**PRACTICE LETTERHEAD**

October 23, 2025


Re:	Public Comment for Proposed LCD - Peripheral Nerve Blocks and Procedures for Chronic Pain 

Dear Medical Director: 

I am writing on behalf of _________ (ADD PRACTICE NAME) as a physician practicing interventional pain management. I thank you for the opportunity to comment on the proposed Local Coverage Determination (LCD) addressing peripheral nerve blocks and procedures for chronic pain.

1.	Overview and Core Concerns

I am deeply concerned that the proposed LCD would eliminate coverage for many peripheral nerve block and ablation procedures that are well established, safe, and clinically necessary for appropriately selected patients.

If finalized as written, the policy would:

· Apply overly restrictive evidence standards that disregard the value of real-world data routinely accepted in CMS coverage determinations.
· Eliminate diagnostic nerve blocks, which are essential for identifying appropriate candidates for peripheral nerve stimulation.
· Contradict CMS’s own goals of supporting independent physician practices and promoting access to comprehensive chronic pain care.
· Reduce access for Medicare beneficiaries, particularly the elderly and those in rural areas.
· Create inconsistencies across jurisdictions, as this LCD is not being uniformly adopted by all MACs.

These restrictions would set pain management back decades, undermine progress toward non-opioid care pathways, and create unjustified barriers to effective treatment.

2.	Economic and Practical Implications

The proposed LCD would disproportionately affect independent practices, which already face significant financial strain. CMS’s stated policy direction, reflected in recent rulemaking, is to strengthen independent physician practices and ensure equitable access to care. This LCD does the opposite—it removes cost-effective options and forces patients toward higher-cost or higher-risk alternatives such as surgery or long-term opioid therapy.

Utilization data show that these procedures are performed infrequently and represent a negligible portion of Medicare expenditures. Denying coverage would not produce meaningful savings but would instead increase downstream costs related to opioid use, hospitalizations, and surgical interventions.

3.	Clinical Evidence and Medical Necessity

Peripheral nerve blocks and ablation procedures are not experimental. They have been safely performed for decades and are integral components of modern pain management. When performed by trained interventional pain physicians, these procedures offer targeted, non-opioid relief and improve function for conditions such as occipital neuralgia, shoulder pain, complex regional pain syndrome, pudendal neuralgia, and knee osteoarthritis.

Each of these interventions meets the “reasonable and necessary” standard defined under federal law. They are:

· Safe and effective for the intended population.
· Supported by substantial clinical experience and peer-reviewed literature.
· Performed according to accepted standards of medical practice.

Restricting coverage on the basis of selective or inconsistent evidence review ignores decades of clinical success and the professional consensus of the interventional pain community.

4.	Public Health and the Opioid Crisis

Reversing coverage for interventional pain procedures would have serious public health consequences. Over the past several years, the expansion of non-opioid pain management options—including nerve blocks and ablation—has been directly linked to reductions in opioid prescribing and overdose deaths.
Eliminating access to these treatments would reverse that progress. Many patients who lose coverage for interventional procedures will have no alternative but to resume or escalate opioid therapy. This outcome runs counter to the federal government’s ongoing commitment to reduce opioid dependence and promote multimodal pain management.

5.	Policy Recommendations

I urge CMS and its contractors to adopt a balanced, evidence-based approach that preserves patient access while ensuring appropriate utilization. Specifically, I recommend that the LCD be modified to allow:

•	Modify coverage policies to allow two diagnostic blocks followed by two radiofrequency neurotomy procedures per year, if clinically indicated, or four therapeutic nerve blocks.
•	Treatment should only be performed if patients demonstrate at least 50% improvement in pain relief and/or functional status following the first and second diagnostic blocks, with comparative local anesthetic effect, consistent with established protocols for facet joint nerve blocks, which are supported by substantial evidence.

OR

•	Withdraw the LCD in its entirety

These parameters align with existing standards for facet joint procedures and provide a framework for safe, consistent, and cost-effective care.

If CMS determines that modification is not feasible at this stage, I respectfully request that the proposed LCD be withdrawn in its entirety and that a new collaborative process be initiated with stakeholder input.

6.	Conclusion

I strongly oppose the proposed LCD for peripheral nerve blocks and ablation procedures. The policy conflicts with CMS’s mission to promote access, innovation, and quality care. It would harm patients, disadvantage independent practices, and undermine national efforts to reduce opioid dependence.

I respectfully urge CMS to reconsider or withdraw this LCD and to work collaboratively with professional organizations to ensure that coverage policies reflect both scientific evidence and the real-world effectiveness of interventional pain treatments.

Thank you for your attention to this matter and for your continued commitment to improving the care of Medicare beneficiaries suffering from chronic pain.


