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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 

 

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 (IW) is a 65 year old male who sustained an industrial injury on 09/30/2000. 

The original injury report and mechanism of injury are not found in the records provided. The 

injured worker was diagnosed as having: bilateral lumbosacral facet syndrome, lumbar spine 

strain, myofascial pain syndrome, and fracture of pelvis. Treatment to date has included 

medications, injections, and radiologic imaging. Currently, the injured worker complains of pain 

in the lumbosacral spine-sacroiliac joints with some numbness of the area and spasms. He has 

left knee pain with buckling. On exam, there is sacroiliac joint tenderness. The left knee has 

positive McMurray test. The plan of care includes use of a back brace, a left knee brace, and SI 

joint injections. Medications include Naprosyn, Omeprazole, Flexeril, Neurontin, and 

Menthoderm ointment. A request for authorization was made for the following: Back brace, Left 

knee brace, and Bilateral sacroiliac joint injection, quantity: 2. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Back brace: Upheld 

 

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

Complaints Page(s): 298-301. 



 

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

Page(s): 301 Low Back, Lumbar brace. 

 

Decision rationale: There is no indication of instability, compression fracture, or 

spondylolisthesis precautions to warrant a lumbar support beyond the acute injury phase. 

Reports have not adequately demonstrated the medical indication for the custom back brace. 

Based on the information provided and the peer-reviewed, nationally recognized guidelines, the 

request for an LSO cannot be medically recommended. CA MTUS states that lumbar supports 

have not been shown to have any lasting benefit beyond the acute phase of symptom relief. This 

claimant is well beyond the acute phase for this chronic injury. In addition, ODG states that 

lumbar supports are not recommended for prevention and is under study for the treatment of 

nonspecific LBP and only recommended as an option for compression fractures and specific 

treatment of spondylolisthesis, documented instability, post-operative treatment, not 

demonstrated here. The Back brace is not medically necessary and appropriate. 

 

Left knee brace: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 13 Knee 

Complaints Page(s): 339-340. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 13 Knee Complaints 

Page(s): 339-340 Knee: Bracing. 

 

Decision rationale: Guidelines states knee bracing is a treatment option in conjunction with an 

active exercise program for diagnoses of significant osteoarthritis to delay possible total knee 

arthroplasty. Clinical exam has not demonstrated any severe acute red-flag conditions or 

limitation in ADLs as a result of the patient's knee condition to support for this active knee 

brace. Additionally, per Guidelines, prefabricated knee braces may be appropriate in patients 

with one of the following conditions such as Knee instability; Ligament insufficiency/ 

deficiency; Reconstructed ligament; Articular defect repair; Avascular necrosis; Meniscal 

cartilage repair; Painful failed total knee arthroplasty; Painful high tibial osteotomy; Painful uni-

compartmental osteoarthritis; or Tibial plateau fracture, none demonstrated here. Functional 

knee braces may be considered medically necessary in the treatment of a chronically unstable 

knee secondary to a ligament deficiency. The medial and lateral hinge and derotational types 

specifically used to treat collateral ligament and cruciate ligament and/or posterior capsule 

deficiencies should be the "off the shelf" type. The medical necessity of an active brace may be 

an individual consideration in patients with abnormal limb contour, knee deformity, or large 

size, all of which would preclude the use of the "off the shelf" model. There are no high quality 

studies or data in published peer-reviewed literature to show functional benefit or support the 

benefits of an active functional knee brace compared to the off-the-shelf type, in terms of 

activities of daily living. In addition, many of the active functional knee braces are designed 

specifically for participation in elective sports, not applicable in this case. Submitted reports 

have not adequately demonstrated the indication or clinical findings to support this knee brace. 

The Left knee brace is not medically necessary and appropriate. 



Bilateral sacroiliac joint injection, quantity: 2: 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) Treatment 

Index 20th Edition (web), 2015, Hip & Pelvis Chapter: Criteria for the use of Sacroiliac blocks. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Hip Chapter, SI 

Joint, pages 263-264. 

 

Decision rationale: ODG note etiology for SI joint disorder includes degenerative joint disease, 

joint laxity, and trauma (such as a fall to the buttock). The main cause is SI joint disruption from 

significant pelvic trauma. Sacroiliac dysfunction is poorly defined and the diagnosis is often 

difficult to make due to the presence of other low back pathology (including spinal stenosis and 

facet arthropathy). The diagnosis is also difficult to make as pain symptoms may depend on the 

region of the SI joint that is involved (anterior, posterior, and/or extra-articular ligaments). 

Although SI joint injection is recommended as an option for clearly defined diagnosis with at 

least 3 positive specific tests for motion palpation and pain provocation for SI joint dysfunction, 

none have been demonstrated on medical reports submitted. It has also been questioned as to 

whether SI joint blocks are the diagnostic gold standard as the block is felt to show low 

sensitivity, and discordance has been noted between two consecutive blocks (questioning 

validity). There is also concern that pain relief from diagnostic blocks may be confounded by 

infiltration of extra-articular ligaments, adjacent muscles, or sheaths of the nerve roots 

themselves. Submitted reports have not clearly defined symptom complaints, documented 

specific clinical findings or met the guidelines criteria with ADL limitations, failed conservative 

treatment trials, or functional improvement from treatment previously rendered for this chronic 

injury. The Bilateral sacroiliac joint injection, quantity: 2 is not medically necessary and 

appropriate. 


