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Dear Medical Directors,

On behalf of the American Academy of Pain Medicine (AAPM), representing more than 2,500
multidisciplinary clinicians dedicated to improving the lives of patients with acute and chronic
pain, we appreciate the opportunity to comment on the proposed Local Coverage Determination
(LCD) for Peripheral Nerve Blocks and Procedures for Chronic Pain. We are providing you
with two documents: 1) this letter and AAPM’s response to the proposed LCD; 2) a detailed
commentary organized by procedural type, supporting literature, and patient stories in response
to each procedure named in the LCD; this document is the result of input from over thirty pain
medicine experts and AAPM volunteers.

Chronic pain is a complex, disabling disease that affects more than 51 million U.S. adults (one in
five Americans) and limits daily function for over 17 million. It is linked with depression,
cognitive decline, suicide, and substantial economic burden. Recognizing this, both the U.S.
Department of Health and Human Services (HHS) and the Centers for Disease Control and
Prevention (CDC) have emphasized the urgent need for equitable access to comprehensive,
multidisciplinary, and non-opioid pain management. The CDC’s 2022 Clinical Practice
Guideline for Prescribing Opioids for Pain specifically encourages a multimodal approach that
integrates interventional, pharmacologic, behavioral, and rehabilitative strategies as best practice
for effective and equitable pain care.

AAPM shares these priorities. Our members, representing anesthesiology, neurology, physiatry,
primary care, psychiatry, nursing, and other disciplines, are deeply committed to advancing
evidence-based, patient-centered pain management. Peripheral nerve blocks and the procedures
for chronic pain as discussed in the proposed LCD determination are a cornerstone of this care.
They serve diagnostic, prognostic, and therapeutic roles that guide appropriate treatment
planning, reduce reliance on opioids, and improve function and quality of life. Major specialty
societies, including the American Headache Society and the European Academy of Neurology,
recognize the clinical value of nerve blocks for refractory headache, occipital neuralgia,
neuropathic pain, and other chronic pain conditions. These procedures are well established in
contemporary practice, providing a safe, reversible, and cost-effective means to reduce suffering
and avoid higher-risk or irreversible interventions.
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While AAPM supports CMS’s goal of grounding coverage policy in robust evidence, we are
concerned that the proposed LCD’s reliance on GRADE methodology misrepresents the strength
and relevance of the existing literature. GRADE is a valuable framework for assessing
pharmacologic interventions, where uniform protocols and double-blind designs are feasible.
However, when applied to interventional pain procedures, its rigid criteria can distort
interpretation. Procedural studies often involve diverse patient populations, variable anatomical
targets with specific procedural requirements, variable technical and training expertise specific to
the performing interventionalist, and multidimensional outcomes, including pain relief, function,
opioid reduction, and quality of life, which cannot be uniformly captured by GRADE’s metrics.

Moreover, randomized, double-blind, placebo-controlled trials favored within GRADE are
frequently impractical or unethical in this setting. As a result, high-quality observational and
pragmatic studies, case series, and real-world data, which form the foundation of interventional
pain medicine, are systematically undervalued. This does not mean that such interventions lack
efficacy; rather, it reflects the inherent methodological challenges of studying individualized
procedures.

AAPM respectfully urges CMS to recognize that “low” or “moderate” evidence ratings under
GRADE do not imply ineffectiveness but instead signify uncertainty that must be interpreted
alongside clinical expertise and patient outcomes. The integration of both scientific rigor and
specialist judgment is essential to ensure that coverage determinations reflect the realities of
patient care and the intent of national policy to promote safe, effective, and opioid-sparing pain
management.

Clinical Evidence and Outcomes

A robust body of clinical and real-world evidence supports the use of peripheral nerve blocks as
essential components of comprehensive pain care. These procedures play diagnostic, prognostic,
and therapeutic roles that enable targeted treatment, improved functional outcomes, and reduced
reliance on opioid therapy (Cohen, Vase, and Hooten 2021; Hu et al. 2024; Fletcher et al. 2021;
Swarm et al. 2025). Their benefits are well documented across a range of pain conditions,
including neuropathic pain, post-surgical pain, complex regional pain syndrome, and refractory
headache disorders.

Conservative measures alone, such as pharmacologic therapy, exercise, or behavioral
interventions, often provide incomplete relief. Meta-analyses and systematic reviews (Busse et
al. 2018; Finnerup et al. 2015) have shown that medications frequently used for chronic pain
offer only modest benefit, with high numbers needed to treat (NNTs) ranging from 6 to

11. Econometric analyses examining the cost of interventional procedures versus medication
costs demonstrate cost savings. In contrast to medications and other treatments, interventional
procedures performed by board-certified and trained pain specialists can deliver meaningful
reductions in pain intensity, facilitate physical rehabilitation, and restore quality of life for
patients who have exhausted conservative care.

Peripheral nerve blocks also have critical diagnostic and prognostic value. Short-acting
diagnostic blocks can help confirm the pain generator and guide next-step treatments such as
radiofrequency ablation, neuromodulation, or surgery, thereby reducing the likelihood of
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unnecessary or ineffective interventions. Denying coverage for these procedures would
effectively remove a key tool that allows clinicians to tailor therapy and limit patient exposure to
opioids and invasive operations.

Additionally, there is clear evidence that access to interventional pain care correlates with
decreased opioid prescribing demonstrated that patients managed with interventional approaches
experienced lower rates of opioid initiation and dose escalation compared with those treated
solely with medical therapy. This aligns directly with national health objectives outlined in the
CDC 2022 Guideline and the HHS Pain Management Best Practices Inter-Agency Task Force
Report, both of which explicitly call for expanded access to non-opioid, multimodal pain care,
including peripheral nerve blocks.

From a cost-effectiveness standpoint, peripheral nerve blocks are also a prudent use of Medicare
resources. By improving pain control, these procedures can prevent more expensive downstream
costs associated with emergency department visits, hospitalizations, prolonged rehabilitation, or
chronic opioid therapy. For example, peripheral nerve interventions such as genicular nerve
ablation for osteoarthritis of the knee has been shown to be cost-effective relative to repeated
corticosteroid injections or surgical referral (Kanjanapanang et al. 2025; Chen et al.

2021). Similarly, nerve blocks for occipital neuralgia and other headache disorders can restore
function and reduce the need for expensive imaging studies, procedures, and medications.

Collectively, these data demonstrate that peripheral nerve blocks are not experimental or
investigational. They are evidence-informed, guideline-supported, and essential to patient-
centered pain management. Limiting access to these interventions would reverse decades of
progress in reducing opioid dependence, improving function, and advancing equitable pain care.

