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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 Occupational Medicine, and is licensed to practice in California. 

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: 

 

This is a 65 year old male patient with a 12/3/11 date of injury.  8/16/13 progress note identified 

that the patient was injured when he tripped over an aircraft ground wire.  He complains of right 

shoulder pain, low back pain that radiates to both legs with numbness and tingling.  Previous 

MRI of the lumbar spine showed spinal stenosis at L4-5 and L5-S1 with bilateral neural 

foraminal stenosis.  Objectively, there is restricted range of motion.  The record states that there 

was no complaint of any radicular symptomatology or weakness with toe walk or heel walk.  

There was no weakness.  The record indicated that the patient has reached maximum medical 

improvement.  9/30/13 note states that the patient has severe stabbing neck and shoulder pain. 

There is severe low back pain with numbness and tingling to the feet and toes and intermittent 

claudication.  Examination revealed decreased right L4-5-S1 sensation.    There is documentation 

of a previous adverse determination 8/23/13 due to lack of documentation of guidelines support 

for epidural injections and facet injections to be administered on the same day.  There were no 

findings of clinical evidence of radiculopathy or electrodiagnostic evidence of radiculopathy.  

There was no evidence of facetogenic pain.  As the injections were not recommended, the PT 

was not recommended. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

LUMBAR EPIDURAL STEROID INJECTION (ESI) WITH FACET INJECTION FOR  

LEVELS L4-S1 SPINE #2 INJECTIONS.:  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 Criteria for the use of diagnostic 

blocks for factet mediated pain. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 300,Chronic Pain Treatment Guidelines Epidural injections Page(s): 46.   

 

Decision rationale: CA MTUS does not support epidural injections in the absence of objective 

radiculopathy. In addition, CA MTUS criteria for the use of epidural steroid injections include an 

imaging study documenting correlating concordant nerve root pathology; and conservative 

treatment. CA MTUS supports facet injections for non-radicular facet mediated pain.   This 

patient has radiating pain from the low back to the lower extremities.  However, there is no clear 

clinical description of radicular pain in an L4-5-S1 distribution.  There is noted decreased 

sensation in L4-5-S1.  There is no note of motor or reflex deficit.  There is no objective 

electrodiagnostic evidence of radiculopathy.  There is no evidence based support for 

administering facet injections at the same time as epidural steroid injections as this may decrease 

the diagnostic and therapeutic value of the injections.  The request is not medically necessary. 

 

SIX (6) PHYSICAL THERAPY SESSIONS.:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

Medicine Page(s): 98-99.   

 

Decision rationale: CA MTUS Chronic Pain Treatment Guidelines states that passive therapy 

(those treatment modalities that do not require energy expenditure on the part of the patient) can 

provide short term relief during the early phases of pain treatment and are directed at controlling 

symptoms such as pain, inflammation and swelling and to improve the rate of healing soft tissue 

injuries. They can be used sparingly with active therapies to help control swelling, pain and 

inflammation during the rehabilitation process. Active therapy is based on the philosophy that 

therapeutic exercise and/or activity are beneficial for restoring flexibility, strength, endurance, 

function, range of motion, and can alleviate discomfort. Active therapy requires an internal effort 

by the individual to complete a specific exercise or task. This form of therapy may require 

supervision from a therapist or medical provider such as verbal, visual and/or tactile 

instruction(s). Patients are instructed and expected to continue active therapies at home as an 

extension of the treatment process in order to maintain improvement levels.  The associated 

interventional procedural request is not recommended.  The necessity of physical therapy at this 

time is unclear.  There is no objective evidence of improvement with previous therapy.  The 

requested body part to be addressed is unclear.  The request is not medically necessary. 

 

 

 

 


