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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: New York, Tennessee 

Certification(s)/Specialty: Emergency 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 61 year old female injured worker suffered an industrial injury on 6-29-2012. The diagnoses 

included cervical musculoligamentous injury, myospasms and radiculopathy, lumbar disc 

protrusion, musculoligamentous injury, pain and radiculopathy, right rotator cuff tear, shoulder 

impingement and sprain-strain, left shoulder impingement, neuralgia and sprain-strain, and left 

carpal tunnel syndrome. On 8-13-2015 the treating provider reported cervical spine pain was 6 

out of 10, lumbar spine pain was rated 9 out of 10 with radiation to the legs with numbness and 

tingling, right shoulder pain rated 6 out of 10, right wrist pain at 7 out of 10 with tingling 

associated with grabbing, grasping and squeezing, and left wrist pain 4 out of10. On exam, the 

cervical, lumbar, left shoulder range of motion was reduced. The plan for acupuncture was to 

increased range of motion, increased activities of daily living and decrease pain. The Utilization 

Review on 8-31-2015 determined non-certification for acupuncture twice a week for four weeks 

and Aqua Therapy, 12 sessions. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Outpatient acupuncture twice a week for four weeks: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment 2007. 



MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment 2007. 

 

Decision rationale: Section 9792.24.1 of the California Code of regulations states that 

Acupuncture is used as an option when pain medication is reduced or not tolerated or as an 

adjunct to physical rehabilitation. It is the insertion and removal of filiform needles to stimulate 

acupoints (acupuncture points). Needles may be inserted, manipulated, and retained for a period 

of time. Acupuncture can be used to reduce pain, reduce inflammation, increase blood flow, 

increase range of motion, decrease the side effect of medication-induced nausea, promote 

relaxation in an anxious patient, and reduce muscle spasm. Acupuncture with electrical 

stimulation is the use of electrical current on the needles at the acupuncture site. It is used to 

increase effectiveness of the needles by continuous stimulation of the acupoint. Physiological 

effects (depending on location and settings) can include endorphin release for pain relief, 

reduction of inflammation, increased blood circulation, analgesia through interruption of pain 

stimulus, and muscle relaxation. It is indicated to treat chronic pain conditions, radiating pain 

along a nerve pathway, muscle spasm, inflammation, scar tissue pain, and pain located in 

multiple sites. Specific indications for treatment of pain include treatment of joint pain, joint 

stiffness, soft tissue pain and inflammation, paresthesias, post-surgical pain relief, muscle spasm 

and scar tissue pain. OGD states that acupuncture is not recommended for acute back pain, but is 

recommended as an option for chronic low back pain in conjunction with other active 

interventions. Acupuncture is recommended when use as an adjunct to active rehabilitation. 

Frequency and duration of acupuncture or acupuncture with electrical stimulation may be 

performed as follows: 1) Time to produce functional improvement: 3 to 6 treatments. 2) 

Frequency: 1 to 3 times per week. 3) Optimum duration: 1 to 2 months. Acupuncture treatments 

may be extended if functional improvement is documented. In this case the requested number of 

8 visits surpasses the number of six recommended for clinical trial to determine functional 

improvement. The request is not medically necessary and should not be authorized. 

 

Outpatient Aqua Therapy, 12 sessions: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Treatment in 

Workers' Compensation. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Aquatic therapy. 

 

Decision rationale: Aqua therapy is recommended as an optional form of exercise therapy, 

where available, as an alternative to land-based physical therapy. Aquatic therapy (including 

swimming) can minimize the effects of gravity, so it is specifically recommended where reduced 

weight bearing is desirable, for example extreme obesity. Water exercise improved some 

components of health-related quality of life, balance, and stair climbing in females with 

fibromyalgia, but regular exercise and higher intensities may be required to preserve most of 

these gains. The recommended number of visits follows those recommended for land-based 

physical therapy. 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 therapy). When treatment duration and/or number of visits exceed the guideline, 

exceptional factors should be noted. Recommended number of visits for myalgia and myositis is 

9-10 visits over 8 weeks; and for neuralgia, neuritis, and radiculitis is 8-10 visits over 4 weeks. 

In this case, the request is for 12 sessions in addition to 12 treatments that the patient has already 

received. There is no documentation of objective evidence of functional improvement. In 

addition, the total number or 24 treatments exceeds the recommended maximum of 10 visits. 

The request is not medically necessary and should not be authorized. 