AAPM therefore urges CMS to maintain coverage for diagnostic, prognostic, and therapeutic
peripheral nerve blocks and to align its policies with contemporary clinical evidence, specialty
consensus, and the federal government’s stated goal of expanding safe, effective, non-opioid
options for individuals living with chronic pain.

Conclusion and Policy Recommendations

The American Academy of Pain Medicine (AAPM) strongly supports the responsible
stewardship of Medicare resources and evidence-based standards for patient care. However, the
proposed LCD on Peripheral Nerve Blocks and Procedures for Chronic Pain does not align with
the weight of clinical evidence, the guidance of major federal agencies, national and international
professional societies, or the principles of patient-centered pain management.

Eliminating coverage and/or severely limiting access for these procedures would have profound
consequences for millions of Americans living with chronic pain. Patients with recalcitrant pain
who have already exhausted conservative therapies would be left with few viable options other
than opioids or possibly irreversible surgical interventions. Such a policy would increase
suffering, impair function, and ultimately raise overall health care costs by driving reliance on
higher-risk, higher-cost treatments, and avoidable emergency utilization.

Conversely, maintaining access to numerous peripheral nerve blocks, radiofrequency, and
cryoablation procedures supports the very outcomes Medicare seeks to promote: improved
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quality of life, reduced opioid dependence, and decreased downstream utilization. These
procedures are safe, reversible, and cost-effective. Please see our attached detailed response to
each procedural type addressed in this proposed LCD. Their use is consistent with the CDC’s
2022 Clinical Practice Guideline for Prescribing Opioids for Pain, the HHS Pain Management
Best Practices Inter-Agency Report, and the clinical recommendations of major specialty
societies including the American Headache Society, the European Academy of Neurology, and
others.

AAPM respectfully urges CMS and the MACs to withdraw the proposed LCD in its current form
and to collaborate with pain medicine specialists in revising the policy. A revised LCD should:

1. Acknowledge the established diagnostic, prognostic, and therapeutic roles of peripheral
nerve blocks and ablative procedures in multidisciplinary pain management.

2. Incorporate appropriate evidence appraisal methods that reflect the realities of
procedural research and real-world clinical practice.

3. Ensure equitable patient access to non-opioid, multimodal pain care consistent with
national pain strategy goals.

4. Engage specialty expertise from AAPM and related professional societies to inform
policy refinement and implementation and ensure technical and procedural safety
measures are followed.

AAPM stands ready to assist CMS in developing a balanced, scientifically grounded, and
patient-centered policy framework. We believe there is common ground upon which to formulate
a better coverage policy; one that identifies optimal patients for peripheral nerve block therapy
and has standards for treatment efficacy and/ outcomes. In doing so, we can be good stewards of
health care resources yet allow appropriate access to these vital treatments.

Together, we can ensure that Medicare beneficiaries continue to receive compassionate,
effective, and evidence-informed pain care that reduces suffering, restores function, and
advances the shared national goal of minimizing reliance on opioids while improving health and
quality of life.

Sincerely,

FEEHE
Antje M. Barreveld, MD James Babington, MD
President, AAPM Chair, AAPM Policy Committee
abarreveld@bwh.harvard.edu james.babington@swedish.org
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American Academy of Pain Medicine
Response to the Proposed Local Coverage Determination for Peripheral Nerve Blocks and
Procedures for Chronic Pain — by Procedure Type

Occipital Nerve Blocks and Radiofrequency Denervation:
Overall conclusions:

Occipital nerve blocks provide immediate and clinically significant pain relief. Radiofrequency
ablation provides low certainty evidence for longer term relief. Despite the published literature's
low certainty conclusions, clinical experience demonstrates significant improvement in patient
function, reduction in opioid use, and this procedure serves as a potent adjunct to medicine
management.

Relevant literature:

Occipital nerve blocks can produce immediate and significant pain relief,(Mustafa et al. 2024)
and in the Emergency Room (ER) setting, these nerve blocks are superior to infusion of
medications used to ameliorate migraine episodes.(Friedman et al. 2015) A recent systematic
review and meta-analysis reported that greater occipital nerve blocks in chronic migraine patients
significantly reduced headache pain intensity and medication consumption without an increase in
adverse events. Not only are occipital nerve blocks effective for acute and preventive treatment
of primary headache disorders but they can be effective for medication overuse headache
syndromes, helping to facilitate reduction of overused analgesics.(Koonalintip et al. 2025) In
fact, one prospective analysis of occipital nerve blocks for occipital neuralgia found that aside
from improved pain scores, analgesic medication requirements dropped from 100% of patients’
pre-block to only 16.7% post-block, indicating a dramatic reduction in dependence on pain
medications after the intervention. Repeated blocks have been demonstrated to be effective in
randomized controlled trials.(Chowdhury, Datta, and Mundra 2021) Importantly, in older adults,
peripheral nerve blocks were effective in 73% of all headaches and 60% in occipital neuralgia
with no adverse events reported. This represents an opportunity to reduce medication overuse
and avoidance of medications with known high side effect burden for geriatric
patients.(Hascalovici and Robbins 2017) Additionally, the International Headache Society
Migraine Guidelines recommend nerve blocks as a first line treatment in pregnancy.(Puledda et
al. 2024) If relief is temporary with the occipital nerve blocks, pulsed radiofrequency ablation
(PRF) can provide a more sustained response in refractory cases.(Ertilav and Aydin 2024)

Patient/clinical experience:

As a mother of three children, a 28-year-old Wisconsinite was forced to confine herself to her
dark bedroom on most days of the month. She had been to the ER 38 times in the last year,
where she received infusions and opioids to alleviate her pain. She had been to the Diamond
Headache clinic and had been through two university “multidisciplinary” inpatient rehab
programs in Madison and Milwaukee. She eventually saw a neurologist who performed weekly
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occipital blocks, first to wean her off acute analgesics, and eventually to decrease ER and
hospital visits. After a series of 9 nerve blocks she was off opioids and other abortive
medications, she underwent a pulsed radiofrequency procedure and is currently experiencing
fewer than 5 episodes a month, all managed without opioids. She is now three years into this
treatment approach and doing extremely well.

