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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 Family Medicine and is licensed to practice in New Jersey. 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 worker is a 55 year old female who was injured on 6/13/2012 after lifting a heavy object. 

She was diagnosed with lumbar sprain, kyphoscoliosis, scoliosis, lumbar disc displacement, 

lumbar radiculopathy, and bilateral facet arthropathy. MRI of the lumbar spine completed on 

7/24/2012 showed bilateral severe L4-5 facet hypertrophy, disc bulging, and mild neural 

foraminal narrowing on left L3-4 and on right L4-5 and L5-S1. She was treated with oral 

medications, modified duty, acupuncture, physical therapy/home exercises, and chiropractic 

treatments. She was later referred to pain management and treated with a medial branch block at 

bilateral levels of L3-4, L4-5, and L5-S1, which reportedly did not change her pain level. On 

4/17/14, the worker was seen by her treating physician complaining of continued lower back 

pain rated at 8/10 on the pain scale and involving numbness, pins-and-needles, and throbbing 

sensations. Physical examination reveal negative straight leg raise, decreased lumbar range of 

motion, and normal strength/sensation/deep tendon reflexes of the lumbar and lower extremities. 

She was then recommended a bilateral medial branch nerve block at L4-L5 and L5-S1. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

BILATERAL MEDIAL BRANCH NERVE BLOCK AT L4-L5 & L5-S1:  Upheld 

 

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

Complaints.   

 



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 

section, facet joint injections. 

 

Decision rationale: The ODG discusses the criteria for the use of therapeutic facet joint block 

injections: 1. No more than one injection at one time, 2. There should be no evidence of radicular 

pain, spinal stenosis, or previous fusion, 3. If previously successful (pain relief of 70% or greater, 

plus pain relief of 50% or greater for a duration of at least 6 weeks), a medial branch diagnostic 

block and subsequent neurotomy may be considered, 4. No more than 2 joint levels may be 

blocked at any one time, and 5. There should be evidence of a formal plan of additional 

evidence-based activity and exercise in addition to facet joint injection therapy. In the case of 

this worker, her previous trial of lumbar median nerve blocks was unsuccessful, according to the 

documents available for review. It is unclear as to if this request to repeat them is due to any 

particular reason that might help explain the justification. Without this explanation, it is 

reasonable to suggest that repeat lumbar medial nerve blocks would also not be successful and 

not medically necessary. 

 


