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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: Maryland, Texas, Virginia 

Certification(s)/Specialty: Internal Medicine, Allergy and Immunology, Rheumatology 

 

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 29 year old male who sustained an industrial injury on 8/21/2014. His 

diagnoses, and/or impressions, included: a non-union of scaphoid fracture; post-traumatic bone 

contusion and joint effusion; 3 rib fractures; major depressive disorder; generalized anxiety 

disorder; and psychological factors affecting physiological condition. Recent magnetic 

resonance imaging studies of the right wrist are noted on 12/19/2014. Recent x-rays of the orbits 

are noted on 12/19/2014. His treatments have included physical therapy; physiotherapy; weekly 

psychotherapy; self-directed exercises; and medication management. Progress notes of 

11/13/2014 reported continued anxiety problems with difficulty initiating and maintaining sleep; 

as well as constant pain around the clavicle areas and pain with movement of the wrists. Also 

noted was that he ran out of Celexa and Tramadol; and had mood swings, agitation, and vertigo. 

The physician's requests for treatments were noted to include Mobic for inflammation and 

Klonopin with Celexa for his mood. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Mobic 7.5 mg #60: Upheld 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines NSAIDS. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Meloxicam, NSAIDs Page(s): 61, 67-68. 

 

Decision rationale: MTUS states "Meloxicam is a nonsteroidal anti-inflammatory drug 

(NSAID) for the relief of the signs and symptoms of osteoarthritis. See NSAIDs. MTUS 

guidelines for NSAIDs are divided into four usage categories: Osteoarthritis (including knee 

and hip), Back Pain, Acute exacerbations of chronic pain, Back Pain, Chronic low back pain, 

and Neuropathic pain." The medial records fail to meet the MTUS guidelines for the use of 

Meloxicam. As such the request for Mobic 7.5mg #60 is not medically necessary. 

 

Klonopin 0.5 mg #60: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Mental 

Illness and Stress Chapter, SSRIs. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Benzodiazepines Page(s): 24. 

 

Decision rationale: Klonopin is the brand name version of clonazepam. MTUS and ODG states 

that benzodiazepine (ie clonazepam) is "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. 

Chronic 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." 

ODG further states that clonazepam is "Not recommended." The guidelines do not recommend 

long-term use of benzodiazepines and state that use is limited to four weeks. The submitted 

medical records indicate that the employee has been using Klonopin for greater than four weeks, 

exceeding the recommended treatment timeframe. Additionally, there is a lack of any significant 

documented efficacy with this medication. The treating physician does not outline any special 

circumstances or extenuating reasons to continue this medication in excess of guidelines. As 

such, the request for Klonopin 0.5mg #60 is not medically necessary. 

 

Celexa 20 mg #60: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation www.wheelessononline.com.ortho.celexa_ 

citalopram. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Antidepressants for chronic pain Page(s): 15-16. Decision based on Non-MTUS Citation 

http://www.wheelessononline.com.ortho.celexa_/


Epocrates, Celexa monograph https://online.epocrates.com/noFrame/showPage.do? 

method=drugs&MonographId=496. 

 

Decision rationale: Celexa (citalopram) is a selective serotonin reuptake inhibitor (SSRI) and is 

FDA approved for the treatment of depression. Its role in chronic pain is less clear. MTUS states 

"Selective serotonin and norepinephrine reuptake inhibitors (SNRIs): Duloxetine (Cymbalta): 

FDA-approved for anxiety, depression, diabetic neuropathy, and fibromyalgia. Used off-label for 

neuropathic pain and radiculopathy. Duloxetine is recommended as a first-line option for 

diabetic neuropathy. (Dworkin, 2007) No high quality evidence is reported to support the use of 

duloxetine for lumbar radiculopathy. (Dworkin, 2007) More studies are needed to determine the 

efficacy of duloxetine for other types of neuropathic pain. Side effects: CNS: dizziness, fatigue, 

somnolence, drowsiness, anxiety (3% vs.2% for placebo), insomnia (8-13% vs. 6-7% for 

placebo). GI: nausea and vomiting (5-30%), weight loss (2%)......Trial period: Some relief may 

occur in first two weeks; full benefit may not occur until six weeks. Withdrawal effects can be 

severe. Abrupt discontinuation should be avoided and tapering is recommended before 

discontinuation." MTUS additionally states concerning SSRIs and pain "Selective serotonin 

reuptake inhibitors (SSRIs), a class of antidepressants that inhibit serotonin reuptake without 

action on noradrenaline, are controversial based on controlled trials. (Finnerup, 2005) (Saarto- 

