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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, Indiana, New York
Certification(s)/Specialty: Internal 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 29 year old male who sustained an industrial injury on 3-21-12. The
injured worker reported back pain with radicular symptoms. A review of the medical records
indicates that the injured worker is undergoing treatments for status post L3-4, L4-5 fusion with
residual lumbar radiculopathy. Treatment has included physical therapy, Norco since at least
January of 2015, status post lumbar fusion, and lumbar spine radiographic studies (2-20-15),
Soma since at least April of 2015, computed tomography of lumbar spine (6-5-15), magnetic
resonance imaging of lumbar spine (6-5-15), injection therapy, Lyrica and Neurontin. Objective
findings dated 8-17-15 were notable for tenderness to palpation to mid-lumbar lower spine with
"diminished perception to light touch to the left lateral shin and anterior foot of the left lower
extremity". The original utilization review (10-21-15) denied a request for Referral to Pain
Management and Physical therapy 2x a week for 6 weeks.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Referral to Pain Management: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009, Section(s): Psychological evaluations, IDDS & SCS (intrathecal drug delivery systems &




spinal cord stimulators), Spinal cord stimulators (SCS). Decision based on Non-MTUS Citation
Official Disability Guidelines (ODG) Pain Chapter Spinal cord stimulation.

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s):
General Approach, Initial Assessment.

Decision rationale: Pursuant to the ACOEM, referral to pain management is not medically
necessary. An occupational health practitioner may refer to other specialists if the diagnosis is
certain or extremely complex, when psychosocial factors are present, or when the plan or course
of care may benefit from additional expertise. A consultation is designed to aid in the diagnosis,
prognosis and therapeutic management of a patient. The need for a clinical office visit with a
healthcare provider is individualized based upon a review of patient concerns, signs and
symptoms, clinical stability and reasonable physician judgment. The determination is also based
on what medications the patient is taking, since some medications such as opiates for certain
antibiotics require close monitoring. The indications for stimulator implantation are complex
regional pain syndrome (CRPS) or failed back surgery syndrome when all of the following are
present: there has been a limited response to non-interventional care; psychological clearance
indicates realistic expectations and clearance for the procedure; no current evidence of substance
abuse issues; no contraindication to a trial; permanent placement requires evidence of 50% pain
relief with medication reduction or functional improvement after temporary trial. In this case, the
injured worker's working diagnosis is status post L3 - L4 and L4 - L5 fusion with residual
lumbar radiculopathy. Date of injury is March 21, 2012. Request for authorization is October 12,
2015. The injured worker underwent the surgery lumbar surgery on March 26, 2014. The
postoperative diagnosis is lumbar disc displacement with radiculopathy, lumbar
spondylolisthesis and lumbar stenosis. According to a September 24, 2015 progress note, the
injured worker is status post facet joint injections and epidural steroid injections. Subjectively
the injured worker has low back pain that radiates to the lower extremities, left greater than right.
Obijectively, there is no physical examination record. The treating provider is requesting a
consultation with pain management (J)- The injured worker has seen N
consultation dating back to January 7, 2012. According to the utilization review, the injured
worker has psychological clearance that indicates the injured worker has realistic expectations
and is cleared for the procedure. The injured worker had one previous back operation and has
symptoms primarily in the lower extremities (radicular symptoms). There is no clinical
indication or rationale for a pain management referral regarding a spinal cord stimulator trial. A
spinal cord stimulator trial appears to be clinically indicated. Based on clinical information in the
medical record and the peer-reviewed evidence-based guidelines, referral to pain management is
not medically necessary.

Physical therapy 2x a week for 6 weeks: Upheld
Claims Administrator guideline: The Claims Administrator did not base their decision on the

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low
Back Chapter; ACOEM Pain, Suffering and the Restoration of function Chapter page 114.



MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 20009,
Section(s): Physical Medicine. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Low back section, Physical therapy.

Decision rationale: Pursuant to the Chronic Pain Medical Treatment Guidelines and the Official
Disability Guidelines, physical therapy two times per week times six weeks is not medically
necessary. Patients should be formally assessed after a six visit clinical trial to see if the patient
IS moving in a positive direction, no direction or negative direction (prior to continuing with
physical therapy). When treatment duration and/or number of visits exceeds the guideline,
exceptional factors should be noted. In this case, the injured worker's working diagnosis is status
post L3 - L4 and L4 - L5 fusion with residual lumbar radiculopathy. Date of injury is March 21,
2012. Request for authorization is October 12, 2015. The injured worker underwent the surgery
lumbar surgery on March 26, 2014. The postoperative diagnosis is lumbar disc displacement
with radiculopathy, lumbar spondylolisthesis and lumbar stenosis. According to a September 24,
2015 progress note, the injured worker is status post facet joint injections and epidural steroid
injections. Subjectively the injured worker has low back pain that radiates to the lower
extremities, left greater than right. Objectively, there is no physical examination record. The
treating provider is requesting a consultation with pain management (S )- The injured
worker has seen |l consultation dating back to January 7, 2012. According to the
utilization review, the injured worker has psychological clearance that indicates the injured
worker has realistic expectations and is cleared for the procedure. The injured worker had one
previous back operation and has symptoms primarily in the lower extremities (radicular
symptoms). A review of the medical record indicates that as of July 19, 2015 the injured worker
completed 13 physical therapy sessions and had 28 sessions of physical therapy authorized. The
total number of physical therapy sessions to date is not specified. The injured worker should be
well acquainted with the exercises performed during physical therapy (28 sessions) to engage in
a home exercise program. There is no documentation demonstrating objective functional
improvement. There are no compelling clinical facts indicating additional physical therapy over
the recommended guidelines is clinically indicated. Based on clinical information in the medical
record, peer-reviewed evidence-based guidelines, no documentation indicating the total number
of physical therapy sessions to date (at a minimum 28 sessions), no documentation
demonstrating objective functional improvement and no compelling clinical facts indicating
additional physical therapy over the recommended guidelines is clinically indicated, physical
therapy two times per week times six weeks is not medically necessary.





