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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 York, Tennessee 

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 53 year old male, who sustained an industrial injury on 09/15/2010.  

According to a progress report dated 04/02/2015, the injured worker continued to have cervical 

spine pain.  Pain was rated 8 on a scale of 1-10.  He reported spasms to the shoulder area, a 

tingling sensation to his right hand and numbness to the right hand.  Lumbar spine pain was rated 

8 on a scale of 1-10.  He was having pain that radiated through the right leg and a pins and 

needles type of pain in his feet.  He continued to have neck pain, muscle pain and stiffness 

especially in the trapezius region bilaterally.  Current medications included Cialis, Claritin, 

Ibuprofen, Ketophene, Norco and Soma.  Diagnoses included cervical spondylosis, cervical 

spine spondylosis with myelopathy, cervical spine herniated nucleus pulposus, cervical disc 

degeneration and cervical disc discitis.  Treatments have included facet injection, medications, 

electrodiagnostic studies and imaging.  Treatment plan included Tramadol and Ibuprofen, appeal 

denial of medial branch block of right L3/4 and L5/S1, improved work station chair and 

continuation of physical therapy. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Tramadol 50mg quantity 60: Upheld 

 



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

Opioids, criteria for use.   

 

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

Interventions and Guidelines Page(s): 74-96.   

 

Decision rationale: Tramadol is a synthetic opioid affecting the central nervous system.  It has 

several side effects, which include increasing the risk of seizure in patients taking SSRIs, TCAs 

and other opioids.  Chronic Pain Medical Treatment Guidelines state that opioids are not 

recommended as a first line therapy.  Opioid should be part of a treatment plan specific for the 

patient and should follow criteria for use.  Criteria for use include establishment of a treatment 

plan, determination if pain is nociceptive or neuropathic, failure of pain relief with non-opioid 

analgesics, setting of specific functional goals, and opioid contract with agreement for random 

drug testing.  If analgesia is not obtained, opioids should be discontinued.  The patient should be 

screened for likelihood that he or she could be weaned from the opioids if there is no 

improvement in pain of function.  It is recommended for short-term use if first-line options, such 

as acetaminophen or NSAIDS have failed. In this case the patient has been receiving opioids 

since at least September 2014 and has not obtained analgesia.  In addition there is no 

documentation that the patient has signed an opioid contract or is participating in urine drug 

testing. Criteria for long-term opioid use have not been met.  The request is not medically 

necessary. 

 

Work station chair: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 3 Initial 

Approaches to Treatment, Chapter 5 Cornerstones of Disability Prevention and Management.   

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines: Neck & Upper back, 

Ergonomics. 

 

Decision rationale: Work station chair is an ergonomic intervention. Ergonomics effectiveness 

is under study. There was no good-quality evidence on the effectiveness of ergonomics or 

modification of risk factors. The lack of evidence does not allow determination of efficacy or 

safety.  The request is not medically necessary. 

 

Physical Therapy, twice a week for six weeks: Upheld 

 

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

Physical Medicine.   

 

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

Interventions and Guidelines Page(s): 98-99.   

 

Decision rationale: Chronic Pain Medical Treatment Guidelines state that there is no high-grade 

scientific evidence to support the effectiveness or ineffectiveness of passive physical modalities 



such as traction, heat/cold applications, massage, diathermy, TENS units, ultrasound, laser 

treatment, or biofeedback.  They can provide short-term relief during the early phases of 

treatment.  Active treatment is associated with better outcomes and can be managed as a home 

exercise program with supervision.  ODG states that physical therapy is more effective in short-

term follow up.  Patients should be formally assessed after a "six-visit clinical trial" to see if the 

patient is moving in a positive direction, no direction, or a negative direction (prior to continuing 

with the physical therapy).  When treatment duration and/or number of visits exceed the 

guideline, exceptional factors should be noted.  Recommended number of visits for myalgia and 

myositis is 9-10 visits over 8 weeks; and for neuralgia, neuritis, and radiculitis is 8-10 visits over 

4 weeks.  In this case the patient has completed 12 sessions of physical therapy.  The additional 

requested 12 visits would bring the total to 24 visits.  This surpasses the recommended maximum 

number of 10 visits. The request is not medically necessary. 

 

Medial branch block to the right L3-4, L3-4 and L5-S1: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints.  Decision based on Non-MTUS Citation Official Disability Guidelines, Low Back 

Chapter, facet joint diagnostic blocks (injections) section. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines: Low Back: Thoracic and 

Lumbar, Facet joint Mediated Blocks. 

 

Decision rationale:  No more than one set of medial branch diagnostic blocks is recommended 

prior to facet neurotomy, if neurotomy is chosen as an option for treatment (a procedure that is 

still considered under study). Diagnostic blocks may be performed with the anticipation that if 

successful, treatment may proceed to facet neurotomy at the diagnosed levels. Facet joint medial 

branch blocks are not recommended for therapeutic use. Current research indicates that a 

minimum of one diagnostic block be performed prior to a neurotomy, and that this be a medial 

branch block (MBB). Although it is suggested that MBBs and intra-articular blocks appear to 

provide comparable diagnostic information, the results of placebo-controlled trials of neurotomy 

found better predictive effect with diagnostic MBBs. In addition, the same nerves are tested with 

the MBB as are treated with the neurotomy. The use of a confirmatory block has been strongly 

suggested due to the high rate of false positives with single blocks (range of 25% to 40%) but 

this does not appear to be cost effective or to prevent the incidence of false positive response to 

the neurotomy procedure itself.  Etiology of false positive blocks is: Placebo response, use of 

sedation, liberal use of local anesthetic, and spread of injectate to other pain generators. The 

concomitant use of sedative during the block can also interfere with an accurate diagnosis. In this 

case the patient had prior treatment with medial branch block with relief for 3 days.  Therapeutic 

medial branch block is not recommended.  The request is not medically necessary. 

 