Stellate Ganglion Block
Overall Conclusions:

The stellate ganglion block (SGB) is an important interventional pain procedure as it modulates
sympathetic nervous system activity in the head, neck, thorax, and arms. Classically, it has been
effective in treating micro-vascular insufficiency, recalcitrant neuropathic (Complex Regional
Pain Syndrome - CRPS I, II), and nociceptive pain conditions. Because the autonomic nervous
system exerts extensive influence across multiple organ systems, it affords an opportunity in
several non-pain applications, including life threatening disorders and disease states. SGB has
been successfully utilized in Post-Traumatic Stress Disorder (PTSD), Postural Orthostatic
Tachycardia Syndrome (POTS), menopausal vasomotor symptoms, long COVID, and in fact
SGB is a core component of treatment protocols of life-threatening cerebral ischemia and
refractory tachyarrhythmias. Thus, the non-coverage of SGB, will have far broader consequences
than is readily appreciated by the MAC committee members who drafted this LCD

proposal. For your consideration, in the following paragraphs we point out the core literature
highlights that seem to have been overlooked, or misinterpreted in the proposed LCD.

Relevant literature:

The most recent high-quality evidence for SGB to treat complex regional pain syndrome comes
from Tian et al, and was cited in the proposed LCD.(Tian et al. 2024) This systematic review and
meta-analysis found that SGB therapy resulted in statistically significant reduction in pain
intensity compared to controls, with a weighted mean difference of -6.24 mm (95% CI, -11.45 to
-1.03; P =0.019) in visual analog scale pain scores. This is a clinically relevant improvement in
pain. While it is true that the Cochrane Database of Systematic Reviews updated review by
O’Connell et al. concluded that there is a lack of high quality evidence to support or refute the
use of local anesthetic sympathetic blockade for CRPS, it is important to note that the Cochrane
overview of systematic reviews by Ferrero et al on interventions for treating pain and disability
in adults with CRPS was unable to identify any high-certainty evidence for the effectiveness of
any therapy for CRPS.(O’Connell et al. 2016; Ferraro et al. 2023) This underscores the difficulty
of executing large, high-quality trials for such a heterogeneous disease state like CRPS and the
importance of continued support for clinical research into interventional treatments. CRPS
prevalence is increasing with increased recognition of the disease, and is associated with chronic
pain, disability, higher opioid and benzodiazepine use, hospitalizations, and lost
productivity.(Elsamadicy et al. 2018) Stellate ganglion blocks are an important part of the
multimodal treatment plan for CRPS. In addition, stellate ganglion blocks have prognostic
capabilities for predicting response to additional treatments for CRPS including ketamine
infusions.(Cohen et al. 2023)
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The proposed LCD cited research by Wang et al, which showed that ultrasound guided SGB
combined with extracorporeal shock wave therapy decreases pain and Pain Disability Index for
patients with craniofacial postherpetic neuralgia.(Wang et al. 2022) Similarly, a recent RCT by
Zheng et al showed that SGB alone or combined with trioxygen autologous blood retransfusion
therapy decreased pain scores and anxiety in patients with postherpetic neuralgia.(Zheng et al.
2025) There is promising research that pro-active treatment of acute herpetic pain can prevent or
reduce the incidence and severity of postherpetic neuralgia. Makharita et al performed an RCT of
64 patients with acute herpes zoster of the face comparing fluoroscopic guided SGB with
bupivacaine and dexamethasone versus saline. Duration of acute pain and incidence of
postherpetic neuralgia at 3 months was decreased in the SGB group.(Makharita, Amr, and El-
Bayoumy 2012) Taken together, these studies and many others support the use of stellate
ganglion block to prevent and treat craniofacial post-herpetic neuralgia.

The proposed LCD cited research by Rae Olmsted et al, which showed that stellate ganglion
block reduced PTSD symptom severity at 8§ weeks compared to sham injections.(Rae Olmsted et
al. 2020) This therapeutic effect was consistent across secondary outcomes and sites, and adverse
events were mild and transient. Blakey et al performed a secondary analysis collected from a
previous RCT of SGB compared to sham injection to treat PTSD, and found that arousal and
reactivity cluster symptoms (hypervigilance, startle responses, sleep disturbances, concentration
issues) showed the greatest reductions in severity.(Blakey et al. 2024) Many studies, including a
retrospective cohort study of 484 consecutive cases of PTSD in Chicago, demonstrate
improvements in PTSD checklist score version DSM 1V after SGB. Of particular interest are
those studies that show a greater improvement in PTSD symptoms after SGB for patients with
military backgrounds compared to civilians.(Lipov et al. 2022) More research is needed into
SGB therapy for our veterans with military related trauma.

The stellate ganglion block is used to treat diseases with wide patient variability in terms of
disease severity, duration of disease at intervention, and symptom distribution, which makes
powering studies difficult. At this point, our best evidence comes from smaller RCT’s, pragmatic
trials, retrospective analysis rather than large RCT’s - though the cumulative clinical experience
overall supports SGB efficacy in treating CRPS, post-herpetic neuralgia, and PTSD. This fact
will be undervalued using the GRADE algorithm without acknowledging the cumulative clinical
experience which overall supports SGB efficacy in treating CRPS, post-herpetic neuralgia, and
PTSD. This calls attention to a clinical need for multicenter collaboration across tertiary care
centers and smaller hospitals to rigorously study the benefits of SGB and advance our scientific
knowledge.

Regarding the CMS proposed LCD, we advise maintaining SGB coverage for diagnosis and
treatment of sympathetically mediated pain conditions including but not limited to CRPS,
craniofacial post-herpetic neuralgia, and PTSD. The stellate ganglion block is used to treat
diseases with wide patient variability in terms of disease severity, duration of disease at
intervention, and symptom distribution, which makes powering studies difficult.
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Patient/clinical experience:

Sarah is a 30-year-old professional chef with CRPS in the left hand after an accidental thumb
injury. Her pain has persisted for 6 months, and physical therapy was impossible due to pain. At
one point, she was offered and agreed to amputation of her forearm. A series of stellate blocks
allowed her to go through desensitization therapy, followed by a rehabilitation program, and she
eventually returned to normal function.

Trigeminal Nerve Blocks and Trigeminal Neuralgia
Overall conclusions:

Trigeminal nerve blocks (TNBs) are safe, effective, and essential tools in the diagnosis and
management of trigeminal neuralgia (TN)—a devastating facial pain disorder often referred to as
“suicide pain.” Although evidence certainty is moderate due to procedural heterogeneity,
consistent clinical findings demonstrate meaningful, sometimes long-lasting pain relief and
improved function. These procedures are vital non-opioid options that reduce reliance on
systemic medications, including opioids, and support recovery in patients suffering from one of
the most disabling pain syndromes in medicine.

