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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: Maryland
Certification(s)/Specialty: Physical Medicine & Rehabilitation, Neuromuscular 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 57 year old female with an industrial injury dated 02-27-2013. A review
of the medical records indicates that the injured worker is undergoing treatment for acquired
spondylolisthesis, neck sprain and strain, and headache. According to the progress note dated
08-24-2015, the injured worker reported continued chronic neck and back pain. The injured
worker continued to have radiation of her neck pain into her left cervical brachial region, which
was reported to be slightly better with use of extended release Tramadol. The injured worker
reported radiation of the back pain into her bilateral groin region and hips. The injured worker
also reported persistent headaches and memory issues. Current Medications: Gabapentin,
Pantoprazole-Protonix, Tramadol and Amlodipine. Objective findings (08-24-2015) revealed
anxiety, pain, tenderness to palpitation in the mid to lower part of the lumbar spine and cervical
spine bilateral. Treatment has included Magnetic Resonance Imaging (MRI) of cervical spine
dated 02-18-2015, Electromyography (EMG) and nerve conduction studies (NCS) of bilateral
upper extremity dated 11-26-2014, prescribed medications, chiropractic treatment, 4 sessions of
acupuncture therapy, 3 out of 6 sessions of physical therapy, epidural steroid injection (ESI),
medial branch blocks, neurologist consultation and periodic follow up visits. The treating
physician reported that the CT scan of the head was negative. The treating physician reported
that the Magnetic Resonance Imaging (MRI) of lumbar spine revealed anterolisthesis at L4-L5.
The treating physician reported that the Electromyography (EMG) of the lower extremities
revealed a right sided L5-S1 radiculopathy. The treating physician prescribed services for




I - T he utilization review dated 09-01-2015, non-certified the
request for |

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

I Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009, Section(s): Chronic pain programs, early intervention.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Chronic pain programs (S )

Decision rationale: | is "ot medically necessary per the MTUS
Guidelines. The MTUS states that treatment is not suggested for longer than 2 weeks without
evidence of demonstrated efficacy as documented by subjective and objective gains. The MTUS
states that total treatment duration should generally not exceed 20 full-day sessions (or the
equivalent in part-day sessions if required by part-time work, transportation, childcare, or
comorbidities). The MTUS does not support participation in a

without a thorough multidisciplinary evaluation. This request is not medically necessary. If a
patient is deemed necessary for an ] program the MTUS would not support greater than 2
weeks at a time without evidence of efficacy of the program. The request for a | N

I (s ot medically necessary.





