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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: Indiana 

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 53-year-old female who sustained an industrial injury on 11/26/2007. 

Diagnoses include cervical disc disease, lumbar disc disease, impingement of the right shoulder, 

arthritis of the left thumb, and right knee sprain. Treatment to date has included diagnostic 

studies, medications, physical therapy, acupuncture treatments, and chiropractic sessions. A 

physician progress note dated 04/22/2014 documents the injured worker complains of neck pain, 

which is moderate and radiates to both upper extremities, low back pain, which is severe and 

radiates to both lower extremities, and right shoulder pain, which is moderate and radiates to her 

right hand. She has decreased range of motion in the lumbar spine and right shoulder. There is 

tenderness to palpation and spasm in the lumbar sacral area and right shoulder. Treatment 

requested is for chiro, home therapy, and Soma 350mg. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Home Therapy:  Upheld 

 

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

Physical Therapy Medicine Page(s): 99.   

 



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

Medicine Page(s): 98-99.  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Low Back - Lumbar & Thoracic (Acute & Chronic), Physical Therapy. 

 

Decision rationale: California MTUS guidelines refer to physical medicine guidelines for 

physical therapy and recommends as follows: Allow for fading of treatment frequency (from up 

to 3 visits per week to 1 or less), plus active self-directed home Physical Medicine. Additionally, 

ACOEM guidelines advise against passive modalities by a therapist unless exercises are to be 

carried out at home by patient. ODG quantifies its recommendations with 10 visits over 8 weeks 

for lumbar sprains/strains and 9 visits over 8 weeks for unspecified backache/lumbago. ODG 

further states that a six-visit clinical trial of physical therapy with documented objective and 

subjective improvements should occur initially before additional sessions are to be warranted. 

Medical records indicate the employee has had initial trial used. However, there is no 

documentation of the pain relief or functional benefits from these sessions and no plan on how 

more sessions will improve the employee's condition. Furthermore, there is no justification as to 

why the sessions must occur at home. As such, the request is not medically necessary. 

 

Chiro (2 times a week for 4 weeks):  Upheld 

 

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

Manual Therapy Page(s): 58.   

 

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

Therapy Page(s): 58-60.  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Low Back - Lumbar & Thoracic (Acute & Chronic), Chiropractic, Manipulation. 

 

Decision rationale: ODG recommends chiropractic treatment as an option for acute low back 

pain, but additionally clarifies that medical evidence shows good outcomes from the use of 

manipulation in acute low back pain without radiculopathy (but also not necessarily any better 

than outcomes from other recommended treatments). If manipulation has not resulted in 

functional improvement in the first one or two weeks, it should be stopped and the patient 

reevaluated. Additionally, MTUS states that chiropractic care for the low back is recommended 

as an option. A Trial of 6 visits over 2 weeks, with evidence of objective functional 

improvement, total of up to 18 visits over 6-8 weeks for therapeutic care. Elective /maintenance 

care not medically necessary. If recurrences or flare-ups happens then treatment success needs to 

reevaluated, if RTW achieved then 1-2 visits every 4-6 months. Medical documents indicate that 

patient has undergone approximately previous chiropractic sessions, which would not be 

considered in the trial period anymore. The treating provider has not demonstrated evidence of 

objective and measurable functional improvement during or after the trial of therapeutic care to 

warrant continued treatment. As such, the request is not medically necessary. 

 

Soma 350mg:  Upheld 

 

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

Soma Page(s): 105.   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Soma, 

Muscle Relaxants Page(s): 63-66.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) Chronic Pain, Soma (Carisoprodol). 

 

Decision rationale: MTUS states regarding Carisoprodol, Not recommended. This medication is 

not indicated for long-term use. Carisoprodol is a commonly prescribed, centrally acting skeletal 

muscle relaxant whose primary active metabolite is meprobamate (a schedule-IV controlled 

substance). Carisoprodol is now scheduled in several states but not on a federal level. It has been 

suggested that the main effect is due to generalized sedation and treatment of anxiety. Abuse has 

been noted for sedative and relaxant effects. In regular abusers, the main concern is the 

accumulation of meprobamate. Carisoprodol abuse has also been noted in order to augment or 

alter effects of other drugs. ODG States that Soma is not recommended. This medication is FDA-

approved for symptomatic relief of discomfort associated with acute pain in musculoskeletal 

conditions as an adjunct to rest and physical therapy. This medication is not indicated for long-

term use. There is no quantity indicated for the medication. Therefore, the request is not 

medically necessary. 

 


