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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 North Carolina. 

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 patient is a 65 -year-old that has a reported date of injury of 04/14/1986.   The patient has 

the diagnoses of S1 radiculopathy with stenosis versus impingement, low back pain, facet 

disease, degenerative disc disease and degenerative spondylosis.  Per the progrees notes date 

01/28/2014 from the primary treating physician, the patient had complaints of more back pain 

than leg pain with stiffness and fatigue. Physical exam noted pain in the lower back and sacral 

notch, decreased sensation in both feet and restriction in range of motion. Treatment 

recommendations included MRI, TENS unit, medication and deep tissue massage. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

PHYSICAL THERAPY 2X6: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.  Decision based on Non-MTUS Citation OFFICIAL DISABILITY GUIDELINES 

(ODG-TWC). 

 

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

medicine Page(s): 99.   

 

Decision rationale: The California chronic pain medical treatment guidelines section on 

physical medicine states:Physical Medicine Guidelines -Allow for fading of treatment frequency 



(from up to 3 visits per week to 1 or less), plus active self-directed home Physical 

Medicine.Myalgia and myositis, unspecified (ICD9 729.1): 9-10 visits over 8 weeksNeuralgia, 

neuritis, and radiculitis, unspecified (ICD9 729.2)8-10 visits over 4 weeksReflex sympathetic 

dystrophy (CRPS) (ICD9 337.2):24 visits over 16 weeksPhysical MedicineRecommended as 

indicated below. Passive therapy (those treatment modalities that do not require energy 

expenditure on the part of the patient) can provide short term relief during the early phases of 

pain treatment and are directed at controlling symptoms such as pain, inflammation and swelling 

and to improve the rate of healing soft tissue injuries. They can be used sparingly with active 

therapies to help control swelling, pain and inflammation during the rehabilitation process. 

Active therapy is based on the philosophy that therapeutic exercise and/or activity are beneficial 

for restoring flexibility, strength, endurance, function, range of motion, and can alleviate 

discomfort. Active therapy requires an internal effort by the individual to complete a specific 

exercise or task. This form of therapy may require supervision from a therapist or medical 

provider such as verbal, visual and/or tactile instruction(s). Patients are instructed and expected 

to continue active therapies at home as an extension of the treatment process in order to maintain 

improvement levels. Home exercise can include exercise with or without mechanical assistance 

or resistance and functional activities with assistive devices. (Colorado, 2002) (Airaksinen, 

2006).While physical therapy is a recommended option in the treatment of the patient's 

conditions, the requested amount is in excess of guidelines and thus not certified. 

 

EVALUATION FOR IN-HOME HELP: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

health Page(s): 51.   

 

Decision rationale: The California chronic pain medical treatment guidelines section on home 

health states:Home health servicesRecommended only for otherwise recommended medical 

treatment for patients who are homebound, on a part-time or "intermittent" basis, generally up to 

no more than 35 hours per week. Medical treatment does not include homemaker services like 

shopping, cleaning, and laundry, and personal care given by home health aides like bathing, 

dressing, and using the bathroom when this is the only care needed. (CMS, 2004)The patient is 

reported to be home bound and needing the assistance of family members however the request 

for in home help lacks any specifics on what care would be performed and thus cannot be 

certified. 

 

CELEBREX 100MG #30 WITH 4 REFILLS: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

Page(s): 68.   

 



Decision rationale: The California chronic pain medical treatment guidelines section on NSAID 

states:Clinicians should weight the indications for NSAIDs against both GI and cardiovascular 

risk factors.Determine if the patient is at risk for gastrointestinal events: (1) age > 65 years; (2) 

history of peptic ulcer, GI bleeding or perforation; (3) concurrent use of ASA, corticosteroids, 

and/or an anticoagulant; or (4) high dose/multiple NSAID (e.g., NSAID + low-dose ASA). 

Recent studies tend to show that H. Pylori does not act synergistically with NSAIDS to develop 

gastroduodenal lesions.RecommendationsPatients with no risk factor and no cardiovascular 

disease: Non-selective NSAIDs OK (e.g,ibuprofen, naproxen, etc.)Patients at intermediate risk 

for gastrointestinal events and no cardiovascular disease:(1) A non-selective NSAID with either 

a PPI (Proton Pump Inhibitor, for example, 20 mg omeprazole daily) or misoprostol (200 g four 

times daily) or (2) a Cox-2 selective agent. Long-term PPI use (> 1 year) has been shown to 

increase the risk of hip fracture (adjusted odds ratio 1.44).Patients at high risk for gastrointestinal 

events with no cardiovascular disease: A Cox-2 selective agent plus a PPI if absolutely 

necessary.Patients at high risk of gastrointestinal events with cardiovascular disease: If GI risk is 

high the suggestion is for a low-dose Cox-2 plus low dose Aspirin (for cardioprotection) and a 

PPI.The patient has no documented gastrointestinal besides reflux disease or cardiovascular risk 

factors that would require a Cox-2 inhibitor rather than a traditional NSAID for pain therapy. 

 

MRI OF LUMBAR SPINE: Upheld 

 

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

Complaints Page(s): 303,Chronic Pain Treatment Guidelines.   

 

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

Page(s): 303-306.   

 

Decision rationale:  The ACOEM chapter on low back complaints and special diagnostic 

studies states:Unequivocal objective findings that identify specific nerve compromiseon the 

neurologic examination are sufficient evidence to warrant imaging inpatients who do not respond 

to treatment and who would consider surgeryan option. When the neurologic examination is less 

clear, however, furtherphysiologic evidence of nerve dysfunction should be obtained before 

orderingan imaging study. Indiscriminant imaging will result in false-positive findings,such as 

disk bulges, that are not the source of painful symptoms and donot warrant surgery. If 

physiologic evidence indicates tissue insult or nerveimpairment, the practitioner can discuss with 

a consultant the selection of animaging test to define a potential cause (magnetic resonance 

imaging [MRI] forneural or other soft tissue, computer tomography [CT] for bony 

structures).Relying solely on imaging studies to evaluate the source of low backand related 

symptoms carries a significant risk of diagnostic confusion (falsepositive test results) because of 

the possibility of identifying a finding that was present before symptoms began and therefore has 

no temporal associationwith the symptoms. Techniques vary in their abilities to define 

abnormalities(Table 12-7). Imaging studies should be reserved for cases in which surgeryis 

considered or red-flag diagnoses are being evaluated. Because the overallfalse-positive rate is 

30% for imaging studies in patients over age 30 who donot have symptoms, the risk of 

diagnostic confusion is great.The provided documentation does not show unequivocal objective 

findings that identify specific nerve compromise. There is no mention of surgical consideration. 



The only justification offered is a change in the patient's symptoms. For these reasons the request 

cannot be certified. 

 


