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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 

Certification(s)/Specialty: Physical Medicine & Rehabilitation, Pain Management 

 

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 42 year old male who sustained a work related injury August 29, 2011. 

Past history included two level decompression and fusion surgery May 23, 2013. While 

recycling oil from a container, some spilled, his foot slipped and trying to maintain the container, 

he experienced pain in his upper and lower back as well as left leg pain. An MRI of the lumbar 

spine, dated January 15, 2014, report is present in the medical record. According to a primary 

treating physician's progress report dated June 1, 2015, he complains of neck pain, difficulty 

raising his arm up over his head, middle- low back pain with burning down both legs, and 

depression. Objective findings included; cervical spine tenderness, thoracic and lumbar spine 

tenderness with limited range of motion, and positive straight leg raise. Diagnoses are cervical 

sprain, strain; thoracic sprain strain; lumbar strain with radicular complaints. Treatment plan 

included referral for depression, referral for pain management, and at issue, a request for 

authorization for a lumbar support and aquatic therapy 2 x 4 lumbar for flare-up. Notes indicate 

that being on his feet worsens his symptoms. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Lumbar support: Upheld 



Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints. 

 

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

Page(s): 301. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low 

Back Chapter, Lumbar Supports. 

 

Decision rationale: Regarding the request for lumbar support, ACOEM guidelines state that 

lumbar supports have not been shown to have any lasting benefit beyond the acute phase of 

symptom relief. ODG states that lumbar supports are not recommended for prevention. They go 

on to state the lumbar support are recommended as an option for compression fractures and 

specific treatment of spondylolisthesis, documented instability, and for treatment of nonspecific 

low back pain. ODG goes on to state that for nonspecific low back pain, compared to no lumbar 

support, elastic lumbar belt maybe more effective than no belt at improving pain at 30 and 90 

days in people with subacute low back pain lasting 1 to 3 months. However, the evidence was 

very weak. Within the documentation available for review, it does not appear that this patient is 

in the acute or subacute phase of his treatment. Additionally, there is no documentation 

indicating that the patient has a diagnosis of compression fracture, spondylolisthesis, or 

instability. As such, the currently requested lumbar support is not medically necessary. 

 

Aquatic therapy 2 times a week for 4 weeks (lumbar) for flare up: Upheld 

 

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

Aquatic therapy; Physical Medicine Guidelines Page(s): 22, 99. 

 

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

Page(s): 298, Chronic Pain Treatment Guidelines Page 22, 98-99 of 127. Decision based on Non- 

MTUS Citation Official Disability Guidelines (ODG) Low Back Chapter, Physical Therapy. 

 

Decision rationale: Regarding the request for aquatic therapy 8 visits, Chronic Pain Treatment 

Guidelines state that aquatic therapy is recommended as an optional form of exercise therapy 

where available as an alternative to land-based physical therapy. They go on to state that it is 

specifically recommended whenever reduced weight bearing is desirable, for example extreme 

obesity. Guidelines go on to state that for the recommendation on the number of supervised 

visits, see physical therapy guidelines. Within the documentation available for review, there is no 

indication as to how many physical/aquatic therapy sessions the patient has undergone and what 

specific objective functional improvement has been obtained with the therapy sessions already 

provided. Finally, there is no statement indicating whether the patient is performing a home 

exercise program on a regular basis, and whether or not that home exercise program has been 

modified if it has been determined to be ineffective. Finally, guidelines support the use of a trial 

of approximately 4-6 visits with additional visits being supported based upon objective 

functional improvement and ongoing treatment goals. There is no provision to modify the current 

request to allow for a trial. In the absence of clarity regarding those issues, the currently 

requested aquatic therapy 8 visits are not medically necessary. 



 


