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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: California 

Certification(s)/Specialty: Emergency Medicine 
 
 

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 57 year old male, who sustained an industrial injury on 5/22/02. The 

injured worker has complaints of neck pain with right cervicobrachial radiculopathy; 

midthoracic pain and low back pain with right sciatic trajectory radiculopathy. The injured 

worker reports that he has had sudden loss of control of his legs on multiple other occasions, 

falling in the house and falling on stairs. The diagnoses have included C2-C3 moderate stenosis 

of right neural foramen 42%; C3-C4 10.1 millimeter central canal stenosis with moderate to 

severe bilateral foraminal stenosis, right 62 percent, left 71 percent. Treatment to date has 

included psychotherapy sessions; magnetic resonance imaging (MRI) on 8/22/02 was diagnosed 

as normal; chiropractic care; physical therapy; injections; oxycodone; cyclobenzaprine; 

amlodipine; sertraline and testosterone cypionate. The request was for L1, L2, L3, L4, and L5 

caudal epidural steroid injection with fluoroscopy and racz catheter times two; oxycodone 

10/325mg, #120; cyclobenzaprine 10mg, #120; clonazepam 2mg, #120; sertraline 100mg, #60 

with 11 refills; testosterone testing X 1; 1 testosterone cypionate 100 mg/ml, 10 ml vial, 100 mg 

intramuscular injection; 1 T2-T3 up to C-3 cervical epidural injection with cervical racz catheter 

and 1 spinal cord stimulator trial. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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



L1, L2, L3, L4, and L5 caudal epidural steroid injection with fluoroscopy and Racz 

catheter X2: 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 Page(s): 

46 of 127. 

 
Decision rationale: The request is for an epidural steroid injection to aid in pain relief. There are 

certain qualifying criteria regarding the use of this treatment modality. The MTUS guidelines 

state the following on this topic: Criteria for the use of Epidural steroid injections: Note: The 

purpose of ESI 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 offers no significant long-term functional benefit. 1) Radiculopathy must be documented 

by physical examination and corroborated by imaging studies and/or electrodiagnostic testing. 2) 

Initially unresponsive to conservative treatment (exercises, physical methods, NSAIDs and 

muscle relaxants). 3) Injections should be performed using fluoroscopy (live x-ray) 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% pain 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. (Manchikanti, 2003) 

(CMS, 2004) (Boswell, 2007) 8) Current research does not support a series of three injections in 

either the diagnostic or therapeutic phase. We recommend no more than 2 ESI injections. In this 

case, the patient does not meet the criteria set above. This is based on the number of levels 

requested for treatment. As such, the request is not medically necessary. 

 
Oxycodone 10/325mg, #120: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Opioids. 

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

78 of 127. 

 
Decision rationale: The request is for the use of a medication in the opioid class. The MTUS 

guidelines state that for ongoing treatment with a pharmaceutical in this class, certain 

requirements are necessary. This includes not only adequate pain control, but also functional 

improvement. Four domains have been proposed for management of patients on opioids. This 

includes pain relief, side effects, physical and psychosocial functioning, and the occurrence of 

any potentially aberrant drug-related behaviors. In this case, there is inadequate documentation 



of persistent functional improvement which should eventually lead to medication 

discontinuation. The records also do not reveal screening measures as discussed above for 

continued use of a medication in the opioid class. As such, the request is not medically 

necessary. All opioid medications should be titrated down slowly in order to prevent a 

significant withdrawal syndrome. 

 
Cyclobenzaprine 10mg, #120: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

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

63 of 127. 

 
Decision rationale: The request is for the use of a muscle relaxant to aid in pain relief. The 

MTUS guidelines state that the use of a medication in this class is indicated as a second-line 

option for short-term treatment of acute exacerbations of low back pain. Muscle relaxants may 

be effective in reducing pain and muscle tension, which can increase mobility. However, in most 

LBP cases, they show no benefit beyond NSAIDs in pain improvement. Efficacy appears to 

diminish over time, and prolonged use may lead to dependence. (Homik, 2004) Due to 

inadequate qualifying evidence for use of a muscle relaxant, the request is not medically 

necessary. All muscle relaxant medications should be titrated down slowly to prevent an acute 

withdrawal syndrome. 

 
Clonazepam 2mg, #120: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines Pain chapter. 

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

24 of 127. 

 
Decision rationale: The request is for the use of a medication in the category of 

benzodiazepines. It is usually indicated to treat anxiety disorders but has been used short-term as 

a muscle relaxant. The MTUS guidelines state the following: 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 benzodiazepines are the treatment of choice 

in very few conditions. Tolerance to hypnotic effects develops rapidly. Tolerance to anxiolytic 

effects occurs within months and long-term use may actually increase anxiety. A more 

appropriate treatment for anxiety disorder is an antidepressant. Tolerance to anticonvulsant and 

muscle relaxant effects occurs within weeks. (Baillargeon, 2003) (Ashton, 2005) In this case, a 

medication in this class would not be advised for continued use due to the duration of therapy. 

As such, the request is not certified. All benzodiazepine medications should be titrated down 

slowly to prevent an acute withdrawal syndrome. The request is not medically necessary. 

 
Sertraline 100mg, #60 with 11 refills: Upheld 



 

Claims Administrator guideline: The Claims Administrator did not cite any medical 

evidence for its decision. 

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

14 of 127. 