Relevant literature:

TNBs provide clinically significant relief with reported durations ranging from weeks to
years.(Meier et al. 2025; Han et al. 2008; Radwan, Saito, and Goto 2001) They also serve as
“bridge” therapy for providing relief, while systemic medications are optimized or while patients
await definitive surgery.(Nader et al. 2013; Perloff and Chung 2018)

TNBs and related interventions play a crucial role in reducing opioid reliance. Clinical data and
real-world experience demonstrate decreased opioid initiation and escalation when interventional
procedures are integrated early.(Jacques et al. 2022) By restoring the ability to eat, speak, and
engage in daily activities, these procedures enable patients to taper or discontinue opioid
therapy—directly supporting the CDC 2022 Guideline and HHS Pain Management Best
Practices emphasizing multimodal, non-opioid pain care.

TNBs are generally considered safe and well-tolerated. Studies cited in the proposed
LCD(Elsheikh and Amr 2016; Balta and Koknel Talu 2021) report minimal adverse effects, and
a recent randomized controlled trial of image-guided TNBs found no serious undesirable
outcomes.(Meier et al. 2025) The proposed LCD incorrectly references complications from a
large retrospective study of trigeminal radiofrequency ablation (Kanpolat et al. 2001) as if they
applied to nerve blocks. This conflation misrepresents the true safety profile of TNBs, which
have not been shown to cause these adverse effects.

Long-established percutaneous procedures such as glycerol rhizotomy and balloon compression

have decades of evidence supporting durable benefit, with long-term success rates between 75—
98% (L. Chen, Xu, and Zou 2010; Taha and Tew 2000; Bick and Eskandar 2017; Noorani et al.
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2016; Nascimento, Pipek, and de Aguiar 2023; Asplund, Blomstedt, and Bergenheim 2016)
Arbitrary six-month waiting periods before procedural care and restrictive anesthesia limitations
are inconsistent with accepted clinical practice and risk worsening pain, malnutrition, and opioid
dependence.

Concerns regarding inclusion conditions for RF ablation:

1. Six-month waiting period: A mandated six-month duration before surgical therapy is clinically
inappropriate. Many patients are unable to eat or speak due to pain and experience significant
weight loss despite optimized medical therapy. Delaying care prolongs suffering and increases
risk of opioid dependence.

2. “Not a good surgical candidate” requirement: RF ablation is itself a surgical procedure. The
language suggesting patients must “decline” or be “unsuitable” for surgery is inaccurate and
should be removed. Procedure selection should rely on shared decision-making between
physician and patient, based on comorbidities, imaging findings, and risk tolerance.

3. Diagnostic nerve block prerequisite: There is no peer-reviewed evidence that a TNB
differentiates TN from other facial pain disorders or predicts response to surgery. This
requirement is unsupported, inconsistent with the LCD’s own statements, and would create
unnecessary barriers to timely care.

Anesthesia considerations:

The LCD’s statement that moderate or deep sedation, general anesthesia, or monitored anesthesia
care (MAC) is “rarely indicated” is inaccurate. Trigeminal RF and glycerol rhizotomies cause
significant procedural pain and are universally performed under MAC or general anesthesia.
Percutaneous balloon compression rhizotomy is almost always performed under general
anesthesia. These practices reflect standard clinical safety and should remain covered at the
treating physician’s discretion.

Patient/clinical experience:

Patients with TN often endure diagnostic delays, medication side effects, and profound
functional decline. TNBs provide stabilization and symptom relief that enable further treatment
planning. For example, a 66-year-old man with severe right-sided facial pain refractory to
carbamazepine, gabapentin, baclofen, and opioids experienced six weeks of near-complete relief
after a fluoroscopy-guided TNB. This period allowed safe surgical planning and successful
microvascular decompression, leading to sustained pain relief and discontinuation of opioids and
sedating medications.
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Suprascapular Nerve Block
Overall conclusions:

Chronic shoulder pain is one of the most common pain syndromes worldwide.(Otuka et al. 2025)
The incidence of chronic shoulder pain varies from 6.7 to 17.3 per 1000 person-years.(Djade et
al. 2020) The suprascapular nerve provides approximately 70% of the sensory innervation to the
shoulder joint.(Batten et al. 2023) Suprascapular nerve block (SSNB) and ablation are minimally
invasive, low-risk, percutaneous procedures that are routinely employed to treat chronic shoulder
pain due to inflammatory arthritis, rheumatoid arthritis, adhesive capsulitis, rotator cuff
tendonitis, bursitis, degenerative disease as well as postoperative and post-stroke chronic
shoulder pain.(Gado and Emery 1993; Schoenherr, Flynn, and Doyal 2023; E. M. Shanahan et al.
2003) SSNB is used as a diagnostic nerve block as a precursor for radiofrequency ablation. It is a
valuable diagnostic tool to differentiate shoulder pain from cervical radiculopathy or cervical
facet mediated pain.

Relevant literature:

A meta-analysis evaluated the efficacy of SSNB or pulsed radiofrequency ablation on patient
reported outcomes. The mean improvement in pain was >50% which is considered significant
relief for any intervention in patients suffering from chronic pain (SMD 2.37 (95% CI 1.66,
3.07)).(Batten et al. 2023) Another meta-analysis demonstrated the superiority of SSNB to
placebo and physical therapy for treatment of chronic shoulder pain.(Chang et al. 2016) An RCT
reported superior patient-reported outcomes with addition of SSNB to standard rehabilitative
therapy in patients suffering from rotator cuff tendinitis.(Di Lorenzo et al. 2006) Improvements
in chronic shoulder pain and adhesive capsulitis pain scores, along with an enhanced range of
motion in patients receiving SSNB compared to placebo group, were reported in another
RCT.(E. Michael Shanahan et al. 2022) In a recent meta-analysis of level I trials, SSNB provided
greater pain relief along with greater improvements in shoulder function and range of motion at
12 weeks compared to intra-articular corticosteroid injections.(Harley et al. 2025) RFA of
suprascapular nerve along with axillary and lateral pectoral nerves has shown long term
significant improvements in pain, functional activities of daily living, and range of motion of the
shoulder for at least 6 months.(Yoshida, Park, and Thang 2025)

Medication options for chronic shoulder pain are limited to Non-Steroidal Anti-inflammatory
medications (NSAIDs) and opioids. The LCD quotes a study with a complication rate of 4% for
SSNB (most of which are low risk events such as local pain at injection site and bruising). In
comparison, NSAIDs and opioids cause more frequent and significant harm. In a systematic
review of trials on patients taking oral opioids for chronic pain, authors reported >50% patients
suffered from at least one side effect of opioids.(Moore and McQuay 2005) Opioid induced
respiratory depression, dependence, and addiction are dangerous side effects which not only
affect the individual patient but have far reaching consequences for society. NSAIDs have many
serious adverse effects, can lead to bleeding, kidney damage, increased risk of heart attacks and
most of the time are not an option for older patients. In comparison, SSNB is safer and when
completed by qualified pain specialists, a minuscule incidence of severe complications was
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described in harm-focused reviews (Chan and Peng 2011; Annison et al. 2025; E. Michael
Shanahan et al. 2022)

