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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to an Physician Reviewer. He/she has 

no affiliation with the employer, employee, providers or the claims administrator. The Physician 

Reviewer is Board Certified in Physical Medicine & Rehabilitation, and is licensed to practice in 

Illinois. 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 50-year-old male who reported injury on 04/04/2008. The mechanism of injury 

was noted to be the patient was putting together 6-8 foot lengths of steel which the patient would 

gather up and put on a pallet and the patient was getting the chain ready for the up and coming 

season and during that time he strained his low back with a burning sensation down the back of 

the legs. The clinical documentation submitted for review indicated the patient had previously 

undergone epidural steroid injections. According to the documentation of 09/03/2013, the 

physician's note indicated the patient had an MRI showing new findings of an extruded disc 

fragment at L2-3 and the lateral recess of L3 compressing the left L3 nerve root. The physical 

examination revealed the patient's blood pressure was 230/150 and the patient had a straight leg 

raise that was positive on the left strongly and had some pain with lumbar extension. The 

sensation was intact and the motor strength was 4/5 to 5/5. The patient's diagnoses included 

multilevel degenerative disc disease and multilevel spinal stenosis with new extruded fragment 

with left L3 radiculopathy. The plan included blood pressure management and a left L3 lumbar 

epidural steroid injection to address the patient's issues with the extruded fragment. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

LEFT L3 LUMBAR EPIDURAL STEROID INJECTION:  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 Section 

Epidural Steroid Injections (ESIs) Page(s): 46.   

 

Decision rationale: The MTUS Guidelines recommend for a repeat epidural steroid injection 

there must be objective documented pain relief and functional improvement including at least 

50% pain relief with associated reduction of medication for 6 to 8 weeks. The clinical 

documentation submitted for review failed to provide documentation of the above 

recommendations. Additionally, there was a lack of documentation indicating when the 

employee's previous left lumbar epidural steroid injections were performed. Given the above, the 

request for left L3 lumbar epidural steroid injection is not medically necessary. 

 


