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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: Preventive Medicine, Occupational 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 30 year old male, who sustained an industrial injury on 6-21-12. He 

reported low back pain. The injured worker was diagnosed as having lumbar spine 

musculoligamentous sprain or strain with bilateral lower extremity radiculitis and bilateral 

sacroiliac joint sprain and headaches. Treatment to date has included epidural injections, 

bilateral L4-S1 facet blocks, percutaneous epidural decompression neuroplasty of L4, L5, and S1 

nerve roots, and physical therapy. Physical examination findings in on 9-11-15 included 

tenderness to palpation in the lumbar paravertebral musculature and bilateral sacroiliac joints 

with spasm and guarding. Sensation to pinprick and light touch was decreased along the right L5 

and S1 dermatomes. On 9-11-15, the injured worker complained of low back pain radiating to 

bilateral lower extremities, headaches, and sleep loss. On 9-11-15 the treating physician 

requested authorization for chiropractic therapy 2x4 for the lumbar spine, an interferential unit, a 

heating pad, Tramadol 150mg #60, Anaprox DS 500mg #60, and Fexmid 7.5mg #60. On 9-29-

15 the requests were non-certified. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

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



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

Chronic Pain Medical Treatment 2009, Section(s): Manual therapy & manipulation. 

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

Section(s): Manual therapy & manipulation. 

 
Decision rationale: The request is for 12 visits of chiropractic. The Chronic Pain Medical 

Treatment Guidelines allow for initial 4-6 visits after which time there should be documented 

functional improvement prior to authorizing more visits. The request for 12 chiropractic visits is 

more than what is medically necessary to establish whether the treatment is effective. Therefore 

this request is not medically necessary. 

 
IF unit: 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): Transcutaneous electrotherapy. 

 
Decision rationale: According to the MTUS an interferential current stimulation (ICS) is not 

recommended as an isolated intervention. There is no quality evidence of effectiveness except 

in conjunction with recommended treatments, including return to work, exercise and 

medications, and limited evidence of improvement on those recommended treatments alone. A 

TENS unit without interferential current stimulation is the recommended treatment by the 

MTUS. IF unit is not medically necessary. 

 
Heating pad: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not base their decision on 

the MTUS. Decision based on Non-MTUS Citation 

http://bettymills.com/shop/product/view/Chattanooga%20Therapy/Mon10063600.html. 

 
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), Cold/heat packs. 

 
Decision rationale: The Official Disability Guidelines recommended cold/heat packs as an 

option for acute pain. The age of the patients claim indicates it is well past the acute phase of 

the injury. Therefore, this request is not medically reasonable at this time. Heating pad is not 

medically necessary. 
 

Tramadol 150mg #60: Upheld 

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

2009, Section(s): Opioids (Classification). 

http://bettymills.com/shop/product/view/Chattanooga%20Therapy/Mon10063600.html
http://bettymills.com/shop/product/view/Chattanooga%20Therapy/Mon10063600.html


 

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

Section(s): Opioids for chronic pain. 

 
Decision rationale: The Chronic Pain Medical Treatment Guidelines state that continued or 

long-term use of opioids should be based on documented pain relief and functional 

improvement or improved quality of life. Tramadol is a centrally acting synthetic opioid 

analgesic and it is not recommended as a first-line oral analgesic. Despite the long-term use of 

Tramadol, the patient has reported very little, if any, functional improvement or pain relief over 

the course of the last 6 months. 

 
Anaprox DS 500mg #60: Upheld 

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

2009, Section(s): NSAIDs (non-steroidal anti-inflammatory drugs). Decision based on Non- 

MTUS Citation Official Disability Guidelines (ODG), Pain Chapter, NSAIDs. 

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

Section(s): NSAIDs (non-steroidal anti-inflammatory drugs). 

 
Decision rationale: The MTUS recommends NSAIDs at the lowest dose for the shortest period 

in patients with moderate to severe pain. NSAIDs appear to be superior to acetaminophen, 

particularly for patients with moderate to severe pain. There is no evidence of long-term 

effectiveness for pain or function. The medical record contains no documentation of functional 

improvement. Guidelines recommend NSAIDs as an option for short term symptomatic relief. 

Anaprox DS 500mg #60 is not medically necessary. 

 
Fexmid 7.5mg #60: Upheld 

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

2009, Section(s): Muscle relaxants (for pain). 

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

Section(s): Cyclobenzaprine (Flexeril). 

 
Decision rationale: The MTUS states that muscle relaxants are recommended with caution only 

on a short-term basis. Efficacy appears to diminish over time, and prolonged use of some 

medications in this class may lead to dependence. The patient has been taking the muscle 

relaxant for an extended period of time far longer than the short-term course recommended by 

the MTUS. Fexmid 7.5mg #60 is not medically necessary. 


