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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: New Jersey, Alabama, California 
Certification(s)/Specialty: Neurology, 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 33-year-old male with an industrial injury dated 10/03/2013. The injured 
worker's diagnoses include lumbar disc disorder, lumbar radiculopathy and low back pain. 
Treatment consisted of diagnostic studies, prescribed medications, physical therapy, 
acupuncture, home exercise therapy and periodic follow up visits. In a progress note dated 
05/06/2015, the injured worker reported low back pain with radiation to the buttocks with 
numbness and weakness in left leg. Objective findings revealed restricted lumbar range of 
motion with pain and positive straight leg raises on the left side. The treating physician noted 
that the Magnetic Resonance Imaging (MRI) revealed disc protrusion at L4-5 and electro-
myography (EMG) revealed nerve damage on the left side. The treating physician prescribed 
services for Chiropractic treatment 2x3 weeks and Lidoderm 5% patches #30 now under 
review. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

Chiropractic treatment 2 x 3 weeks: Upheld 
 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 
Complaints, Chapter 8 Neck and Upper Back Complaints Page(s): 298-299, 153-154, Chronic 



Pain Treatment Guidelines manual therapy & manipulation Page(s): 58-60. Decision based on 
Non-MTUS Citation Official Disability Guidelines- chiropractic guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Manual 
therapy & manipulation Page(s): 58. 

 
Decision rationale: According to MTUS guidelines, Manual therapy & manipulation 
"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." Based on the 
patient's records, there is no functional deficits documented that could not be addressed with 
home exercise program. Chiropractic treatment is recommended for acute pain and not chronic 
pain. Therefore, the request for 6 Chiropractic visits is not medically necessary. 

 
Lidoderm 5% patches #30: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
topical analgesics. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Lidoderm (lidocaine patch) Page(s): 56. 

 
Decision rationale: According to MTUS guidelines, "Lidoderm is the brand name for a 
lidocaine patch produced by . Topical lidocaine may be recommended for 
localized peripheral pain after there has been evidence of a trial of first-line therapy (tri-cyclic or 
SNRI anti-depressants or an AED such as gabapentin." In this case, there is no documentation 
that the patient developed neuropathic pain that did not respond to first line therapy and the need 
for Lidoderm patch is unclear. There is no documentation of efficacy of previous use of 
Lidoderm patch. Therefore, the prescription of Lidoderm patches #30 is not medically 
necessary. 
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