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HOW THE IMR FINAL DETERMINATION WAS MADE 

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

affiliation with the employer, employee, providers or the claims administrator. The physician 

reviewer is Board Certified in Pain Management and is licensed to practice in Georgia. 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 physician 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/services. He/she is familiar with governing 

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

Medical Review determinations. 

 

CLINICAL CASE SUMMARY 

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

case file, including all medical records: 

 

Claimant is a 50-year-old female presenting with neck pain following a work-related injury on 

November 1, 2003.  The claimant has a history of cervical spine fusion at C5-6 and C6-7. The 

claimant had a cervical epidural steroid injection at C4 and C5 on 12/5/12 and reported a 30% 

reduction in his pain.  On the most recent office visit, the claimant reported pain in bilateral 

upper extremities.  The claimant's medications include Percocet 10/325mg 4 times per day, 

Mobic 15 mg, Elavil 25 mg 2 tabs at bedtime, Zanaflex 1-1.5 tablets per day and citalopram.  

The physical exam was significant for decreased cervical range of motion in all planes, 

tenderness along the bilateral trapezius paravertebral musculature with referred pain into the 

thoracic region, positive Spurling's, positive twitching response on palpation, decreased 

sensation on C4 and C5 dermatomes and 4 out of 5 strength in bilateral upper extremities.  MRI 

of the cervical spine was significant for degenerative disc disease and facet arthropathy with 

anterolisthesis C4-5 and postoperative changes C5-6 and C6-7, as well as C4-5 mild canal 

stenosis with mild left neuroforaminal stenosis.  The claimant was diagnosed with facet 

arthropathy right greater than left C4-5, C7-T1 and cervical radiculopathy. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

One trigger point injection to the neck:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints Page(s): 174-175,181,Chronic Pain Treatment Guidelines.   



 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

84.   

 

Decision rationale: The Physician Reviewer's decision rationale: One trigger point injection to 

the neck is not medically necessary. Per previously MTUS guidelines which states that these 

injections are recommended for low back or neck pain with myofascial pain syndrome, when 

there is documentation of circumscribed trigger points with evidence upon palpation of a twitch 

response as well as referred pain. The claimant's medical records do not document the presence 

or palpation of trigger points upon palpation of a twitch response along the area of the neck 

where the injection is to be performed. 

 

Sixty (60) Elavil 25mg:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints Page(s): 174-175,181,Chronic Pain Treatment Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

13-14.   

 

Decision rationale: Elavil 25mg #60 is not medically necessary. Ca MTUS page 13-14 states 

that antidepressants for chronic pain as recommended as first-line option for neuropathic pain 

and as a possibility for non-neuropathic pain.  Tricyclics are generally considered first line agent 

unless they are ineffective, poorly tolerated, or contraindicated.  Analgesia generally occurs 

within a few days to a week, whereas antidepressant effects takes longer to occur.  Assessment of 

treatment efficacy should include not only pain outcomes but also in evaluation of function, 

changes in the use of other analgesic medication, sleep quality and duration, and psychological 

assessment.  Side effects, include excessive sedation (Additional side effects are listed below for 

each specific drug.) It is recommended that these outcome measurements should be initiated at 

one week of treatment with a recommended trial of at least 4 weeks. The optimal duration of 

treatment is not known because most double-blind trials have been of short duration (6-12 

weeks). It has been suggested that if pain is in remission for 3-6 months, a gradual tapering of 

anti-depressants may be undertaken. (Perrot, 2006) (Schnitzer, 2004) (Lin-JAMA, 2003) 

(Salerno, 2002) (Moulin, 2001) (Fishbain, 2000) (Taylor, 2004) (Gijsman, 2004) (Jick-JAMA, 

2004) (Barbui, 2004) (Asnis, 2004) (Stein, 2003) (Pollack, 2003) (Ticknor, 2004) (Staiger, 2003) 

Long-term effectiveness of anti-depressants has not been established. (Wong, 2007) The effect of 

this class of medication in combination with other classes of drugs has not been well researched. 

 

Transforaminal epidural steroid injection at C4-5:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints Page(s): 174-175,181,Chronic Pain Treatment Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

47.   

 



Decision rationale: The Physician Reviewer's decision rationale: Transforaminal epidural 

steroid injection at C4-C5 is not medically necessary. The California MTUS page 47 states "the 

purpose of epidural steroid injections is to reduce pain and inflammation, restoring range of 

motion and thereby facilitating progress in more active treatment programs, and avoiding 

surgery, but this treatment alone is no significant long-term functional benefit.  Radiculopathy 

must be documented by physical examination and corroborated by imaging studies and/or 

electrodiagnostic testing. Initially unresponsive to conservative treatment, injections should be 

performed using fluoroscopy, if the ESI is for diagnostic purposes a maximum of 2 injections 

should be performed.  No more than 2 nerve root levels should be injected using transforaminal 

blocks.  No more than 1 interlaminar level should be injected at one session.  In the therapeutic 

phase repeat blocks should be based on continued objective documented pain and functional 

improvement, including at least 50% pain relief with associated reduction of medication use for 

6-8 weeks, with the general recommendation of no more than 4 blocks per region per year.  

Current research does not support a series of 3 injections in either the diagnostic or therapeutic 

phase.  We recommend no more than 2 epidural steroid injections."  The claimant had one 

epidural steroid injection and reported 30% reduction in his pain. Therefore, the requested 

procedure is not medically necessary for not meeting MTUS guidelines. 

 


