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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. The expert 

reviewer is Board Certified in Anesthesiology, has a subspecialty in Pain Management and is 

licensed to practice in Tennessee. 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/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: 

 

The patient is a 34-year-old male who has submitted a claim for left shoulder subacromial 

impingement syndrome, and thoracic spine musculoligamentous sprain/strain, status post 

anterior cervical discectomy and fusion C4-C5 with residuals; associated with an industrial 

injury date of 03/03/2013. Medical records from 02/11/2014 to 02/14/2014 were reviewed and 

showed that patient complained of  neck pain, graded 3-4/10, radiating to the back; and upper 

back pain, graded 5-6/10. Pain is aggravated by prolonged standing and walking; and relieved by 

stretching, electrical stimulation, and medications. Physical examination showed cervical and 

thoracic paraspinal muscle tenderness and spasm. Range of motion of the cervical spine was 

limited. DTRs were decreased. Weakness of the left deltoids was noted. There was decreased 

sensation to light touch in the left deltoid. Treatment to date has included medications, left 

shoulder injection, physical therapy, TENS, and anterior cervical discectomy and fusion C4-C5 

(09/12/2013). Utilization review, dated 02/13/2014, modified the request for Xanax 1mg #60 to 

#30 for weaning purposes, and denied the request for cervical epidural steroid injection because 

the last ESI provided relief for only one day. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Xanax 1mg #60:  Upheld 

 

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

Benzodiazepines.   



 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Benzodiazepines Page(s): 24.   

 

Decision rationale: As stated on page 24 of the CA MTUS Chronic Pain Medical Treatment 

Guidelines, benzodiazepines are not recommended for long-term use because long-term efficacy 

is unproven and there is a risk of dependence.  Most guidelines limit use to 4 weeks. Their range 

of action includes sedative/hypnotic, anxiolytic, anticonvulsant, and muscle relaxant. Tolerance 

to their effects develop with long-term use. Long-term use may actually increase anxiety.  A 

more appropriate treatment for anxiety disorder is an antidepressant. In this case, weaning off 

from Xanax was started on 11/11/2013, as per utilization review dated 02/13/2014. Guidelines 

do not support its long-term use. Moreover, there has been no discussion regarding the rationale 

for using Xanax. Therefore, the request for Xanax 1mg #60 is not medically  necessary. 

 

1 cervical epidural steroid injection at C4-5:  Upheld 

 

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

Epidural Steroid Injections.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Epidural 

Steroid Injection Page(s): 46.   

 

Decision rationale: As stated on page 46 of the CA MTUS Chronic Pain Medical Treatment 

Guidelines, epidural steroid injections (ESI) are recommended as an option for treatment of 

radicular pain. Radiculopathy must be documented by physical examination and corroborated by 

imaging studies and/or electrodiagnostic testing. Also, the patient must be initially unresponsive 

to conservative treatment. 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 to 8 weeks, with a general recommendation of no more than 4 blocks per 

region per year. In this case, patient complains of neck pain radiating to the back despite 

medications and physical therapy. Physical exam showed hyporeflexia, and left deltoid weakness 

and hypoesthesia. Medical records submitted for review did not include MRI or electrodiagnostic 

testing. A prior epidural steroid injection performed on 08/15/2013 was reported to have given 

pain relief for only day. The criteria for epidural steroid injection have not been met. Lastly, the 

present request as submitted failed to specify the laterality of the injection site. Therefore, the 

request for  1 cervical epidural steroid injection at C4-5 is not medically necessary. 

 

 

 

 