Options for pain relief are limited for chronic pain in an aging population with co-morbidities.
SSNB has roles in diagnostic localization to help elucidate pain origin, provide pain relief to
allow for adequate physical rehabilitation, and is a less-invasive option in a stepwise approach
for pain mitigation. It is an invaluable tool to improve quality of life and patient-reported
outcomes for patients who are poor candidates for surgery. The proposed LCD would eliminate
an evidence-based, lower-risk tool that frequently serves to aid rehabilitation and diminish opioid
use along with contradicting Medicare’s aims of decreasing adverse events, improving function,
and fostering conservative care where applicable. Deprivation of safeguarding specialist
judgment for well-documented indications (such as use in a multimodal approach, failed more
conservative measures) poses a significant risk in the accessibility of this evidence-supported
tool and the individualized treatment and management of chronic pain. AAPM strongly
advocates for maintaining SSNB coverage when preceding conservative methods are trialed and
accepted indications are met.

Patient/clinical experience:

JS is an 82-year-old patient who has osteoarthritis of her right shoulder and left knee. She was
referred for severe left knee and right shoulder arthralgias, which were only transiently
responsive to corticosteroid injections, hylan injections, and not adequately responsive to
physical therapy and home exercises. Medications such as celecoxib, diclofenac gel, and
acetaminophen provided inadequate relief. Because of her multiple co-morbidities, she wished to
defer surgical replacement of joints. She has been receiving right suprascapular and left
genicular denervation once a year. Both these procedures have improved her quality of life
substantially (as noted below) without opioid medications.

Direct quotes from our patient:

“I am 82 years old with 2 new hips and one new knee. My remaining natural knee and my right
shoulder are a source of constant pain. Needless to say - more implants are not appealing.”
“Shoulder and knee denervations have enabled me to move freely and enjoy my life. I can sleep
without pain, walk my dog and swim '2 mile daily. The procedures are relatively quick - relief is
very quick.”

“Living without pain and having freedom of movement without lengthy rehab after surgeries is
invaluable.”

Thoracic (Intercostal) Nerve Block; Thoracic (Intercostal) Denervation

Overall conclusions:

Thoracic (intercostal) nerve blocks, along with denervation, are procedures often used for
patients suffering from intractable neuropathic pain refractory to medications.(“[No Title],” n.d.-
a; Abd-Elsayed, Lee, and Jackson 2018) Intercostal nerve blocks have value in diagnosing and

treating several chronic pain conditions including intercostal neuralgia after rib fractures or in
slipping rib syndrome, postherpetic neuralgia (PHN), and post-surgical pain syndromes, most
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notably post-mastectomy and post-thoracotomy pain syndromes.(Elkhashab and Wang 2021;
DesRochers et al. 2024) These pain conditions are common in the aging population. The lifetime
prevalence of herpes zoster, for example, is 50% by the age of 80 years with 5-15% of these
patients suffering from PHN.(Aggarwal et al. 2020) Similarly, post-thoracotomy syndrome is
common and affects up to 50% of the patients undergoing thoracic surgery.(Shanthanna et al.
2016) Post-mastectomy pain is also common, affecting 20-68% of patients after
mastectomy.(DesRochers et al. 2024) Of the neuropathic conditions which are treated by
intercostal and other nerve blocks covered by the proposed LCD, only PHN has medications
with a specific FDA approval (lidocaine patch 5%), often with limited efficacy.

Relevant literature:

There is evidence to show the effectiveness of intercostal nerve block, and radiofrequency (RFA)
or cryoablation for treating acute and chronic neuropathic pain in the chest wall and abdominal
wall. Intercostal nerve blocks are used for diagnostic as well as therapeutic purposes and are
commonly administered to treat acute pain in the perioperative period and in patients suffering
from rib fractures. In a randomized clinical trial including 450 patients undergoing thoracoscopic
lung resection, a single-shot intercostal nerve block was noninferior to thoracic epidural
analgesia for pain control. The nerve block was superior for less nausea and vomiting and
significantly reduced opioid consumption along with length of stay in the hospital.(Spaans et al.
2025) The pain relief from a single injection can be of limited duration and hence repeat
injections or ablation procedures are utilized for sustained pain relief for chronic pain conditions.
Both thermal and cooled radiofrequency ablation have been shown to treat resistant intercostal
neuralgia effectively in case series.(Fiala et al. 2023; Abd-Elsayed, Lee, and Jackson 2018)
Cryoablation has been successfully used to treat pain in patients suffering from post-thoracotomy
pain syndrome.(Byas-Smith and Gulati 2006) In a double-blind Randomized Control Trial
(RCT) comparing pulsed RFA (PRF) vs sham under fluoroscopy guidance in patients suffering
from PHN, the PRF group had lower pain scores that lasted for 6 months after treatment (P <
0.05) and lower tramadol requirements within the first month after treatment (P < 0.05). Quality
of life measurement with the SF-36 score (including physical functioning, physical role, bodily
pain, general health perceptions, social function, emotional role, and mental health index) was
significantly improved until 6 months after treatment in the PRF group compared to the sham
group (P <0.01-0.05). There were no pneumothoracies, bleeding complications, infections, or
other severe side effects in either group (P > 0.05) indicating safety of this procedure.(Ke et al.
2013) Similar results with improved pain control in ultrasound guided PRF group were reported
in another double blind RCT comparing PRF vs sham in patients with PHN.(Makharita et al.
2018) In a meta-analysis of 15 studies with 1817 patients, authors reported PRF combined with
pregabalin significantly reduced the pain scores in patients PHN [P <.00001, standardized mean
difference (SMD) = -2.01, confidence intervals (CI) =-2.36 to -1.66; P <.00001, SMD =-0.69,
CI=-0.77 to -0.61].(J. Chen et al. 2023) Cryoneurolysis has been shown to reduce post-
mastectomy pain in sham controlled perioperative studies.(Ilfeld et al. 2022) In this study of 60
subjects, those who had received active cryoneurolysis (n = 31) had a median pain score of 0 [0
to 1.4] versus 3.0 [2.0 to 5.0] in patients given sham (n = 29): difference -2.5 (97.5% CI, -3.5 to -
1.5), P <0.001. There was evidence of superior analgesia through month 12. During the first 3
weeks, cryoneurolysis lowered cumulative opioid use by 98%, with the active group using 1.5 [0
to 14] mg of oxycodone compared with 72 [20 to 120] mg in the sham group (P < 0.001). After
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1 yr chronic pain had developed in 1 (3%) active compared with 5 (17%) sham participants (P <
0.001).

