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Notice of Independent Review Decision

DATE OF REVIEW: May 4, 2011

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE:
Lumbar Sympathetic Ganglion Block L2-L4.

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH CARE PROVIDER
WHO REVIEWED THE DECISION:

Diplomate, American Board of Physical Medicine & Rehabilitation
REVIEW OUTCOME

Upon independent review the reviewer finds that the previous adverse determination/adverse
determinations should be:

[ ] Upheld (Agree)
X] Overturned (Disagree)
[] Partially Overturned (Agree in part/Disagree in part)

INFORMATION PROVIDED TO THE IRO FOR REVIEW



PATIENT CLINICAL HISTORY:
The description of service in dispute is lumbar sympathetic ganglion block of L2 through L4.

At your request, | have reviewed the medical records on this patient. | did not examine the patient.
The patient was injured on while performing work-related tasks with as an. The patient sustained
chemical burns to the bilateral lower extremities. The conservative care has included wound care
and pain management.

Electrodiagnostic testing on July 12, 2010, disclosed bilateral moderate distal peroneal motor
neuropathies secondary to chemical burns.

The pain management has included lumbar sympathetic blocks on November 23, 2010, with
documented 50% improvement in pain symptoms. The current request is for repeat sympathetic
block.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS, FINDINGS, AND
CONCLUSIONS USED TO SUPPORT THE DECISION.

Based upon the information provided and the ODG criteria presented below, it is my judgment that
proceeding with a repeat sympathetic block for the purpose of pain management appears
reasonable.

2011 ODG CRITERIA FOR SYMPATHETIC BLOCK

Recommendations (based on Consensus Guidelines) for use of sympathetic blocks: (1)In the initial
diagnostic phase if less than 50% improvement is noted for the duration of the local anesthetic, no
further blocks are recommended. (2) In the initial therapeutic phase, maximum sustained relief is
generally obtained after three to six blocks. These blocks are generally given in fairly quick succession
in the first two weeks of tfreatment with tapering to once a week. Continuing treatment longer than
two to three weeks is unusual. (3) In the therapeutic phase repeat blocks should only be undertaken
if there is evidence of increased range of motion, pain and medication use reduction, and increased
tolerance of activity and touch (decreased allodynia) in physical therapy/occupational therapy. (4)
There should be evidence that physical or occupational therapy is incorporated with the duration of
symptom relief of the block during the therapeutic phase. (5) In acute exacerbations, one to three
blocks may be required for treatment. (5) A formal test of the block should be documented
(preferably using skin temperature). (6) Documentation of motor and/or sensory block should occur.
This is particularly important in the diagnostic phase to avoid overestimation of the sympathetic
component of pain. (Burton, 2006) (Stanton-Hicks, 2004) (Stanton-Hicks, 2006) (International Research
Foundation for RSD/CRPS, 2003) (Colorado, 2006) (Washington, 2002) (Rho, 2002)



http://www.odg-twc.com/odgtwc/pain.htm#Burton
http://www.odg-twc.com/odgtwc/pain.htm#StantonHicks3
http://www.odg-twc.com/odgtwc/pain.htm#StantonHicks2
http://www.odg-twc.com/odgtwc/pain.htm#International
http://www.odg-twc.com/odgtwc/pain.htm#International
http://www.odg-twc.com/odgtwc/pain.htm#International
http://www.odg-twc.com/odgtwc/pain.htm#Colorado2
http://www.odg-twc.com/odgtwc/pain.htm#Washington3
http://www.odg-twc.com/odgtwc/pain.htm#Rho

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

<] 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 REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A DESCRIPTION)

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



