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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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: New York, Tennessee 

Certification(s)/Specialty: Emergency Medicine 

 

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 injured worker is a 62 year old male who sustained an industrial injury on 07/13/1998. 

Diagnoses include lumbar facet syndrome and spinal/lumbar degenerative disc disease, stroke 

and diabetes. Treatment to date has included diagnostics, medications, previous facet joint 

procedures, and physical therapy.  A physician progress note dated 01/22/2015 documents the 

injured worker complain of low back pain and rates his pain with medications as 4 on a scale of 

1-10, and without his medications pain is 8 on a scale of 1-10. The injured worker has an 

antalgic gait and a slowed gait, and is assisted by a wheel chair.  Range of motion is restricted 

with flexion and extension by pain.  There is paravertebral muscle spasm and tenderness on both 

sides.  Lumbar facet loading is positive on the left side, and FABER test is positive. Magnetic 

Resonance Imaging is recommended for progressive pain, and Medial Branch block for pain. 

Treatment requested is for Magnetic Resonance Imaging of the lumbar spine, and Medial branch 

block on the left L3, L4, L5, and S1. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Medial branch block on the left L3, L4, L5, and S1: Upheld 



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

Complaints Page(s): 300.  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG), Low Back - Lumbar & Thoracic (Acute & Chronic). 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines: Low Back: Thoracic and 

Lumbar, Facet joint Mediated Blocks. 

 

Decision rationale: No more than one set of medial branch diagnostic blocks is recommended 

prior to facet neurotomy, if neurotomy is chosen as an option for treatment (a procedure that is 

still considered "under study"). Diagnostic blocks may be performed with the anticipation that if 

successful, treatment may proceed to facet neurotomy at the diagnosed levels. Facet joint medial 

branch blocks are not recommended for therapeutic use. Current research indicates that a 

minimum of one diagnostic block be performed prior to a neurotomy, and that this be a medial 

branch block (MBB). Although it is suggested that MBBs and intra-articular blocks appear to 

provide comparable diagnostic information, the results of placebo-controlled trials of neurotomy 

found better predictive effect with diagnostic MBBs. In addition, the same nerves are tested with 

the MBB as are treated with the neurotomy. The use of a confirmatory block has been strongly 

suggested due to the high rate of false positives with single blocks (range of 25% to 40%) but 

this does not appear to be cost effective or to prevent the incidence of false positive response to 

the neurotomy procedure itself. Etiology of false positive blocks is: Placebo response, use of 

sedation, liberal use of local anesthetic, and spread of injectate to other pain generators. The 

concomitant use of sedative during the block can also interfere with an accurate diagnosis. 

Criteria for the use of diagnostic blocks for facet "mediated" pain: Clinical presentation should 

be consistent with facet joint pain, signs & symptoms. 1. One set of diagnostic medial branch 

blocks is required with a response of 70%. The pain response should last at least 2 hours for 

Lidocaine. 2. Limited to patients with low-back pain that is non-radicular and at no more than 

two levels bilaterally. 3. There is documentation of failure of conservative treatment (including 

home exercise, PT and NSAIDs) prior to the procedure for at least 4-6 weeks. 4. No more than 2 

facet joint levels are injected in one session (see above for medial branch block levels). 5. 

Recommended volume of no more than 0.5 cc of injectate is given to each joint. 6. No pain 

medication from home should be taken for at least 4 hours prior to the diagnostic block and for 4 

to 6 hours afterward. 7. Opioids should not be given as a "sedative" during the procedure. 8. The 

use of IV sedation (including other agents such as midazolam) may be grounds to negate the 

results of a diagnostic block, and should only be given in cases of extreme anxiety. 9. The 

patient should document pain relief with an instrument such as a VAS scale, emphasizing the 

importance of recording the maximum pain relief and maximum duration of pain. The patient 

should also keep medication use and activity logs to support subjective reports of better pain 

control. 10. Diagnostic facet blocks should not be performed in patients in whom a surgical 

procedure is anticipated. 11. Diagnostic facet blocks should not be performed in patients who 

have had a previous fusion procedure at the planned injection level. In this case there is no 

documentation that the patient has failed 4-6 weeks of conservative therapy. In addition, the 

request for MBB at 4 facet joint levels surpasses the maximum of two levels in the criteria. 

Therefore, the request for Medial branch block on the left L3, L4, L5, and S1 is not medically 

necessary. 



MRI of the lumbar spine: Upheld 

 

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

Complaints Page(s): 303.  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Low Back - Lumber & Thoracic (Acute & Chronic). 

 

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

Page(s): 303.  Decision based on Non-MTUS Citation Official Disability Guidelines: Low Back 

- Lumbar and Thoracic MRIs. 

 

Decision rationale: Imaging of the lumbosacral spine is indicated in patients with unequivocal 

objective findings that identify specific nerve compromise on the neurologic examination who do 

not respond to treatment and who would consider surgery an option. When the neurologic 

examination is less clear, however, further physiologic evidence of nerve dysfunction should be 

obtained before ordering an imaging study. Indiscriminant imaging will result in false-positive 

findings, such as disk bulges, that are not the source of painful symptoms and do not warrant 

surgery.  Further investigation is indicated in patients with history of tumor, infection, abdominal 

aneurysm, or other related serious conditions, who have positive findings on examination. MRI 

of the spine is recommended for indications below. MRI's are test of choice for patients with 

prior back surgery. MRI of the lumbar spine for uncomplicated low back pain, with 

radiculopathy, is not recommended until after at least one month conservative therapy, sooner if 

severe or progressive neurologic deficit. Repeat MRI is not routinely recommended, and should 

be reserved for a significant change in symptoms and/or findings suggestive of significant 

pathology (eg, tumor, infection, fracture, neurocompression, recurrent disc herniation). 

Indications for imaging Magnetic resonance imaging: Thoracic spine trauma: with neurological 

deficit. Lumbar spine trauma: trauma, neurological deficit. Lumbar spine trauma: seat belt 

(chance) fracture (If focal, radicular findings or other neurologic deficit). Uncomplicated low 

back pain, suspicion of cancer, infection, other "red flags." Uncomplicated low back pain, with 

radiculopathy, after at least 1 month conservative therapy, sooner if severe or progressive 

neurologic deficit. Uncomplicated low back pain, prior lumbar surgery. Uncomplicated low 

back pain, cauda equina syndrome. Myelopathy (neurological deficit related to the spinal cord), 

traumatic. Myelopathy, painful. Myelopathy, sudden onset. Myelopathy, stepwise progressive.- 

Myelopathy, slowly progressive. Myelopathy, infectious disease patient. Myelopathy, oncology 

patient. In this case there are no red flags and there is no documentation that the patient is 

experiencing progressive neurological deficit. There is no indication for the MRI of the lumbar 

spine. Therefore, the request for MRI of the lumbar spine is not medically necessary. 