The LCD quotes a single study with serious methodological flaws.(Hacibeyoglu et al. 2020) This
study is a retrospective review with inherent limitations, including reliance on past data, which
can be incomplete or inaccurate, leading to potential biases like selection and recall bias. More
importantly, the intercostal blocks were done without any imaging guidance, thus the risk of
procedural failure to block the intended target is high. In the United States, image guidance with
either fluoroscopy or ultrasound is used to improve accuracy and safety compared to landmark
(blind) technique.(Tascon Padrén et al. 2025; Elkhashab and Wang 2021) Furthermore, the study
did not document the number of levels performed for intercostal nerve block, so inadequate
block is highly likely due to overlap innervations between adjacent dermatomes. Moreover,
placing 2 ml of solution without any imaging guidance is not adequate for a single level
intercostal nerve block. Even with these technical weaknesses, the pain relief in the intercostal
group was significantly lower than baseline and in the range of clinically meaningful differences
at week 4 and week 12. Given the significant methodological flaws and misleading conclusions
of the cited study, it should not be used as a benchmark for determining coverage decisions for
thoracic nerve blocks. Denying patients' access to care based on such a flawed single study is
unjustifiable.

Patient/clinical experience:

Thoracic neuropathic pain remains an exceptionally difficult condition to manage. Substantial
evidence supports the use of intercostal nerve blocks and pulsed radiofrequency treatment for
patients suffering from intractable thoracic nerve pain, both for effective pain relief and for
reducing opioid consumption—a critical goal in the context of the ongoing opioid crisis. The
LCD recommends gabapentinoids, serotonin-norepinephrine reuptake inhibitors, and topical
analgesics as first- and second-line therapies for these conditions, with strong opioids reserved as
third-line options. However, aside from postherpetic neuralgia (PHN), none of these conditions
have medications with FDA-approved indications. Opioid use in neuropathic pain is particularly
concerning as it rarely provides effective pain relief in such conditions.

A 67-year-old woman with rheumatoid arthritis on chronic steroids with severe osteoporosis and
multiple fractures including rib fractures and high pain make it difficult for her to breathe. She is
on high-dose opioids for chronic pain and was frequently hospitalized for pain. Intercostal nerve
blocks have made it possible for her to avoid hospitalizations.

Genicular Nerve Block; Genicular Nerve Cryoneurolysis and Denervation

Overall conclusion:

Genicular nerve radiofrequency ablation (GNRFA) is a non-opioid, minimally invasive therapy
for the treatment of knee pain that has been shown to reduce pain, improve function, and
decrease the need for analgesics, including opioids. Multiple studies demonstrate that successful

GNRFA is associated with reduced analgesic use (Santana-Pineda et al. 2021; Wong et al. 2021;
Tate et al. 2022; Guven Kose et al. 2023) and improvements in EQ-5D (A. F. Chen et al. 2020b,
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2020a) and WOMAC scores (El-Hakeim et al. 2018; Sar1 et al. 2018), whereas untreated
moderate-to-severe Knee Osteoarthritis (KOA) is linked to increased opioid use, particularly
among older adults with impaired mobility.(Jackson et al. 2020) Removing coverage for this
procedure would directly contradict Medicare’s efforts to combat the opioid epidemic. CMS has
consistently promoted non-opioid pain management, and delisting a safe, effective, and durable
alternative would represent a significant policy misalignment.

Furthermore, removing coverage for GNRFA would effectively eliminate one of the few viable
interventional options for managing residual, chronic pain following TKA, a condition affecting
10-20% of patients, many of whom are elderly, frail, or ineligible for revision surgery.

GNRFA is both efficacious and safe.(Choi et al. 2011; McCormick et al. 2018; Sar1 et al. 2018;
Davis et al. 2018, 2019; C. Hunter et al. 2020; A. F. Chen et al. 2020b, 2020a; Santana-Pineda et
al. 2021; Makkar et al. 2024; Das et al. 2025; Lyman et al. 2022) Adverse events are uncommon
and generally minor, typically limited to transient discomfort, with no significant safety concerns
reported across more than 30 studies encompassing thousands of procedures.(Ajrawat et al.
2020)

Relevant literature:

The most rigorous and current systematic review presented moderate-certainty evidence
supporting the effectiveness of GNRFA for KOA.(Kanjanapanang et al. 2025) Across 28 studies,
51% of patients receiving GNRFA achieved >50% pain relief at six months and 58% at twenty-
four months. Additionally, 69% reported clinically meaningful pain relief, defined as a >2-point
reduction on NRS, at six months. These findings demonstrate a robust, durable, and clinically
meaningful benefit, with parallel improvements in function, quality of life, and patient global
assessment across studies. Furthermore, this review found that techniques generating large
lesions demonstrated higher pooled success rates compared to small lesions at 12 months [55%
(95% CI: 51%-59%) vs 34% (95% CI: 26%-43%)], highlighting the importance of stratifying
study results by critical technical considerations.

Further support for these findings comes from two recent high-quality RCTs (Das et al. 2025;
Makkar et al. 2024) published after the Kanjanapanang review period. Makkar et al. conducted a
well-designed RCT, which similarly demonstrated significant improvements in pain, function,
and quality of life following GNRFA, with a substantially higher proportion of responders
compared with the sham group.(Makkar et al. 2024) Das et al. published results of a non-
industry-sponsored pragmatic RCT, where patients similarly experienced significant
improvements in pain and function at 6 and 12 months post-GNRFA.(Das et al. 2025)

The LCD relies heavily on Almeida et al., a review with substantial methodological and
interpretive limitations.(Almeida et al. 2025) Specifically, the authors pooled trials with differing
procedural targets and lesion strategies, obscuring clinically meaningful distinctions. The review
also failed to stratify outcomes by key procedural factors such as the number of nerves treated or
lesion size — both of which have been shown to affect results significantly. Finally, Almeida et
al. downgraded nearly all included evidence to “very low certainty” without transparent
application of the GRADE methodology.
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In contrast, Kanjanapanang et al. systematically evaluated these procedural
variables.(Kanjanapanang et al. 2025) Their pooled data demonstrated higher success rates when
three or more nerves were treated, particularly the superomedial, superolateral, and inferomedial
branches, and when larger lesions were created using an 18G cannula, bipolar lesioning
technique, or internally-cooled thermal RFA, compared with monopolar 22G RFA needles or
other small RFA lesion sizes. These procedural factors are critical determinants of efficacy and
should be incorporated into any valid assessment of the clinical evidence. Omitting these
variables, as was done in the Almeida review, produces misleading conclusions. Based on this
careful evaluation of the evidence, procedural techniques continue to be refined to maximize
effectiveness.

