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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: New Jersey 
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 58 year old male with a date of injury as 07/22/2013. The cause of the 
injury was due to a palm tree falling and hitting the worker in the head causing loss of 
consciousness. The current diagnoses include chronic myofascial neck and back pain, status post 
trauma, post concussion syndrome, post concussive headaches, pain related insomnia, and 
cervical and lumbar degenerative disk disease. Previous treatments include multiple medications, 
lumbar fusion surgery, neuropsychological treatment, and physical therapy. Primary treating 
physician's reports dated 06/19/2014 through 12/08/2014, initial pain consultation report dated 
10/29/2014, and electrodiagnostic report from 07/16/2014 were included in the documentation 
submitted for review. Report dated 12/08/2014 noted that the injured worker presented with 
complaints that included increased low back pain and radicular symptoms in the upper and lower 
extremities as well as chronic headaches. He also noted disturbances in cognition, vision and 
taste since injury. Physical examination of the cervical spine revealed lateral nystagmus, 
tenderness to palpation throughout the cervical spine and bilateral cervical paraspinal regions, 
spasm is noted in the bilateral lower cervical paraspinal regions, Spurling maneuver is positive 
on the left, cervical spine range of motion is decreased. Physical examination of the thoracic and 
lumbar spine revealed tenderness to palpation, and seated straight leg raise is negative bilaterally. 
The physician also noted that the injured worker had decreased sensation to light touch in the C6, 
C7 and C8 dermatomes bilaterally and left L5 distribution. Initial pain consultation report dated 
10/29/2014 documented that the injured worker presented with complaints that included 
posterior neck and bilateral arm pain, in addition to low back pain and bilateral leg pain. The 



physician documented that the injured worker has had constant pain that is an aching, cramping 
in the posterior neck and low back area with sharp, numbing, shooting sensations in the 
posterolateral aspects of the arms and legs. The pain is made worse with prolonged sitting, 
walking, standing, lifting, and also with coughing and sneezing. Physical examination revealed 
tenderness and tightness in the cervical and lumbar spine with decreased range of motion, 
positive straight leg raises bilaterally, positive Patrick's sign on the right, and hypoesthesia and 
dysesthesia in the posterolateral aspects of the arms and legs bilaterally. The physician included 
results from a MRI dated 12/05/2013 which revealed multi-level degenerative disk disease and 
facet osteoarthritis, and bilateral foraminal narrowing. Treatment recommendations included 
cervical epidural steroid injection. The injured worker is currently temporarily totally disabled. 
The utilization review performed on 12/16/2014 non-certified a prescription for cervical epidural 
steroid injection at C5-C6 based on no documentation of physical signs of cervical radiculopathy 
and no diagnostic study corroborating the presence of cervical radiculopathy. The reviewer 
referenced the California MTUS in making this decision. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 
 
Cervical epidural steroid injection at C5-C6: Upheld 

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

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Epidural 
steroid injections Page(s): 46. 

 
Decision rationale: The MTUS Guidelines state that epidural steroid injections are 
recommended as an option for treatment of cervical radicular pain (defined as pain in 
dermatomal distribution with corroborative findings of radiculopathy) and can offer short term 
pain relief, but use should be in conjunction with other rehab efforts, including continuing a 
home exercise program. The criteria as stated in the MTUS Guidelines for epidural steroid 
injection use for chronic pain includes the following: 1. radiculopathy must be documented by 
physical examination and corroborated by imaging studies and/or electrodiagnostic testing, 2. 
Initially unresponsive to conservative treatment (exercise, physical methods, NSAIDs, and 
muscle relaxants), 3. Injections should be performed using fluoroscopy for guidance, 4. If used 
for diagnostic purposes, a maximum of two injections should be performed. A second block is 
not recommended if there is inadequate response to the first block. Diagnostic blocks should be 
at an interval of at least one to two weeks between injections, 5. no more than two nerve root 
levels should be injected using transforaminal blocks, 6. no more than one interlaminar level 
should be injected at one session, 7. in the therapeutic phase, repeat blocks should be based on 
continued objective documented pain and functional improvement, including at least 50% pan 
relief with associated reduction of medication use for six to eight weeks, with a general 
recommendation of no more than 4 blocks per region per year, and 8. Current research does not 
support a “series-of-three” injections in either the diagnostic or therapeutic phase, and instead 
only up to 2 injections are recommended. In the case of this worker, there was some dysesthesia 
and decreased sensation of the postero-lateral arms suggestive of cervical radiculopathy. 



Documented summaries of the 2013 cervical MRI study suggested some foraminal narrowing of 
the C3-4, C4-5, and C5-6 levels on the left and C6-7 on the right. However, there was no MRI 
report included in the documentation provided for review in order to let the reviewer confirm 
these findings. Also, the request did not include the side to be injected. Considering these 
missing elements for the reviewer, the epidural injection at C5-6 will be considered medically 
unnecessary at this time. 
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