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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: lowa, Illinois, Hawaii

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine, Public Health &
General Preventive Medicine

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 50 year old male, who sustained an industrial injury on June 10, 2014,
incurring low back and right knee injuries. He was diagnosed with lumbar degenerative disc
disease, lumbar sprain, thoracic sprain and right knee patellar tendinitis. Treatment included
acupuncture, cortisone injections, physical therapy, and pain management. Currently, the
injured worker complained of constant upper and mid back pain throbbing and burning radiating
into his neck interfering with his activities of daily living. His pain was worsened with bending
forward, twisting straining, and sitting, lifting and walking. The treatment plan that was
requested for authorization included a Magnetic Resonance Imaging of the thoracic spine,
chiropractic sessions for the thoracic spine for four weeks and physical therapy for the thoracic
spine for four weeks.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

MRI of the Thoracic Spine: Upheld




Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Indications for
imaging.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 287-315. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)
Low Back - Lumbar & Thoracic (Acute & Chronic), MRIs (magnetic resonance imaging).

Decision rationale: MTUS and ACOEM recommend MRI, in general, for low back pain when
‘cauda equine, tumor, infection, or fracture are strongly suspected and plain film radiographs are
negative, MRI test of choice for patients with prior back surgery, ACOEM additionally
recommends against MRI for low back pain 'before 1 month in absence of red flags'. ODG
states, 'Imaging is indicated only if they have severe progressive neurologic impairments or signs
or symptoms indicating a serious or specific underlying condition, or if they are candidates for
invasive interventions'. ODG lists criteria for low back and thoracic MRI, indications for
imaging, Magnetic resonance imaging: Thoracic spine trauma: with neurological deficit; Lumbar
spine trauma: trauma, neurological deficit; Lumbar spine trauma: seat belt (chance) fracture (If
focal, radicular findings or other neurologic deficit); Uncomplicated low back pain, suspicion of
cancer, infection, other 'red flags'; Uncomplicated low back pain, with radiculopathy, after at
least 1 month conservative therapy, sooner if severe or progressive neurologic deficit.
Uncomplicated low back pain, prior lumbar surgery; Uncomplicated low back pain, cauda
equina syndrome; Myelopathy (neurological deficit related to the spinal cord), traumatic-
Myelopathy, painful; Myelopathy, sudden onset; Myelopathy, stepwise progressive;
Myelopathy, slowly progressive; Myelopathy, infectious disease patient; Myelopathy, oncology
patient. While the patient does have pain lasting greater than one month, there is no documented
conservative therapy or progressive neurological deficit. The medical notes provided did not
document (physical exam, objective testing, or subjective complaints) any red flags, significant
worsening in symptoms or other findings suggestive of the pathologies outlined in the above
guidelines. As such, the request for MRI of the Thoracic Spine is not medically necessary.

Chiropractic for the thoracic spine, three times a week for four weeks: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Manual Therapy and Manipulation.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Manual
therapy & manipulation Page(s): 58-60. Decision based on Non-MTUS Citation Official
Disability Guidelines (ODG) Low Back - Lumbar & Thoracic (Acute & Chronic), Chiropractic,
Manipulation.

Decision rationale: The ODG recommends chiropractic treatment as an option for acute low
back pain, but additionally clarifies that ‘'medical evidence shows good outcomes from the use of
manipulation in acute low back pain without radiculopathy (but also not necessarily any better
than outcomes from other recommended treatments). If manipulation has not resulted in
functional improvement in the first one or two weeks, it should be stopped and the patient
reevaluated'. Additionally, MTUS states '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. Elective /maintenance care: Not medically necessary.
Recurrences/flare-ups, Need to reevaluate treatment success, if RTW achieved then 1-2 visits
every 4-6 months'. The request is in excess of the trial period. The treating provider will need to
demonstrated evidence of objective and measurable functional improvement during or after the
trial of therapeutic care to warrant continued treatment. As such, the request for Chiropractic for
the thoracic spine, three times a week for four weeks is not medically necessary.

Physical Therapy for the thoracic, three times a week for four weeks: Upheld

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

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper Back
Complaints Page(s): 65-194, Chronic Pain Treatment Guidelines Physical Therapy, Physical
Medicine Page(s): 98-99. Decision based on Non-MTUS Citation Low Back - Lumbar &
Thoracic (Acute & Chronic), Physical Therapy, ODG Preface, Physical Therapy.

Decision rationale: The California MTUS guidelines refer to physical medicine guidelines for
physical therapy and recommends as follows: 'Allow for fading of treatment frequency (from up
to 3 visits per week to 1 or less), plus active self-directed home Physical Medicine.'
Additionally, ACOEM guidelines advise against passive modalities by a therapist unless
exercises are to be carried out at home by patient. ODG quantifies its recommendations with 10
visits over 8 weeks for lumbar sprains/strains and 9 visits over 8 weeks for unspecified
backache/lumbago. Regarding physical therapy, ODG states “Patients should be formally
assessed after a 'six-visit clinical trial' to see if the patient is moving in a positive direction, no
direction, or a negative direction (prior to continuing with the physical therapy); & (6) When
treatment duration and/or number of visits exceeds the guideline, exceptional factors should be
noted”. The medical documentation provided indicates this patient has previously attended
physical therapy, but it does not appear that the patient has attended therapy for the thoracic
spine. The request for 12 sessions is in excess of guidelines recommendations for a six visit
clinical trial. As such, the request for Physical Therapy for the thoracic, three times a week for
four weeks is not medically indicated.



