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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: Illinois, California, Texas 

Certification(s)/Specialty: Orthopedic Surgery 

 

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 56-year-old male who sustained an industrial injury on 12/10/08. Injury 

was reported relative to repetitive heavy lifting, bending and stooping. The injured worker 

underwent cervical discectomy and fusion with plate fixation at C4/5, C5/6 and C6/7 on 8/8/08, 

anterior posterior cervical fusion C3/4, C4/5, C5/6, C6/7, and C7/T1 secondary to 

pseudoarthrosis at C6/7 on 11/3/10, and removal of posterior cervical hardware in 2012. The 

12/5/13 cervical MRI documented post-surgical changes extensively throughout the cervical 

spine with no definite evidence of recurrent or residual disc disease seen at C4/5, C5/6, or C6/7. 

There was mild left neuroforaminal stenosis at C3/4 secondary to a disc osteophyte complex and 

new bone formation encroaching into the left neural foramen. There was a 2.5 mm right 

paracentral disc bulge at C2/3 resulting in minimal right neuroforaminal stenosis with no definite 

nerve root compression. The injured worker underwent bilateral cervical facet blocks at C2/3 on 

3/9/15 with 75% improvement reported in neck and hand pain and functional abilities for one 

day. The 4/8/15 utilization review non-certified the request for bilateral medial branch rhizotomy 

at C2-C3/4 as there was no evidence that the diagnostic medial branch block had achieved 

greater than 80% benefit. The 4/7/15 treating physician appeal report cited grade 7-8/10 pain in 

the neck, across the top of both shoulders, and into the right hand. Pain was worsening as the 

diagnostic blocks had completely worn off. Medications somewhat improved his ability to 

tolerate activity. Physical exam documented cervical paraspinal tenderness and guarding, 

improved range of motion since his last visit, normal reflexes, and no upper extremity focal 

atrophy, tremor, fasciculation or ataxia. The treating physician reported that the injured worker 



initially reported 75% benefit with the C2/3 medial branch block but once he took into account 

the physical improvement of less trembling, improved range of motion, and improved sleep, he 

in fact received 85% improvement. However, the guidelines only required 70% improvement. 

On-going physical therapy and home exercise program was documented. Appeal for bilateral 

medial branch rhizotomy at C2-C3/4 was requested. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Bilateral Medial Branch Rhizotomy C2-C3:  Overturned 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper 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) Neck and Upper 

Back: Facet joint diagnostic blocks, Facet joint radiofrequency neurotomy. 

 

Decision rationale: The California MTUS guidelines do not provide recommendations for 

cervical radiofrequency neurotomy. The Official Disability Guidelines indicate that cervical 

facet joint radiofrequency neurotomy is under study with conflicting evidence as to the efficacy 

of this procedure. Criteria for the use of cervical facet radiofrequency neurotomy include a 

diagnosis of facet joint pain using diagnostic blocks, documented improvement in pain scores 

and function with diagnostic blocks, no more than 2 joint levels at one time, and evidence of a 

formal plan of rehabilitation in addition to facet joint therapy. Guidelines state the one set of 

diagnostic medial branch blocks is required with a response of  70%. The pain response should 

be approximately 2 hours for Lidocaine. Diagnostic facet blocks are not support in patients with 

cervical radicular pain or who have undergone a fusion procedure at the planned injection level. 

Guideline criteria have been met. This patient is status post multilevel cervical fusion with facet 

joint pain above the fusion site at C2/3 confirmed by diagnostic medial branch block on 3/9/15. 

He reported 75-85% improvement in pain, range of motion, and sleep for one day following the 

diagnostic medial branch block. There is evidence of a current functional restoration program. 

Therefore, this request is medically necessary.

 


