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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 Physical Medicine and Rehabilitation and is licensed to practice in 

California. 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 49 year old female with date of injury 06/28/00. The treating physician report 

dated 10/15/14 indicates that the patient presents with pain affecting her neck, low back, bilateral 

hands, left foot and leg. The physical examination findings reveal the cervical spine exhibits 

tenderness to palpation about the paracervical and trapezial musculatures.  There is a positive 

cervical distraction test.  There are muscle spasms, and decreased ROM due to pain. The 

examination of the bilateral shoulders reveals tenderness to palpation about the anterolateral 

shoulder and supraspinatus, there is mild tenderness extending to the pectoralis, restricted ROM 

due to pain, and there is rotator cuff weakness. In the physical examination of the lumbosacral 

spine reveals increased tone and tenderness about the paralumbar musculature with tenderness at 

the midline thoraco-lumbar junction and over the level of L5-S1 facets and right greater sciatic 

notch. Previous treatment history includes eight chiropractic treatments and notices a decrease in 

pain by 35%. The current diagnoses are: 1. Cervical Spine sprain/strain with radicular 

complaints, 2. Bilateral shoulders rotator cuff tendinitis/bursitis, 3. Left wrist tenosynovitis, 4. 

Status post lumbar spine surgeries x 4, 5. Status post AME of . The utilization review 

report dated 10/27/14 denied the request for a Lumbar Brace and additional chiropractic visits 

based on lack of medical necessity. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Lumbar Brace:  Overturned 

 



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

MTUS.  Decision based on Non-MTUS Citation ODG, Low Back, Lumbar supports 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Online Low Back 

Chapter 

 

Decision rationale: The patient presents with low back, neck, left leg, left foot, and bilateral 

hand pain. The current request is for a Lumbar Brace. The treating physician report dated 

10/15/14 states, "I would like to request authorization for the patient to be provided with a 

lumbar brace to assist with her activities of daily living.  Status post lumbar spine surgeries x4 

(L4-S1 ant & post fusion)."  The ODG guidelines for lumbar supports state, "Not recommended 

for prevention. Recommended as an option for treatment. Treatment: Recommended as an option 

for compression fractures and specific treatment of spondylolisthesis, documented instability, 

and for treatment of nonspecific LBP (very low-quality evidence, but may be a conservative 

option)."  In this case the patient has chronic lower back pain and is status post lumbar fusion 

surgery.  The ODG has limited support for a lumbar brace and the request appears to be 

reasonable and medically necessary.  Recommendation is for authorization. 

 

Additional Chiro 2 x a week for 4 weeks:  Upheld 

 

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

Manual therapy & manipulation.   

 

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

58-59.   

 

Decision rationale: The patient presents with low back, neck, left leg, left foot, and bilateral 

hand pain. The current request is for an Additional Chiro 2 x a week for 4 weeks. The MTUS 

Guidelines state, "Recommended for chronic pain if caused by musculoskeletal conditions. Low 

Back: Recommended as an option. Therapeutic care - Trial of 6 visits over 2 weeks, with 

evidence of objective functional improvement, total of up to 18 visits over 6-8 weeks." In this 

case the treating physician has indicated that the patient has completed eight chiropractic 

sessions with a 35% reduction of pain.  The treating physician does not document any functional 

improvement as required by the MTUS guidelines to substantiate additional treatments.  

Recommendation is for denial. 

 

 

 

 




