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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 Orthopedic surgery 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: 

 

The claimant is a 50-year-old female who was injured in a work related accident while mopping 

a floor resulting in the acute onset of low back complaints on July 15, 2013. In regards to her low 

back, there is an MRI report of March 14, 2014 demonstrating foraminal protrusion at L3-4, a 

left central disc protrusion at L4-5 and a disc bulge at L5-S1 with no indication of compressive 

pathology. Recent physical examination findings of May 19, 2014 showed the exam to be 

"within normal limits." There was restricted lumbar range of motion with no documentation of 

motor, sensory, or reflexive examination documented. There was no documentation of prior 

surgical intervention in this individual. Treatment to date has been conservative consisting of 

medication management, physical therapy and activity restrictions. There is a current request for 

a lumbar epidural steroid injection at a non-documented level. Recent physical examination 

findings of May 19, 2014 showed the exam to be "within normal limits." There was restricted 

lumbar range of motion with no documentation of motor, sensory, or reflexive examination 

documented. There was no documentation of prior surgical intervention in this individual. 

Treatment to date has been conservative consisting of medication management, physical therapy 

and activity restrictions. There is a current request for a lumbar epidural steroid injection at a 

non-documented level. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Lumbar Epidural Steroid Injection:  Upheld 

 



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

MTUS.  Decision based on Non-MTUS Citation ACOEM Chapter on Low Back Disorders; 

section on Epidural Steroid Injection. 

 

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

steroid injections (ESIs) Page(s): 46.   

 

Decision rationale: Based on California MTUS Chronic Pain Medical Treatment Guidelines, 

epidural steroid injection at a non-documented level would not be indicated. Guidelines indicate 

the need to demonstrate radiculopathy on both physical examination that is corroborated by 

electrodiagnostic study or imaging. This individual fails to demonstrate imaging demonstrating 

compressive pathology with no evidence of prior electrodiagnostic studies for review. The 

claimant's recent physical examination also fails to demonstrate a physical examination finding 

consistent with a radicular process. The specific request in this case would not be supported as 

medically necessary. 

 