 
Decision rationale: The request is for the use of a medication in the class of a selective 

serotonin reuptake inhibitor. The MTUS guidelines state the following regarding this topic: Low 

Back Pain: Chronic: A systematic review indicated that tricyclic antidepressants have 

demonstrated a small to moderate effect on chronic low back pain (short-term pain relief), but 

the effect on function is unclear. This effect appeared to be based on inhibition of 

norepinephrine reuptake. SSRIs have not been shown to be effective for low back pain (there 

was not a significant difference between SSRIs and placebo) and SNRIs have not been evaluated 

for this condition. (Chou, 2007) Reviews that have studied the treatment of low back pain with 

tricyclic antidepressants found them to be slightly more effective than placebo for the relief of 

pain. A non-statistically significant improvement was also noted in improvement of functioning. 

SSRIs do not appear to be beneficial. (Perrot, 2006) Radiculopathy: Antidepressants are an 

option, but there are no specific medications that have been proven in high quality studies to be 

efficacious for treatment of lumbosacral radiculopathy. (Dworkin, 2007) In this case, the use of 

this medication is not indicated per the guidelines. Reviews have found the use of SSRIs 

ineffective for low back pain. There are no specific antidepressant medications that have been 

proven to be efficacious for lumbosacral radiculopathy. As such, the request is not medically 

necessary. When discontinuing SSRI's, they should be titrated down slowly. 

 
Testosterone testing X 1: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines - Chronic Pain 

Testosterone. 

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

110 of 127. 

 
Decision rationale: The request is for the use of testosterone. The MTUS guidelines state the 

following regarding this topic: Recommended in limited circumstances for patients taking high- 

dose long-term opioids with documented low testosterone levels. Hypogonadism has been noted 

in patients receiving intrathecal opioids and long-term high dose opioids. Routine testing of 

testosterone levels in men taking opioids is not recommended; however, an endocrine evaluation 

and/or testosterone levels should be considered in men who are taking long term, high dose oral 

opioids or intrathecal opioids and who exhibit symptoms or signs of hypogonadism, such as 

gynecomastia. In this case, there is inadequate documentation of a testosterone deficiency or 

hypogonadism which is required for supplementation. An endocrine evaluation and testosterone 

levels are needed. As such, the request is not medically necessary. 

 
1 testosterone Cypionate 100 mg/ml, 10 ml vial, 100 mg IM injection: Upheld 



 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines Pain Chronic. 

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

110 of 127. 

 
Decision rationale: The request is for the use of testosterone. The MTUS guidelines state the 

following regarding this topic: Recommended in limited circumstances for patients taking high- 

dose long-term opioids with documented low testosterone levels. Hypogonadism has been noted 

in patients receiving intrathecal opioids and long-term high dose opioids. Routine testing of 

testosterone levels in men taking opioids is not recommended; however, an endocrine 

evaluation and/or testosterone levels should be considered in men who are taking long term, 

high dose oral opioids or intrathecal opioids and who exhibit symptoms or signs of 

hypogonadism, such as gynecomastia. In this case, there is inadequate documentation of a 

testosterone deficiency or hypogonadism which is required for supplementation. An endocrine 

evaluation and testosterone levels are needed. As such, the request is not medically necessary. 

 
1 T2-T3 up to C-3 Cervical epidural injection with cervical Racz catheter: Upheld 

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

Epidural Injections. 

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

46 of 127. 

 
Decision rationale: The request is for an epidural steroid injection to aid in cervical pain relief. 

There are certain qualifying criteria regarding the use of this treatment modality. The MTUS 

guidelines state the following on this topic: "The American Academy of Neurology recently 

concluded that epidural steroid injections may lead to an improvement in radicular lumbosacral 

pain between 2 and 6 weeks following the injection, but they do not affect impairment of 

function or the need for surgery and do not provide long-term pain relief beyond 3 months, and 

there is insufficient evidence to make any recommendation for the use of epidural steroid 

injections to treat radicular cervical pain. (Armon, 2007)" Criteria for the use of Epidural steroid 

injections: Note: The purpose of ESI 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 offers no significant long-term functional benefit. 1) 

Radiculopathy must be documented by physical examination and corroborated by imaging 

studies and/or electrodiagnostic testing. 2) Initially unresponsive to conservative treatment 

(exercises, physical methods, NSAIDs and muscle relaxants). 3) Injections should be performed 

using fluoroscopy (live x-ray) 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% pain 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. (Manchikanti, 2003) (CMS, 2004) (Boswell, 2007)8 ) 

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

therapeutic phase. We recommend no more than 2 ESI injections. In this case, the patient does 

not meet the criteria set above. There is inadequate evidence to advise the use of epidural 

steroid injections for cervical pain. As such, the request is not medically necessary. 

 
1 spinal cord stimulator trial: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines Pain Chapter 

Stimulators. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain, Spinal 

cord stimulators (SCS). 

 
Decision rationale: The request is for a spinal cord simulator to aid in pain relief. The MTUS 

and ACOEM guidelines are silent regarding this issue. The ODG states the following: 

Indications for stimulator implantation: Complex Regional Pain Syndrome (CRPS) when all of 

the following are present: (1) There has been limited response to non-interventional care; (2) 

Psychological clearance indicates realistic expectations and clearance for the procedure; (3) 

There is no current evidence of substance abuse issues; (4) There are no contraindications to a 

trial; (5) Permanent placement requires evidence of 50% pain relief and medication reduction or 

functional improvement after temporary trial. For use in failed back surgery syndrome (FBSS), 

see the Low Back Chapter. For average hospital LOS if criteria are met, see Hospital length of 

stay (LOS). In this case, the use of this treatment modality is not indicated. This is due to poor 

documentation of psychological clearance indicating realistic expectations which is required 

prior to proceeding with this invasive procedure. As such, pending this information, the request 

is not medically necessary. 