In the past five years alone, at least 10 systematic reviews and meta-analyses including more
than 25 RCTs have evaluated GNRFA (Kanjanapanang et al. 2025; Almeida et al. 2025; Wu et
al. 2022; Ajrawat et al. 2020; Barreto et al. 2025; Fogarty et al. 2022; A. F. Chen et al. 2021;
Soetjahjo et al. 2024; Zhang et al. 2021; Antunes Junior et al. 2025) The overwhelming majority
of these studies demonstrate clinically significant short- to medium-term improvements in pain
and function compared to sham procedures or other treatments currently covered by CMS.
Notably, every review except for Almeida et al. concluded that GNRFA is an effective treatment
for knee osteoarthritis. Selectively relying on a single, methodologically flawed outlier review to
justify non-coverage disregards the broader and more contemporary body of evidence and risks
creating policy misaligned with the clear scientific consensus.

Evidence-Based Multidisciplinary Guideline Support

Several guidelines have been published in recent years, transparently assessing the evidence and
formulating evidence-based recommendations for GNRFA.(C. W. Hunter et al. 2022; Das et al.
2022) The ASPN guideline was published in 2022, included in the LCD, and concluded that
GNRFA of the superomedial, superolateral, and inferomedial branches is safe and effective for
treating KOA as well as pain that is refractory to total knee arthroplasty (TKA) (Level of
Evidence: I, Grade of Recommendation: A, Strong Consensus).(C. W. Hunter et al. 2022) The
second guideline was published by the Indian Society for the Study of Pain in 2022, but was not
included in the LCD. The guideline concluded that GNRFA for KOA provides significant pain
relief and mid- to long-term functional improvement (Level of Evidence: I, Grade of
Recommendation: A, Strong Consensus). Both conventional and cooled RFA may yield
meaningful pain relief and improved performance in patients with post-TKA pain and
dysfunction (Level of Evidence: I, Grade of Recommendation: A, Strong Consensus).(Das et al.
2022)

A forthcoming multisociety guideline from pain medicine, musculoskeletal, and radiology
organizations, expected to be published in the next 3 months, recommends treating three or more
genicular nerves using an 18G cannula, bipolar lesioning technique, or internally-cooled thermal
RFA, which all produce larger ablation zones, and adhering to appropriate diagnostic and
imaging criteria for patient selection. This multisociety consensus reflects the maturity of the
field and establishes a reproducible, high-value standard of care.
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Patient/clinical experience:

If access to GNRFA were removed, downstream consequences would likely include increased
opioid prescriptions with their associated morbidity and healthcare costs, unnecessary total knee
replacements in patients who could otherwise delay or avoid surgery with adequate pain relief,
accelerated functional decline, reduced mobility, increased caregiver burden among elderly or
frail patients, higher rates of emergency visits for uncontrolled pain, and missed opportunities to
treat chronic post-TKA pain for which few alternatives exist. These outcomes would likely
increase healthcare utilization and costs rather than reduce them, directly opposing the goals of
value-based care initiatives. From a cost standpoint, based on the 2024 Medicare Part B National
Summary Data file, genicular nerve blocks and ablations accounted for $17,686,110.(“Part B
National Summary Data File (Previously Known as BESS),” n.d.) Knee arthroplasty accounted
for $708,809,643, and knee revision accounted for $33,929,327. Based on these data, it would
require only a ~2.5% increase in TKA spending to erase all “savings” from cutting GNRFA.
Given the clinical reality that many GNRFA-eligible patients will progress to surgery or require
revision in the absence of this minimally invasive option, even small upticks in TKA volume
(alone or alongside revisions) would be expected to increase, not decrease, Medicare spending.
A 92-year-old patient with inoperable knee pain is otherwise healthy and wheelchair bound
because of knee pain. Genicular nerve blocks and a radiofrequency ablation give her the
opportunity to be able to function, and she has strongly urged Medicare to not cut off care for
patients like her.

Pudendal Nerve Block
Overall Conclusion:

Pudendal neuralgia (PN) is a neuropathic-type pain that is perceived in the distribution of the
pudendal nerve (genital region) and is often associated with signs and symptoms of rectal,
urinary tract and/or sexual dysfunction. The current diagnostic criteria for PN rely on four
clinical features and one diagnostic modality — positive response to pudendal nerve block.(Labat
et al. 2008) Without access to pudendal nerve block, patients cannot receive a diagnosis of
pudendal neuralgia, and access to care would be stymied. The assertion that “it is not reasonable
and necessary for therapeutic PNBs” for the treatment of pelvic pain via the use of pudendal
nerve blocks also fails to recognize that pudendal nerve blocks are not used in isolation for the
treatment of pudendal neuralgia. Given the overlapping innervation of the pelvis, pudendal nerve
blocks can serve to identify the causative pathology in a patient, identify appropriate candidates
for surgery or advanced procedures (pudendal nerve pulsed radiofrequency) and also provide
sustained treatment for some types of pudendal nerve entrapment (therapeutic nerve blocks).

Relevant literature:

We question the conclusion that the proposed LCD draws based on the European Association of
Urology guideline on chronic pelvic pain.(“[No Title],” n.d.-b) This guideline clearly states that
while the evidence base for nerve blocks for undifferentiated chronic pelvic pain may be weak
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because they can be difficult to interpret, it clearly goes on to state that “differential block of the
pudendal nerve helps to provide information in relation to the site where the nerve may be
trapped” and categorizes these recommendations as “strong”. Diagnostic pudendal nerve blocks
play a critical role in the diagnosis of chronic pelvic pain. Because pudendal neuralgia involves a
range of symptoms and is not a distinct disease with a singular cause, responses to nerve blocks
vary; studies showing mixed results reflect this variability, not a lack of effectiveness for all
patients. In short, losing access to pudendal nerve blocks would deny patients the ability to
receive a diagnosis.(Cain et al. 2022) The authors of the Levin study cited in the proposed LCD
wish to clarify that (1) of the 96 patients with follow up data, 81 had pain relief confirming a
diagnosis of PN, and (2) in their study “the therapeutic component of the block helped prolong
the effect in 50% of patients, thereby preventing patients from requiring further interventions,
which [are] costly and invasive.”(Levin et al. 2024)

