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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, District of Columbia, Maryland 

Certification(s)/Specialty: Anesthesiology, 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: 

 

This injured worker is a 63-year-old male who reported an industrial injury on 5-4-2015.  His 

diagnoses, and or impression, were noted to include thoracic spine sprain/strain; lumbar spine 

strain, rule-out herniated nucleus pulposus; and pain-related anxiety and depression.  No current 

imaging studies were noted.  His treatments were noted to include aqua therapy; lumbar back 

brace; medication management with urine toxicology screenings; and working normal duties 

versus being temporarily totally disabled. The progress notes of 5-12-2015 reported frequent 

mid and low back pain that shot to the bilateral legs, causing right leg numbness, worsened with 

driving and sitting; and of being under a lot of stress at work causing difficulty sleep. Objective 

findings were noted to include painful and decreased thoracic range-of-motion; and decreased 

lumbar range-of-motion with positive right straight leg raise.  The physician's requests for 

treatments were noted to include x-ray studies of the thoracic and lumbar spine, and a back 

brace.  

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

MRI of T/S: Upheld 



Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints.  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Low Back- Lumbar & Thoracic (updated 05/15/2015) Online Version.  

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper Back 

Complaints Page(s): 177.  

 

Decision rationale: ACOEM guidelines support ordering of imaging studies for emergence of 

red flags, physiologic evidence of tissue insult or neurologic dysfunction, failure to progress in a 

strengthening program intended to avoid surgery, and clarification of the anatomy prior to an 

invasive procedure. Physiologic evidence may be in the form of definitive neurologic findings 

on physical examination, electrodiagnostic studies, laboratory tests, or bone scans. Unequivocal 

findings that identify specific nerve compromise on the neurologic examination are sufficient 

evidence to warrant imaging studies if symptoms persist. When the neurologic examination is 

less clear, however, further physiologic evidence of nerve dysfunction can be obtained before 

ordering an imaging study. Electromyography (EMG), and nerve conduction velocities (NCV), 

including H-reflex tests, may help identify subtle focal neurologic dysfunction in patients with 

neck or arm symptoms, or both, lasting more than three or four weeks. X-ray of the thoracic 

spine dated 5/21/15 documented mild scoliosis. The documentation submitted for review did not 

contain evidence of any red flag neurologic findings on physical examination. Medical necessity 

cannot be affirmed and therefore is not medically necessary.  

 

MRI of L/S: Upheld 

 

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

Complaints.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low 

Back- Lumbar & Thoracic (updated 05/15/2015) Online Version.  

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper Back 

Complaints Page(s): 177.  

 

Decision rationale: ACOEM guidelines support ordering of imaging studies for emergence of 

red flags, physiologic evidence of tissue insult or neurologic dysfunction, failure to progress in a 

strengthening program intended to avoid surgery, and clarification of the anatomy prior to an 

invasive procedure. Physiologic evidence may be in the form of definitive neurologic findings 

on physical examination, electrodiagnostic studies, laboratory tests, or bone scans. Unequivocal 

findings that identify specific nerve compromise on the neurologic examination are sufficient 

evidence to warrant imaging studies if symptoms persist. When the neurologic examination is 

less clear, however, further physiologic evidence of nerve dysfunction can be obtained before 

ordering an imaging study. Electromyography (EMG), and nerve conduction velocities (NCV), 

including H-reflex tests, may help identify subtle focal neurologic dysfunction in patients with 

neck or arm symptoms, or both, lasting more than three or four weeks. X-ray of the lumbar spine 

dated 5/21/15 documented 50 percent disc space lost at L3-L4. The report of the examination 

was not available for review. The documentation submitted for review did not contain evidence 

of any red flag neurologic findings on physical examination. Medical necessity cannot be 

affirmed and therefore is not medically necessary.  



 

Continue chiropractic treatment 3x6: Upheld 

 

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

Complaints, Chapter 8 Neck and Upper Back Complaints.  Decision based on Non-MTUS 

Citation Official Disability Guidelines (ODG) Low Back - Lumbar & Thoracic (updated 

05/15/2015) Online Version.  

 

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

Therapy & Manipulation Page(s): 58.  Decision based on Non-MTUS Citation Official 

Disability Guidelines (ODG) Low Back, Manipulation.  

 

Decision rationale: With regard to chiropractic treatment, the MTUS CPMTG states: 

"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." Per the ODG TWC, 

a trial of 6 visits over 2 weeks is supported, with evidence of objective functional improvement, 

up to 18 visits over 6-8 weeks. The documentation submitted for review indicates that the 

injured worker has been previously treated with chiropractic care. The documentation submitted 

for review did not indicate the number of treatments or the response to treatment. Absent this 

documentation, the medical necessity of continued chiropractic treatment cannot be affirmed and 

therefore is not medically necessary.  

 
 

Range of motion testing: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints, Chapter 12 Low Back Complaints.  

 

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

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

Flexibility.  