Cochrane, 2005) It has been suggested that the main role of SSRIs may be in addressing 

psychological symptoms associated with chronic pain. (Namaka, 2004) More information is 

needed regarding the role of SSRIs and pain." The treating physician has not provided the reason 

for prescribing the Celexa and documentation of a decrease in symptoms. As such, the request 

for Celexa 20mg #60 is not medically necessary. 

 

X-ray of left scapula: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 

Complaints. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints 

Page(s): 207-208. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Shoulder, Radiography. 

 

Decision rationale: The scapula is considered part of the shoulder by both the ACOEM and 

ODG. The MTUS states that for the shoulder and scapular, there are certain criteria for imaging 

listed below. Primary criteria for ordering imaging studies are: Emergence of a red flag (e.g., 

indications of intra-abdominal or cardiac problems presenting as shoulder problems); 

Physiologic evidence of tissue insult or neurovascular dysfunction (e.g., cervical root problems 

presenting as shoulder pain, weakness from a massive rotator cuff tear, or the presence of edema, 

cyanosis or Raynaud's phenomenon); Failure to progress in a strengthening program intended to 

avoid surgery. Clarification of the anatomy prior to an invasive procedure (e.g., a full thickness 

rotator cuff tear not responding to conservative treatment). The ODG further states that 

radiography is, "Recommended as indicated below. The acutely traumatized shoulder should be 

imaged with plain films that are orthogonal to each other. Shoulder arthrography is still the 

imaging "gold standard" as it applies to full-thickness rotator cuff tears, with over 99% accuracy, 

but this technique must be learned, so it is not always recommended. (Newberg, 2000) Plain 

https://online.epocrates.com/noFrame/showPage.do


radiographs should be routinely ordered for patients with chronic shoulder pain, including 

anteroposterior, scapular Y, and axillary views. Radiographs of the acromioclavicular joint can 

be difficult to interpret because osteoarthritis of this joint is common by the age of 40 to 50 

years. The preferred imaging modality for patients with suspected rotator cuff disorders is MRI. 

However, ultrasonography may emerge as a cost-effective alternative to MRI. (Burbank, 2008) 

Indications for imaging, Plain radiographs: Acute shoulder trauma, rule out fracture or 

dislocation; Acute shoulder trauma, questionable bursitis, blood calcium (Ca+)/approximately 3 

months duration, first study." In this case, the medical records fail to document any of the above 

indications. As such, the request for X-ray of the left scapula is not medically necessary. 

 

Trigger point injection of left scapula with .25% marcaine #5: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Trigger point injections Page(s): 122. 

 

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

point injections Page(s): 122. 

 

Decision rationale: The MTUS states that, "Trigger point injections with a local anesthetic may 

be recommended for the treatment of chronic low back or neck pain with myofascial pain 

syndrome when all of the following criteria are met: (1) Documentation of circumscribed trigger 

points with evidence upon palpation of a twitch response as well as referred pain; (2) Symptoms 

have persisted for more than three months; (3) Medical management therapies such as ongoing 

stretching exercises, physical therapy, NSAIDs and muscle relaxants have failed to control pain; 

(4) Radiculopathy is not present (by exam, imaging, or neuro-testing); (5) Not more than 3-4 

injections per session; (6) No repeat injections unless a greater than 50% pain relief is obtained 

for six weeks after an injection and there is documented evidence of functional improvement; 

(7) Frequency should not be at an interval less than two months; (8) Trigger point injections 

with any substance (e.g., saline or glucose) other than local anesthetic with or without steroid 

are not recommended." The medical records fail to fulfill the criteria as above. The request 

exceeds the number recommended. As such, the request for Trigger point injection of the left 

scapula with 0.25% Marcaine #5 is not medically necessary. 