If this did not occur, the block diagnosed pudendal neuralgia and allowed patients to proceed to
longer term interventions such as pulsed radiofrequency ablation. They also point to an excellent
safety profile (personal communication with senior author Meera Kirpekar, MD). Because
pudendal nerve symptoms can arise from multiple mechanisms (mechanical, inflammatory,
intrinsic dysfunction, demyelination) and locations (extra-pelvic or interligamentous vs
endopelvic entrapment) it is not surprising that therapeutic blocks are not uniformly
effective.(Cain et al. 2022; Basol et al. 2022) A retrospective longitudinal cohort study of 67
women (median age 37) undergoing pudendal nerve blocks by Basol et al. differentiated between
extra-pelvic vs endopelvic pudendal nerve entrapment. Therapeutic success was defined as
achieving at least 50% pain relief. The success rate at one month, 3 months, and 12 months was
75%, 78%, and 68.3% respectively for the extra-pelvic group and 62.7%, 69.6% and 58.9%
respectively overall. Benefit did decline at 24 months, although participants still reported a
significant reduction in the mean and median VAS scores. This cohort study has a more robust
design than Levin et al. and acknowledges the heterogeneity of diagnoses underlying pudendal
neuralgia.(Levin et al. 2024; Basol et al. 2022) A recent meta-analysis brought the weaknesses of
prior studies (heterogeneous patient populations, poor quality studies, short-term follow up) to
light, raising a strong caution against depriving patients of this treatment without better quality
studies.(Andiman et al. 2025) Furthermore, even if pudendal nerve blocks provide a short
duration of significant relief, they enable patients to work effectively with pelvic floor physical
therapy (which may be prohibited by baseline allodynia) and provide some patients with the
option of ablation or decompressive surgery.(Conic, Kaur, and Kohan 2025) Regarding ablation,
a prospective RCT evaluated 77 patients having pudendal nerve block vs pulsed radiofrequency
ablation, with the latter demonstrating a significant reduction in VAS scores as well as PHQ
scores at the two-week, one month and three-month mark.(Fang et al. 2018) Without access to
pudendal nerve blocks, offering patients decompressive surgery - an already complex and
significant procedure - would be nearly impossible.

The use of advanced imaging (MR neurography, MRN) may increase both the diagnostic and
therapeutic value of pudendal nerve blocks, at least in men. In a 2019 study, MRN was positive
in 64.7% of nerves, and CT-guided pudendal blocks had a therapeutic impact in 66.9% of
patients reporting a significant decrease in pain, an effect that was seen in men but not women.
Almost one-third of the patients reported a decrease in pain greater than 50% following pudendal
block. This study reinforces the benefit of pudendal nerve blocks as a diagnostic test and also
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supports their use as therapeutic blocks.(Ly et al. 2019) Regarding the use of steroid in pudendal
nerve blocks, we tend to agree that there is not robust evidence demonstrating that steroid
provides added benefit over local anesthetic alone, though patients often report additional benefit
including prolongation of block.

Patient/clinical experience:

A 67-year-old with unrelenting vaginal pain and pressure after a hysterectomy receives 9-weeks
100% relief after pudendal nerve blocks and for the first time in 6 years can sit, wear pants, and
forget she even had pain. The pain is overall more manageable and repeat injections every 3-4
months provide consistent function benefits.

Patient TS is a 64-year-old woman with symptoms of pudendal neuralgia and persistent genital
arousal disorder that began after hysterectomy. She suffered with these symptoms for nearly 13
years and reported inability to travel to work or have intercourse with her husband. She was
treated with opioids for her pain and described being extremely isolated as few people around
her had even heard of her condition. She had some benefit with tricyclic antidepressants but
these were discontinued due to severe urinary retention. She had her first bilateral pudendal
nerve block (transgluteal fluoroscopic approach) in 2022 and had 4-5 days of 100% pain relief
followed by a brief flare and then a period of 10 months with no symptoms, described as “10
months of bliss.” During that time, she was able to have intercourse with her husband and
exercise. She had a second pudendal nerve block in early 2024 which provided 75% pain relief,
enabling her to engage in intercourse with her husband. She had a second pudendal nerve block
in 2024 and two in 2025, which overall provided her consistent 75% pain relief.

Direct quotes from this patient:

“I have been a patient of Dr. [sic] now for over 5 years. I am a CHRONIC PAIN SUFFER
WITH PUDENDAL NEURALGIA. I was diagnosed with this condition by a primary physician
7 years ago. That being said I suffered with this hideous condition not knowing what it was for
more than 13 years. There is NO CURE at this time for this condition, only [n]erve [b]locks and
[n]erve medication which doesn’t work like I would like it too. I was referred to the [a]bove 5
years ago and I received a Pudendal Bilateral Nerve Block that lasted almost 9 months. My
quality of life improved dramatically. I could actually sit again and walk for exercise and have
relations with my husband again. I could work again as well ... The Nerve block for me is my
"Saving Grace"... People are committing SUICIDE because they have exhausted their resources
and they have lost their Hope, leaving families devasted. Now I find out that there is a Threat
that Federal funding my Stop Providing Pain suffers from having this Procedure is Preposterous
when it is our only Treatment at this time makes no sense to me at all. Where is the Compassion
and Empathy for the Patient?”

Patient JR is a 71-year-old woman and cervical cancer survivor. Her cancer was diagnosed in
2022 and treated with radiation and chemotherapy, then recurred and was treated with radiation
which was complicated by radiation cystitis, colovesical fistula and severe vaginal pain
described as the sensation of sitting on a rock, sitting intolerance, and external vaginal pain.
When she first presented, she was on oxycodone 10mg TID in combination with alprazolam. She
had also tried MS Contin. At our first visit she was somnolent appearing but requesting
oxycodone, and her daughter expressed significant concern that medications were not only not
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helping, but making her mom confused. In April 2025, she had a bilateral pudendal nerve block
(transgluteal fluoroscopic approach) with immediate 100% pain relief. She was able to titrate off
of her opioid medications and upon last visit in October 2025 was still off opioids and had
returned to work.

Other Peripheral Nerve Block (Digital, Posterior Tibial, Ulnar, Hip Articular, etc.)
Overall Conclusion:

For most patients, a denial of coverage is tantamount to denial of treatment. In practical effect,
this Local Coverage Determination will deny patients’ access to a broad swath of long-covered
diagnostic and therapeutic procedures. The LCD comes at a moment when pharmaceutical
options like opioids are being curtailed or, in the case of gabapentinoids, questioned, and when
chronic pain is growing in the U.S., with new cases outpacing those of diabetes, hypertension
and depression.(Nahin et al. 2023)

Importantly, the LCD fails to account for the multimodal and multidisciplinary way pain is
managed. For many patients, peripheral nerve blocks are the catalyst that enables them to begin
physical therapy or other treatments, which, in turn, enhances function and improves quality of
life.
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