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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 49-year-old male, who sustained an industrial injury on 03/02/2001. The 

injured worker is currently diagnosed as having post-lumbar laminectomy syndrome, lumbago, 

lumbosacral spondylosis without myelopathy, lumbar/lumbosacral degenerative intervertebral 

disc, and thoracic/lumbosacral neuritis. Treatment to date has included lumbar fusion, lumbar CT 

scan, lumbar myelogram, physical therapy, and medications. In a progress note dated 02/25/ 

2015, the injured worker presented with complaints of chronic lower back pain. The treating 

physician reported requesting authorization for bilateral L2-L5 diagnostic medial branch block 

to determine if the injured worker's pain generator is coming from their facet joints and 

Gabapentin for dysesthesias. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Bilateral L2-L5 facet joint branch block (series of 3): 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)-TWC-low back procedure. 



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, a series of 3 

injections is requested at 4 lumbar joint levels bilaterally. Only one injection is recommended 

prior to rhizotomy. Recommendations are for injection at no more than 2 levels. The requested 

injections surpass the recommended number of injections and the recommended number of 

levels. The request is not medically necessary. 

 

Gabapenin 300 mg #90: Upheld 

 

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

Complaints, Chronic Pain Treatment Guidelines anti-epilepsy drugs. 



 

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

Interventions and Guidelines Page(s): 18-19. 

 

Decision rationale: Gabapentin is an anti-epileptic medication. Gabapentin has been shown to 

be effective for treatment of diabetic painful neuropathy and postherpetic neuralgia, has been 

considered as a first-line treatment for neuropathic pain, and has FDA approval for treatment of 

post-herpetic neuralgia. Gabapentin appears to be effective in reducing abnormal 

hypersensitivity, to have anti-anxiety effects, and may be beneficial as a sleep aid. Gabapentin 

has a favorable side-effect profile, few clinically significant drug-drug interactions and is 

generally well tolerated; however, common side effects include dizziness, somnolence, 

confusion, ataxia, peripheral edema, dry mouth, and weight gain. It has been recommended for 

the treatment of pain from spinal cord injury, fibromyalgia, lumbar spinal stenosis, and chronic 

regional pain syndrome. Recommended trial period is three to eight weeks for titration, then one 

to two weeks at maximum tolerated dosage. If inadequate control of pain is found, a switch to 

another first-line drug is recommended. In this case, the patient has been treated with gabapentin 

since January 2015. There is no documentation of functional improvement. The request is not 

medically necessary. 


