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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The physician 

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 physician 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: 

 

The patient is a 42 year old male with a cumulative trauma injury from 02/01/2007 to 

03/07/2012. He complains of chronic low back pain with radiation to the left leg. The patient was 

last evaluated by  on 11/04/2013.  notes that the patient had 

pain in the lower back that radiates to the left lower extremity. Pain interferes with his daily 

activities. It also interferes with his sleep. He describes the pain as a sharp and burning pain with 

intensity of 7/10. He states that last year he had a lumbar epidural steroid injection which has 

helped him at least 60-70% relief for two months. Physical examination showed decreased range 

of motion in the lumbar spine with paravertebral muscle spasm. SLR is positive on the left side. 

He has decreased sensation to light touch over the left L5 and to a lesser extent left S1 

dermatome. He also has weakness of the extensor hallucis longus on the left as well as anterior 

tibialis on the left.  Diagnoses are 1. Lumbar spine strain and sprain, 2. Left L5 radiculopathy.  

 recommends that the patient begin a new series of two, possibly three lumbar 

epidural steroid injections due to the patient's history of significant relief of his symptoms for 

over 2 months following the first injection. â¿¿ 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

LESI under Fluroscopy @ Left L5-SI: Overturned 

 

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

Page(s): 46.   



 

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

46.   

 

Decision rationale: 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.  The 

medical record now contains documentation of significant relief of pain and functional 

improvement following the initial lumbar epidural steroid injection. 

 

Thermo Cool Hot and Cold Contrast Therapy with Compression: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation CA MTUS American College of Occupational 

and Environmental Medicine (ACOEM), 3rd Edition, Chronic Pain, General Principles of 

Treatment. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Low Back-

Lumbar and Thoraic (Acute & Chronic), Cold Packs 

 

Decision rationale: As an option for acute pain,  At-home local applications of cold packs in 

first few days of acute complaint; thereafter, applications of heat packs or cold packs. (Bigos, 

1999) (Airaksinen, 2003) (Bleakley, 2004) (Hubbard, 2004) Continuous low-level heat wrap 

therapy is superior to both acetaminophen and ibuprofen for treating low back pain. (Nadler 

2003) The evidence for the application of cold treatment to low-back pain is more limited than 

heat therapy, with only three poor quality studies located that support its use, but studies confirm 

that it may be a low risk low cost option. (French-Cochrane, 2006) There is minimal evidence 

supporting the use of cold therapy, but heat therapy has been found to be helpful for pain 

reduction and return to normal function. (Kinkade, 2007). The ODG cites no evidence that 

rotating heat and cold to the lumbar is effective in treating chronic lumbar pain.  Hot/Cold 

therapy machine not medically necessary. 



 

Prilosec: Upheld 

 

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

Page(s): 69.   

 

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

68.   

 

Decision rationale: Clinicians should weight the indications for NSAIDs against both GI and 

cardiovascular risk factors. Determine if the patient is at risk for gastrointestinal events: (1) age > 

65 years; (2) history of peptic ulcer, GI bleeding or perforation; (3) concurrent use of ASA, 

corticosteroids, and/or an anticoagulant; or (4) high dose/multiple NSAID (e.g., NSAID + low-

dose ASA). Recent studies tend to show that H. Pylori does not act synergistically with NSAIDS 

to develop gastroduodenal lesions.                                                                                                                                                                                                                                                                                                   

Patients at intermediate risk for gastrointestinal events and no cardiovascular disease: (1) A non-

selective NSAID with either a PPI (Proton Pump Inhibitor, for example, 20 mg omeprazole 

daily) or misoprostol (200 Î¼g four times daily) or (2) a Cox-2 selective agent. Long-term PPI 

use (> 1 year) has been shown to increase the risk of hip fracture (adjusted odds ratio 1.44). 

 

Norco 10/325: Upheld 

 

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

Page(s): 80.   

 

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

74-94.   

 

Decision rationale:  The Chronic Pain Medical Treatment Guidelines state that continued or 

long-term use of opioids should be based on documented pain relief and functional improvement 

or improved quality of life. The patient is reporting minimal, intermittent pain. There is no 

documentation supporting the continued long-term use of opioids.  Norco is not medically 

necessary.  The treating physician must ultimately originate and initiate all medical orders 

regarding this patient's care. 

 




