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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to an expert reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. He/she has been 

in active clinical practice for more than five years and is currently working at least 24 hours a 

week in active practice. The expert reviewer was selected based on his/her clinical experience, 

education, background, and expertise in the same or similar specialties that evaluate and/or treat 

the medical condition and disputed items/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: North Carolina 

Certification(s)/Specialty: Family Practice 

 

CLINICAL CASE SUMMARY 

The expert reviewer developed the following clinical case summary based on a review of the 

case file, including all medical records: 

 

The injured worker is a 61 year old female, who sustained an industrial-work injury on 4-15-08. 

She reported initial complaints of neck and arm pain. The injured worker was diagnosed as 

having plexopathy and chronic pain syndrome. Treatment to date has included medication, 

cervical physical therapy, diagnostics, sympathetic nerve block, and prior stellate ganglion 

blocks. MRI results were reported on 6-5-08 per UR report, that demonstrated cervical 

spondylosis C5-6 and C6-7 with disc osteophyte complexes produce borderline to mid central 

canal stenosis, no evidence of high grade central canal stenosis or any significant neural 

foraminal narrowing at any level, cord signal abnormality was present with the mid to lower 

cervical cord on the sagittal T2 sequence without corresponding abnormality on the axial T2 

sequence and likely related to artifact. EMG-NCV (electromyography and nerve conduction 

velocity test) was reported on 10-6-08 per UR report to demonstrate carpal tunnel syndrome, 

mild ulnar nerve compression at the wrist. X-rays were reported on 5-14-08 per UR report that 

demonstrated moderate spondylosis at C5-6 and C6-7. Currently, the injured worker complains 

of constant neck and arm pain. Per the primary physician's progress report (PR-2) on 8-31-15, 

exam noted weak, swollen, discolored left hand. Current plan of care includes repeat stellate, 

plexus block. The Request for Authorization requested service to include Stellate Block. The 

Utilization Review on 9-4-15 denied the request due to lack of documentation for efficacy of 

prior block with continuation of therapy, per CA MTUS (California Medical Treatment 

Utilization Schedule), Chronic Pain Medical Treatment Guidelines 2009. 



IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 

 

Stellate Block: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 

2009. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Regional sympathetic blocks (stellate ganglion block, thoracic sympathetic block, & 

lumbar sympathetic block). 

 

Decision rationale: The California MTUS section on stellate blocks states: Stellate ganglion 

block (SGB) (Cervicothoracic sympathetic block): 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 4 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-reimplantation; Postembolic vasospasm; 

Raynaud'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 breath; 

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). Previous sympathetic block with documented results and improvement 

in pain and function is not included in the provided medical records. Therefore the request is not 

medically necessary. 

 


