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NOTICE OF INDEPENDENT REVIEW DECISION 
 

 
 
DATE OF REVIEW: 
Apr/06/2009 
 
IRO CASE #: 
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
RFTC right shoulder stellate ganglion block 
 
DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE 
PROVIDER WHO REVIEWED THE DECISION: 
Board Certified in Physical Medicine and Rehabilitation 
Subspecialty Board Certified in Pain Management  
Subspecialty Board Certified in Electrodiagnostic Medicine 
Residency Training PMR and ORTHOPAEDIC SURGERY 
 
REVIEW OUTCOME: 
Upon independent review, the reviewer finds that the previous adverse 
determination/adverse determinations should be: 
 
[ X ] Upheld (Agree) 
 
[   ] Overturned (Disagree) 
 
[   ] Partially Overturned (Agree in part/Disagree in part) 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
OD Guidelines 
Denial Letters 1/27/09 and 2/24/09 
Case Notes 1/26/09 thru 2/23/09 
Dr. 8/12/08 thru 2/18/09 
 
PATIENT CLINICAL HISTORY SUMMARY 
This is a man injured xx/xx/xx. He subsequently developed pain in the right upper extremity. 
He had a right CTS release, although the Reviewer could not determine if this was attributed 
or not to the original injury He subsequently underwent a right subacromial decompression 
and a right distal clavicle resection (7/12/05).  He has a diagnosis of Complex Regional Pain 
Disorder. He received a few weeks of relief after a right stellate ganglion block on 10/8/08 
and 5 days of relief after one on 1/13/09. A request for stellate ganglionectomy (RF) was 
made. The described ongoing symptoms are of allodynia and hyperesthesia. There is no 
paralysis. He is currently using opiates for pain control. 
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDING CLINICAL BASIS, FINDINGS 
AND CONCLUSIONS USED TO SUPPORT THE DECISION 



One question is whether or not this person has CRPD or sympathetically maintained pain. 
The information about how the diagnosis of CRPD was made was limited. The ODG 
describes several criteria. The description in this person was the hyperpathia and allodynia, 
but the Reviewer could not determine motor or trophic changes unrelated to the shoulder 
surgery.  
 
The ongoing treatment with the sympathetic blocks provided relief. The ODG does not 
advocate the use of any sympathectomy, especially of the stellate ganglion. The RF 
treatment is a sympathectomy. The ODG will consider them except for proximal RSD/CRPD 
or Sympathetically Maintained Pain Syndromes. In short, the procedure is generally not 
approved. The exceptions are for the treatment of distal extremity lesions. Since the shoulder 
is in the proximal part of the extremity, the procedure is again not approved.  
 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL 
BASIS USED TO MAKE THE DECISION 
 
[   ] ACOEM-AMERICA COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM 
KNOWLEDGEBASE 
 
[   ] AHCPR-AGENCY FOR HEALTHCARE RESEARCH & QUALITY GUIDELINES 
 
[   ] DWC-DIVISION OF WORKERS COMPENSATION POLICIES OR GUIDELINES 
 
[   ] EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW BACK PAIN 
 
[   ] INTERQUAL CRITERIA 
 
[ X ] MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN ACCORDANCE WITH 
ACCEPTED MEDICAL STANDARDS 
 
[   ] MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 
 
[   ] MILLIMAN CARE GUIDELINES 
 
[ X ] ODG-OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES 
 
[   ] PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR 
 
[   ] TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE 
PARAMETERS 
 
[   ] TEXAS TACADA GUIDELINES 
 
[   ] TMF SCREENING CRITERIA MANUAL 
 
[   ] PEER ERVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A 
DESCRIPTION) 
 
[   ] OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES 
(PROVIDE A DESCRIPTION) 
 


