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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. The expert 

reviewer is Board Certified in Emergency Medicine, and is licensed to practice in New York and 

Tennessee. 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/services. He/she is 

familiar with governing laws and regulations, including the strength of evidence hierarchy that 

applies to Independent Medical Review determinations. 

 

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 patient is a 55-year-old male who was injured on May 1, 2013. The patient continued to 

experience pain in his midback and thoracolumbar junction. Physical examination was notable 

for antalgic gait, decreased range of motion to cervical and dorsolumbar spine, hypertonicity to 

paraspinal muscles, intact motor function, intact sensation, and intact reflexes. Diagnoses 

included lumbar sprain/strain, cervical sprain/strain, and thoracic sprain/strain. Treatment 

included medications and physical therapy. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

TENS UNIT 6-9 MONTHS TRIAL: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

114-115. 

 

Decision rationale: TENS units are not recommended as a primary treatment modality, but a 

one-month home-based TENS trial may be considered as a noninvasive conservative option, if 

used as an adjunct to a program of evidence-based functional restoration, including reductions in 

medication use, for neuropathic pain, phantom limb pain, spasticity, and multiple sclerosis. 



Several published evidence-based assessments of transcutaneous electrical nerve stimulation 

(TENS) have found that evidence is lacking concerning effectiveness.  Functional restoration 

programs (FRPs) are designed to use a medically directed, interdisciplinary pain management 

approach geared specifically to patients with chronic disabling occupational musculoskeletal 

disorders. These programs emphasize the importance of function over the elimination of pain. 

FRPs incorporate components of exercise progression with disability management and 

psychosocial intervention. The patient was not participating in a functional restoration program. 

As such, the request is not medically necessary. 

 

SIX SESSIONS OF ACUPUNTURE FOR THE LUMBAR AND THORACIC: Overturned 

 

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment Guidelines. 

 

Decision rationale: Acupuncture is used as an option when pain medication is reduced or not 

tolerated or as an adjunct to physical rehabilitation. Acupuncture can be used to reduce pain, 

reduce inflammation, increase blood flow, increase range of motion, decrease the side effect of 

medication-induced nausea, promote relaxation in an anxious patient, and reduce muscle spasm. 

It is indicated to treat chronic pain conditions, radiating pain along a nerve pathway, muscle 

spasm, inflammation, scar tissue pain, and pain located in multiple sites. Specific indications for 

treatment of pain include treatment of joint pain, joint stiffness, soft tissue pain and 

inflammation, paresthesias, post-surgical pain relief, muscle spasm, and scar tissue pain. 

Acupuncture is not recommended for acute back pain, but is recommended as an option for 

chronic low back pain in conjunction with other active interventions. Acupuncture is 

recommended when use as an adjunct to active rehabilitation. The time to produce functional 

improvement is 3-6 treatments with a frequency of 1-3 times per week over the course of 1-2 

months. Acupuncture treatments may be extended if functional improvement is documented.  In 

this case the request is for six treatments. This correlates with the maximum number of 

treatments by which functional improvement should be seen. As such, the request is medically 

necessary. 

 

CHIROPRACTICE EVALUATION AND TREATMENT FOR LUMBAR AND 

THORACIC X12: Upheld 
 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

58. 

 

Decision rationale: Manual therapy and evaluation are 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. The time to produce functional improvement is 4-6 

treatments at a frequency of 1-2 times per week with a maximum duration of 8 weeks. In this 

case the patient had completed 12 sessions without benefit. Lack of past progress is an indicator 

that future therapy is unlikely to be effective. As such, the request is not medically necessary. 

 

ORTHOPEDIC CONSULTATION: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 305-306. 

 

Decision rationale: Referral for surgical consideration is indicated for patient who have severe 

and disabling lower leg symptoms in a distribution consistent with abnormalities on imaging 

studies (radiculopathy), preferably with accompanying objective signs of neural compromise; 

activity limitations due to radiating leg pain for more than one month or extreme progression of 

lower leg symptoms; clear clinical, imaging, and electrophysiologic evidence of a lesion that has 

been shown to benefit in both the short and long term from surgical repair; or failure of 

conservative treatment to resolve disabling radicular symptom. In this case the patient is not 

suffering from radiculopathy and his symptoms are not progressive. There is no change in his 

condition that would merit surgical intervention. As such, the request is not medically necessary. 

 

MRI FOR THORACIC AND LUMBAR SPINE: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 303. 

 

Decision rationale:  Imaging of the lumbosacral spine is indicated in patients with unequivocal 

objective findings that identify specific nerve compromise on the neurologic examination who do 

not respond to treatment and who would consider surgery an option. When the neurologic 

examination is less clear, however, further physiologic evidence of nerve dysfunction should be 

obtained before ordering an imaging study. Indiscriminant imaging will result in false-positive 

findings, such as disk bulges, that are not the source of painful symptoms and do not warrant 

surgery. Further investigation is indicated in patients with history of tumor, infection, abdominal 

aneurysm, or other related serious conditions, who have positive findings on examination. In this 

case the patient has no neurologic deficits. Motor function and sensation are intact. The imaging 

studies are not indicated and the request is not medically necessary. 