 

Decision rationale: The MTUS guidelines are silent on range of motion testing. Per the ODG 

guidelines with regard to flexibility: Not recommended as primary criteria but should be a part of 

a routine musculoskeletal evaluation. The relation between lumbar range of motion measures 

and functional ability is weak or nonexistent. This has implications for clinical practice as it 

relates to disability determination for patients with chronic low back pain, and perhaps for the 

current impairment guidelines of the American Medical Association. (Parks, 2003) (Airaksinen, 

2006) The value of the sit-and-reach test as an indicator of previous back discomfort is 

questionable. (Grenier, 2003) The AMA Guides to the Evaluation of Permanent Impairment, 5th 

edition, state, "an inclinometer is the preferred device for obtaining accurate, reproducible 

measurements in a simple, practical and inexpensive way" (p 400). They do not recommend 

computerized measures of lumbar spine range of motion which can be done with inclinometers, 

and where the result (range of motion) is of unclear therapeutic value. (Andersson, 2000) 

Measurement of three dimensional real time lumbar spine motion including derivatives of 

velocity and acceleration has greater utility in detecting patients with low back disorder than 

range of motion. (Cherniack, 2001) See also Stretching. As range of motion testing of the lumbar 



spine is not recommended by the guidelines, the request is not medically necessary.  

 

Urine toxicology: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain 

(updated 06/15/2015) - Online version.  

 

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

77.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain, Urine 

drug testing.  

 

Decision rationale: The MTUS guidelines regarding Steps to take before a Therapeutic Trial of 

Opioids: (a) Attempt to determine if the pain is nociceptive or neuropathic. Also attempt to 

determine if there are underlying contributing psychological issues. Neuropathic pain may 

require higher doses of opioids, and opioids are not generally recommended as a first-line 

therapy for some neuropathic pain. (b) A therapeutic trial of opioids should not be employed 

until the patient has failed a trial of non-opioid analgesics. (c) Before initiating therapy, the 

patient should set goals, and the continued use of opioids should be contingent on meeting these 

goals. (d) Baseline pain and functional assessments should be made. Function should include 

social, physical, psychological, daily and work activities, and should be performed using a 

validated instrument or numerical rating scale. See Function Measures. (e) Pain related 

assessment should include history of pain treatment and effect of pain and function. (f) Assess 

the likelihood that the patient could be weaned from opioids if there is no improvement in pain 

and function. (g) The patient should have at least one physical and psychosocial assessment by 

the treating doctor (and a possible second opinion by a specialist) to assess whether a trial of 

opioids should occur. When subjective complaints do not correlate with imaging studies and/or 

physical findings and/or when psychosocial issue concerns exist, a second opinion with a pain 

specialist and a psychological assessment should be obtained. (h) The physician and surgeon 

should discuss the risks and benefits of the use of controlled substances and other treatment 

modalities with the patient, caregiver or guardian. (i) A written consent or pain agreement for 

chronic use is not required but may make it easier for the physician and surgeon to document 

patient education, the treatment plan, and the informed consent. Patient, guardian, and caregiver 

attitudes about medicines may influence the patient's use of medications for relief from pain. See 

Guidelines for Pain Treatment Agreement. This should include the consequences of non- 

adherence. (j) Consider the use of a urine drug screen to assess for the use or the presence of 

illegal drugs. The MTUS gives optional recommendation to urine drug screen prior to initiating 

to opioid therapy. Per the ODG guidelines: A point-of-contact (POC) immunoassay test is 

recommended prior to initiating chronic opioid therapy. This is not recommended in acute care 

situations (i. e. for treatment of nociceptive pain). There should be documentation of an 

addiction-screening test using a formal screening survey in the records prior to initiating 

treatment. If the test is appropriate, confirmatory lab testing is not required. See Opioids, 

screening tests for risk of addiction & misuse. The medical records contained no documentation 

of an inappropriate addiction-screening test. The request is not medically necessary.  

 

Back brace: Upheld 

 

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

Complaints.  

 

 



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

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

Lumbar supports.  

 

Decision rationale: Per the ODG with regard to lumbar supports: Not recommended for 

prevention. Recommended as an option for treatment; See below for indications; Prevention: 

Not recommended for prevention. There is strong and consistent evidence that lumbar supports 

were not effective in preventing neck and back pain. (Jellema-Cochrane, 2001) (Van Poppel, 

1997) (Linton, 2001) (Assendelft-Cochrane, 2004) (Van Poppel, 2004) (Resnick, 2005) Lumbar 

supports do not prevent LBP. (Kinkade, 2007) A systematic review on preventing episodes of 

back problems found strong, consistent evidence that exercise interventions are effective and 

other interventions not effective, including stress management, shoe inserts, back supports, 

ergonomic/back education, and reduced lifting programs. (Bigos, 2009) This systematic review 

concluded that there is moderate evidence that lumbar supports are no more effective than doing 

nothing in preventing low-back pain. (Van Duijvenbode, 2008) 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). As there is only very low-quality evidence supporting the use of back 

braces for the purpose of treatment, medical necessity cannot be affirmed and therefore is not 

medically necessary.  


