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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: California 

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 63 year old male, who sustained an industrial injury on December 18, 

2005.  He reported an injury to his lower back.  The injured worker was diagnosed as having 

discogenic lumbar condition with radiculitis, sacroiliac joint inflammation bilaterally and chronic 

pain and inactivity with the element of depression and sleep disorder. Treatment to date has 

included chiropractic treatment, diagnostic studies, physical therapy and medication.  On August 

12, 2015, the injured worker complained of back pain that was getting progressively worse.  The 

pain was primarily in the center of his back.  He stated that he could not stand for more than 

thirty minutes at a time and wakes up three times a night. Notes stated that he has been approved 

for Celebrex, trazodone and Effexor medications, which he does not wish to take. He reported to 

take "very little" Vicodin. Notes stated that he has not had any recent imaging in a number of 

years and he has not had any chiropractic or physical therapy treatment in "quite some time." 

His most recent MRI was noted to be from 2009.  The treatment plan included a repeat MRI of 

the lumbar spine, x-ray AP and lateral, twelve chiropractic sessions, Vicodin, Flexeril and a 

follow-up visit.  On August 19, 2015, utilization review denied a request for repeat MRI of the 

lumbar spine without contrast, x-ray of the lumbar spine A-P lateral and Vicodin 5-325mg #60 as 

prescribed on August 12, 2015. A request for chiropractic therapy three times a week at four 

weeks for the lumbar spine was modified to chiropractic therapy three times a week for two 

weeks. 

 



IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 

Repeat MRI of the lumbar spine without contrast: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low Back - 

Lumbar & Thoracic (Acute & Chronic)/ MRIs (magnetic resonance imaging). 

 

Decision rationale: The request is for an MRI of the lumbar spine. The ODG guidelines state 

the following regarding qualifying criteria: 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; Repeat MRI: When there 

is significant change in symptoms and/or findings suggestive of significant pathology (e.g., 

tumor, infection, fracture, neurocompression, recurrent disc herniation). In this case, the patient 

would not qualify for an MRI based on the above set standards. This is secondary to a lack of a 

change in clinical status or described "red flags".  There is a lack of documentation of 

progressive neurologic deficit.  Pending further information revealing qualifying indications as 

listed above, the request is not medically necessary. 

 

X-ray of the lumbar spine A/P lateral: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low back/x-rays. 

 

Decision rationale: The request is for x-rays of the low back. The ODG state the following 

regarding qualifying criteria: Not recommend routine x-rays in the absence of red flags. (See 

indications list below.) Indications for imaging - Plain X-rays: Thoracic spine trauma: severe 

trauma, pain, no neurological deficit; Thoracic spine trauma: with neurological deficit; Lumbar 

spine trauma (a serious bodily injury): pain, tenderness; Lumbar spine trauma: trauma, 

neurological deficit; Lumbar spine trauma: seat belt (chance) fracture; Uncomplicated low back 

pain, trauma, steroids, osteoporosis, over 70; Uncomplicated low back pain, suspicion of cancer, 

infection- Myelopathy (neurological deficit related to the spinal cord), traumatic; Myelopathy, 

painful; Myelopathy, sudden onset; Myelopathy, infectious disease patient; Myelopathy, 

oncology patient; Post-surgery: evaluate status of fusion. In this case, there is inadequate 

documentation of "red flags" which would warrant x-rays.  There is also no record to indicate and 

change in neurologic status or new deficit.  Pending this information, the request is not 

medically necessary. 



Chiropractic therapy 3 times a week for 4 weeks for the lumbar spine: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 

2009. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Manual therapy & manipulation. 

 

Decision rationale: The request is for physical therapy to aid in pain relief.  The MTUS 

guidelines states that manipulation is recommended for chronic pain if caused by 

musculoskeletal conditions. Manual Therapy is widely used in the treatment of musculoskeletal 

pain. The intended goal or effect of Manual Medicine is the achievement of positive 

symptomatic or objective measurable gains in functional improvement that facilitate progression 

in the patient's therapeutic exercise program and return to productive activities. Manipulation is 

manual therapy that moves a joint beyond the physiologic range-of-motion but not beyond the 

anatomic range-of-motion.  It is indicated for low back pain but not ankle and foot conditions, 

carpal tunnel syndrome, forearm/wrist/hand pain, or knee pain. The use of active treatment 

modalities instead of passive treatments is associated with substantially better clinical outcomes. 

(Fritz, 2007) Active treatments also allow for fading of treatment frequency along with active 

self-directed home PT, so that less visits would be required in uncomplicated cases. The 

guidelines state the following: Low back: Recommended as an option. Therapeutic care: Trial of 

6 visits over weeks, with evidence of objective functional improvement, total of up to 18 visits 

over 6-8 weeks. Elective/maintenance care: Not medically necessary. Recurrences/flare-ups: 

Need to reevaluate treatment success, if RTW achieved then 1-2 visits every 4-6 months. Ankle 

& Foot: Not recommended. Carpal tunnel syndrome: Not recommended. Forearm, Wrist, & 

Hand: Not recommended. Knee: Not recommended. In this case, the patient does not qualify for 

the number of physical therapy sessions requested. An initial trial of 6 treatments is supported 

by the guidelines.  As such, the request is not medically necessary. 

 

Vicodin 5/325mg #60: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 

2009. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Opioids, criteria for use. 

 

Decision rationale: The request is for the use of a medication in the opioid class. The MTUS 

guidelines state that for ongoing treatment with a pharmaceutical in this class, certain 

requirements are necessary.  This includes not only adequate pain control, but also functional 

improvement. Four domains have been proposed for management of patients on opioids. This 

includes pain relief, side effects, physical and psychosocial functioning, and the occurrence of 

any potentially aberrant drug-related behaviors.  In this case, there is inadequate documentation 

of persistent functional improvement seen.  There are also no records revealing a trial of first-

line medication therapy.  As such, the request is not medically necessary.  All opioid 

medications should be titrated down slowly in order to prevent a significant withdrawal 

syndrome. 


