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ESI
- Utilization Review
Case Presentation

Request for ESI – Hx & PE
 31 y/o F parts warehouse stocker
 DOI: 2008
 MOI: felt tightness in legs and shoulders reaching into a shelf to move a

product from one side to another. When she stood up felt an intense pain
in her low back.

 HX
 Had 35 visits of PT (8/’08 – 3/’09), home ex, & massage tx.
 Back pain comes & goes, but leg pain is constant
 She has been working modified duty, but occasionally needs a few

days off when the pain worsens.
 PE

 Morbidly obese; mildly antalgic gait
 Back pain 6/10 - comes & goes, but leg pain is constant

 Mid back pain, rad. to left hip, down posteromedial left leg
 Neuro exam w/o deficits except decr. sens, LT S1 dermatome
 5/2009 - Working modified duty, but occasionally needs a few days off

when the pain worsens.
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Request for ESI - Imaging

 9/2008 - Lumbar MRI
 L3 – S1 = Degenerative disc disease; no stenosis
 L5-S1 =     14 mm disc
 L4-L5 = 8 mm disc
 L3-4 = 3  mm disc

 3/2009 - Lumbar MRI
 Multilevel disc bulges
 L5-S1 -      14 mm disc
 L4-5 - 8 mm disc
 L3-4 - 4 mm disc

 REQUEST:
 6 additional visits of PT over 4 weeks
 bilateral L5-S1 transforaminal epidural steroid injection w/ fluoro

What would YOU do
for ESI request?

Discussion



3

So, when do you Give ESI’s?
MTUS - Criteria for the use of Epidural steroid injections:

The purpose of ESI is to reduce pain and inflammation, restoring range of motion and thereby
facilitating progress in more active treatment programs, and avoiding surgery, but this

treatment alone offers no significant long-term functional benefit.

1) Radiculopathy must be documented by physical examination and corroborated by imaging
studies and/or electrodiagnostic testing.

2) Initially unresponsive to conservative treatment (exercises, physical methods, NSAIDs and
muscle relaxants).

3) Injections should be performed using fluoroscopy (live x-ray) for guidance.
4) If used for diagnostic purposes, a maximum of two injections should be performed.  A

second block is not recommended if there is inadequate response to the first block.
Diagnostic blocks should be at an interval of at least one to two weeks between injections.

5) No more than two nerve root levels should be injected using transforaminal blocks.
6) No more than one interlaminar level should be injected at one session.
7) In the therapeutic phase, repeat blocks should be based on continued objective documented

pain and functional improvement, including at least 50% pain relief with associated
reduction of medication use for six to eight weeks, with a general recommendation of no more
than 4 blocks per region per year.  (Manchikanti, 2003) (CMS, 2004) (Boswell, 2007)

8) Current research does not support a “series-of-three” injections in either the diagnostic or
therapeutic phase. We recommend no more than 2 ESI injections.

UR Decision
 Recommend Adverse Determination

RATIONALE – ‘There was no documented
electrodiagnostic study indicating whether an
objective lumbar radiculopathy component was
occurring or not.’
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Follow up outcome

 LE NCV/EMG Obtained
Delayed peak onset with normal amplitude in

left sural nerve.
CONCLUSION – mild left demyelinating sural

sensory neuropathy (inconsistent with patient
complaints)
 No electrodiagnostic evidence of radiculopathy,

plexopathy, myopathy, or polyneuropathy.

UR Request # 2
Appeal of ESI

decision.
What would You Do?

DISCUSSION



5

Outcome # 2

ESI authorized
 AS CLINICAL TRIAL (form required – see appendix)
 bilateral L5-S1 transforaminal ESI w/ fluoro

OUTCOME:
 Felt 40% better at 6 weeks
 Continuing to go to PT
 No decision yet on if second ESI needed

Example of a Pre-ESI Form
(Tell ‘em what  you’re going to follow clinically)

Today’s Date: __________     Date of planned Injection: ______________

Type of injection:  C/S__  T/S__  L/S__  ;  Epidural__ Facet__  Other, specify______

Level of injection(s):  ____________    Right or Left: _________________

 Please specify initial level of pain (‘x’ / 10 scale): __________________

      Please Specify area(s) with pain: ________________________________

 Please specify what measure you will follow clinically and the initial level of disability
and/or functional capacity for this measure:(e.g., Distance able to walk continuously, ROM
back flexion, toe touch distance to floor, other quantitative measure)

Measure used: ________________________________

Baseline measurement:  ________________________________

Medication reduction planned/anticipated: ____________________
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Post-ESI Form
 (Tell ‘em how it went – be specific)

Today’s Date: __________
Are you requesting another injection at this time? Yes   No

If yes, please specify type of injection(s) requested:
C/S__  T/S__  L/S__  ;  Epidural__ Facet__  Other, specify______

1. What date was the most recent Back Injection? __________
Type of injection(s) given:
C/S__  T/S__  L/S__  ;  Epidural__ Facet__  Other, specify______
Level(s) of injection(s):  ____________    Right or Left: _________________

2. Does the patient report he is better ?
         Yes    ______     NO     ______
         If yes, what function does your patient say he can now perform?                                 

_______________________________________________________

Please specify current level of pain (“x” / 10 scale): _____________

Please specify percent change from baseline: _____________

3. Clinical measure used to follow progress:
 Measure used: ______________
 Baseline measurement: ______________
 Current measurement:  ______________

4. Are you planning on reducing medications used based on the response to this injection, if yes please
specify changes:

 Medications reduced and new dosages: ____________________________________
                                                                _____________________________
                                                                ______________________________

APPENDIX
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Epidural Injections
MTUS Evidence

 Recommended as an option for treatment of radicular pain (defined as pain in
dermatomal distribution with corroborative findings of radiculopathy).  See specific
criteria for use below. Most current guidelines recommend no more than 2 ESI
injections.  This is in contradiction to previous generally cited recommendations for a
“series of three” ESIs.  These early recommendations were primarily based on
anecdotal evidence. Research has now shown that, on average, less than two
injections are required for a successful ESI outcome.  Current recommendations
suggest a second epidural injection if partial success is produced with the first
injection, and a third ESI is rarely recommended.   Epidural steroid injection can offer
short term pain relief and use should be in conjunction with other rehab efforts,
including continuing a home exercise program.  There is little information on
improved function. The American Academy of Neurology recently concluded that
epidural steroid injections may lead to an improvement in radicular lumbosacral pain
between 2 and 6 weeks following the injection, but they do not affect impairment of
function or the need for surgery and do not provide long-term pain relief beyond 3
months, and there is insufficient evidence to make any recommendation for the use
of epidural steroid injections to treat radicular cervical pain.  (Armon, 2007)  See also
Epidural steroid injections, “series of three.”

Epidural Injections
MTUS Evidence

 Caudal Epidural Injections. The combined evidence of caudal
epidural steroid injections with randomized trials and non-
randomized trials (prospective and retrospective trials) is strong for
short-term relief and moderate for long-term relief.

 Interlaminar Epidural Injections. Evidence for the overall
effectiveness of interlaminar epidural steroid injections in managing
chronic low back pain is moderate for short-term relief and limited
for long-term relief.

 Transforaminal Epidural Injections. Based on the evaluation of
multiple randomized and non-randomized trials, transforaminal
epidural injections provided strong evidence for short-term and long-
term relief. Their effectiveness in post lumbar laminectomy
syndrome and disc extrusions is inconclusive.


