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Notice of Independent Review Decision 

 
 
DATE OF REVIEW:    AUGUST 31, 2009 
 
IRO CASE #:      
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE 
 
Medical necessity of proposed OP radiofrequency thermocoagulation right stellate ganglion block 
(72275, 64640) 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION 
 
This case was reviewed by a Medical Doctor licensed by the Texas State Board of Medical 
Examiners.  The reviewer specializes in Physical medicine and Rehabilitation, and is engaged in 
the full time practice of medicine. 
 
 REVIEW OUTCOME   
 
Upon independent review the reviewer finds that the previous adverse determination/adverse 
determinations should be:  
 
XX Upheld     (Agree) 
  

 Overturned   (Disagree) 
 

 Partially Overturned   (Agree in part/Disagree in part)  
 
  
Primary 
Diagnosis 

Service 
being 
Denied 

Billing 
Modifier 

Type of 
Review 
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Service 

Amount 
Billed 

Date of 
Injury 

DWC 
Claim# 

IRO 
Decision 

719.42 72275, 
64640 

 Prosp 1       Upheld 

          
          
          
 
 
INFORMATION PROVIDED TO THE IRO FOR REVIEW 
 
TDI-HWCN-Request for an IRO-15 pages 
 
Respondent records- a total of 40 pages of records received to include but not limited to: 
  letters 7.16.09, 7.31.09, 8.10.09; request for an IRO forms;   report 5.27.09, 7.10.09;  summary; 
notes, Dr.   5.26.09-7.27.09; operative reports 12.19.08-5.5.09 
     



     

 
Requestor records- a total of 18 pages of records received to include but not limited to: 
  notice of IRO; records Dr.   12.4.08-7.8.09; MRI upper extremity 7.11.08 
 
 
 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
 
The medical records presented for review begins with several operative reports indicating that at 
least four RFTC stellate ganglion block was conducted.  The July 8, 2009 progress notes indicate 
that the prior RFTC injections were not particularly effective. 
 
There is a July 11, 2008 upper extremity MRI noting edema over the lateral epicondyle.  The 
assessment was a lateral epicondylitis. 
 
The initial non-certification objectified the lack of significant objectifiable progress secondary to 
the prior injections.  The progress notes indicate a worsening of symptoms.  
 
ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.  IF THERE WAS ANY DIVERGENCE FROM DWC’S 
POLICIES/GUIDLEINES OR THE NETWORK’S TREATMENT GUIDELINES, 
THEN INDICATE BELOW WITH EXPLANATION.  
 
RATIONALE: 
As noted in the Division mandated Official Disability Guidelines  
 
There is limited evidence to support this procedure, with most studies reported being case 
studies.  The one prospective double-blind study (of CRPS) was limited to four subjects.  
Anatomy: Sympathetic flow to the head, neck and most of the upper extremities is derived from 
the upper five to seven thoracic spinal segments.  The stellate ganglion is formed by a fusion of 
the inferior and first thoracic sympathetic ganglia in 80% of patients.  In the other 20%, the first 
thoracic ganglion is labeled the stellate ganglion.  The upper extremity may also be innervated by 
branches for Kuntz’s nerves, which may explain inadequate relief of sympathetic related pain.  
Proposed Indications: This block is proposed for the diagnosis and treatment of sympathetic pain 
involving the face, head, neck and upper extremities.  Pain: CRPS; Herpes Zoster and post-
herpetic neuralgia; Frostbite.  Circulatory insufficiency: Traumatic/embolic occlusion; Post-re-
implantation; Post-embolic vasospasm; Reynaud’s disease; Vasculitis; Scleroderma.  Testing for 
an adequate block: Adequacy of a sympathetic block should be recorded.  A Horner’s sign 
(ipsilateral ptosis, miosis, anhydrosis conjunctival engorgement and warmth of the face) indicates 
a sympathetic block of the head and face.  It does not indicate a sympathetic block of the upper 
extremity.  The latter can be measured by surface temperature difference (an increase in 
temperature on the side of the block).  Somatic block of the arm should also be ruled out (the 
incidence of brachial plexus nerve block is ~ 10%).  Complete sympathetic blockade can be 
measured with the addition of tests of abolition of sweating and of the sympathogalvanic 
response.  Documentation of motor and/or sensory block should occur.  Complications: Incidental 
recurrent laryngeal nerve block or superior laryngeal nerve block, resulting in hoarseness and 
subjective shortness of breathe; Brachial plexus block; Intravascular injection; Intrathecal, 
subdural or epidural injection; Puncture of the pleura with pneumothorax; Bleeding and 
hematoma.  There appears to be a positive correlation between efficacy and how soon therapy is 
initiated (as studied in patients with CRPS of the hand).  Duration of symptoms greater than 16 
weeks before the initial SGB and/or a decrease in skin perfusion of 22% between the normal and 
affected hands adversely affected the efficacy of SGB therapy.  (Ackerman, 2006) (Sayson, 
2004) (Grabow, 2005) (Colorado, 2006) (Price, 1998) (Day, 2008) (Nader, 2005)  
 

http://www.odg-twc.com/odgtwc/pain.htm#Ackerman2
http://www.odg-twc.com/odgtwc/pain.htm#Sayson
http://www.odg-twc.com/odgtwc/pain.htm#Sayson
http://www.odg-twc.com/odgtwc/pain.htm#Grabow2
http://www.odg-twc.com/odgtwc/pain.htm#Colorado2
http://www.odg-twc.com/odgtwc/pain.htm#Price
http://www.odg-twc.com/odgtwc/pain.htm#Day
http://www.odg-twc.com/odgtwc/pain.htm#Nader


     

 
Therefore, when noting that there was no Horner’s syndrome reported, no objectification of any 
positive result and that four injections have been completed with no improvement, there is no 
competent, objective and independently confirmable medical evidence presented to support this 
request. 
 
A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER CLINICAL 
BASIS USED TO MAKE THE DECISION: 
 
 

 ACOEM- AMERICAN 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 

 
XX MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN 

ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 
 

 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 
 

 MILLIMAN CARE GUIDELINES 
 
XX 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 REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A 

DESCRIPTION) 
 

 OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION) 


