR.
[ ] Auth Number: ____________________ Valid Dates: ________ to ________
[ ] Cross-check: Do approved CPT/Levels/Laterality exactly match the order? (If no, request amendment).
[ ] If Denied:
[ ] Provider notified immediately. Denial rationale acquired from the payer.
[ ] Peer-to-Peer (P2P) Scheduled for: Date: ________ Time: ________
[ ] P2P prep sheet (highlighting missing criteria) given to provider.
Financials & Scheduling
[ ] Verification of Place of Service (POS): In-office (POS 11) vs. Ambulatory Surgery Center (POS 24).
[ ] Copay/Coinsurance/Deductible calculated. Out-of-pocket estimate: $________
[ ] Patient scheduled strictly within the Auth valid date range.
[ ] Financial responsibility discussed and agreed upon with the patient prior to arrival.

PHASE 3: Medication & Safety Screen (Pre-Op Call/Triage)
(Role: Triage Nurse / Medical Assistant)
[ ] Medication list reviewed/updated in chart.
[ ] Allergies verified (including latex, iodine/contrast, lidocaine, steroid).
[ ] Anticoagulants/antiplatelets reviewed (if on any, complete below)
[ ] Medication(s): ______________________________ Prescriber: _______________________________
[ ] Hold instructions provided to patient.
[ ] Clearance to hold obtained from prescribing provider (if required).
[ ] Last dose date/time: _________________________________________
[ ] NSAIDs/supplements reviewed per protocol (fish oil, turmeric, etc.).
[ ] Diabetes: patient advised re steroid-related glucose rise (if steroid used).
[ ] Pregnancy status addressed if applicable (Urine test required day-of if childbearing age and using Fluoroscopy).
[ ] Infection screen: no fever/active infection/antibiotics?
[ ] Recent vaccines reviewed if relevant to steroid timing (per protocol).

PHASE 4: Consent & Pre-Procedure Instructions
(Role: Triage Nurse / Medical Assistant)
[ ] Procedure consent signed (risks/benefits/alternatives).
[ ] Sedation planned? [ ] No [ ] Yes
[ ] If yes: NPO (fasting) instructions given.
[ ] If yes: Driver confirmed.
[ ] If no sedation: patient understands they may drive only if allowed by protocol.
[ ] Arrival time/location instructions given.
[ ] Diagnostic Block (MBB) Warning: Patient educated that they MUST fill out a pain diary post-procedure to qualify for future Radiofrequency Ablation (RFA).

PHASE 5: Day-Of Room & Equipment Prep
(Role: Clinical Staff / Rad Tech)
[ ] C-Arm (Fluoroscopy) or Ultrasound turned on, tested, and positioned.
[ ] Lead aprons, thyroid shields, and radiation dosimeter badges available for all staff/provider.
[ ] Injection tray prepped (needles, syringes, sterile drape, betadine/chloraprep).
[ ] Medications drawn up/available (Contrast dye, Lidocaine/Bupivacaine, Steroid).
[ ] Emergency crash cart and oxygen available in or near the room.
[ ] Device Check (For RFAs/SCS ONLY): Does the patient have a Pacemaker/Defibrillator? (If yes, confirm cardiology clearance and ensure RFA grounding pad is placed properly to avoid shocking the device).

PHASE 6: Day-Of “Time-Out” Readiness (Staff)
(Role: Clinical Staff / Procedural Nurse)
[ ] Patient identity verified (2 identifiers).
[ ] Procedure/level/side confirmed verbally with patient.
[ ] Anticoagulant hold reconfirmed (if applicable).
[ ] Allergies reconfirmed.
[ ] Vitals obtained [ ] BP: ___________ [ ] HR: ___________ [ ] O2: ___________
[ ] Any red flags escalated to provider [ ] Notes: __________________________________________________

PHASE 7: Post-Procedure Recovery, Discharge & Billing
(Role: Recovery Nurse / Billing Dept)
[ ] Post-op vitals stable. Motor function checked (patient evaluated for excessive leg weakness prior to standing).
[ ] Discharge Instructions: Handed to patient (site care, ice application, signs of infection).
[ ] Pain Diary Provided (CRITICAL for MBBs): If patient had a Diagnostic Block, pain diary provided with strict instructions to fill out daily.
[ ] Follow-up appointment scheduled (usually 2-4 weeks post-injection). F/U Date: ___________
[ ] C-Arm Images Saved: Fluoroscopy images saved to PACS/EMR to prove localization (required for billing).
[ ] Provider has signed the Operative procedure note.
[ ] Modifier Check: Correct billing modifiers applied by coding team (e.g., -50 for Bilateral, -RT Right, -LT Left).

STAFF SIGN-OFF
[ ] Prepared by: _______________________________________ Date: _________________ Time: ____________
[ ] Provider notified ready: [ ] Yes [ ] No
[ ] Notes: ___________________________________________________




