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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: Maryland
Certification(s)/Specialty: Physical Medicine & Rehabilitation, Neuromuscular 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 41 year old female who sustained an industrial injury August 19, 2014.
Past history included L5-S1 fusion 1999 and hypertension. Past treatment included medication
physical therapy and two lumbar epidural injections. According to an initial orthopedic spine
surgeon's evaluation dated August 27, 2015, the injured worker presented with complaints of
low back pain with pain and numbness radiating down both legs to the feet. Her pain increases
with lifting, bending, squatting, reaching, turning, prolonged sitting or lying down, driving and
household chores. She reports difficulty sleeping. Current medication included BuSpar, Soma,
Motrin, Fioricet, vitamins. Objective findings included; 20% loss of range of motion of the
lumbar spine and positive lumbosacral tenderness; gait normal, heel toe walk normal and
straight leg raise positive on the right, negative left. The physician documented an MRI of the
lumbar spine August 2014, impression showed mild generalized disc bulge at the L4-5 level,
eccentric toward the right; mild narrowing of the lateral recesses, great on the right; mild
bilateral neural foraminal narrowing; no significant canal stenosis; post-operative changes fusion
L5-S1 with interbody spacer, hardware and alignment intact. Diagnoses are disc pathology, L4-5
(by report); status post L5-S1 instrumented fusion. At issue, is the request for authorization for
an interferential unit, MRI, lumbar spine, and physical therapy. According to utilization review
dated September 30, 2015, the request for x-rays to the lumbar spine is certified. The requests
for MRI lumbar spine, Physical Therapy 2 x 4 lumbar spine, and Interferential Unit to the
lumbar spine are non-certified.




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

MRI lumbar 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 (ODG), Low
Back Chapter.

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s):
Special Studies. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)
Low Back -MRIs (magnetic resonance imaging).

Decision rationale: An MRI of the lumbar spine is not medically necessary per the MTUS and
the ODG Guidelines. The MTUS recommends imaging studies be reserved for cases in which
surgery is considered, or there is a red-flag diagnosis. The guidelines state that unequivocal
objective findings that identify specific nerve compromise on the neurologic examination are
sufficient evidence to warrant imaging in patients who do not respond to treatment. The ODG
recommends a lumbar MRI1 when there is a suspected red flag condition such as cancer or
infection or when there is a progressive neurologic deficit. Repeat MRI is not routinely
recommended, and should be reserved for a significant change in symptoms and/or findings
suggestive of significant pathology (eg, tumor, infection, fracture, neurocompression, recurrent
disc herniation). The documentation submitted does not reveal progressive neurologic deficits, or
a red flag diagnoses or significant change. The patient has had a prior lumbar MRI. There is no
documentation how an MRI would alter this treatment plan. The request for MRI of the lumbar
spine is not medically necessary.

Physical therapy 2 times a week for 4 weeks to lumbar spine: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Physical Medicine.

Decision rationale: Physical therapy 2 times a week for 4 weeks to lumbar spine is not
medically necessary per the MTUS Chronic Pain Medical Treatment Guidelines. The MTUS
recommends up to 10 visits for this condition and a transition to an independent home exercise
program. The documentation is not clear on how many prior low back PT sessions the patient
has had; why she is unable to perform an independent home exercise program; and the outcome
of her prior lumbar PT. Without clarification of this information the request for physical therapy
is not medically necessary.

Interferential unit to lumbar spine: Upheld



Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Transcutaneous electrotherapy.

Decision rationale: Interferential unit to lumbar spine is not medically necessary per the MTUS
Chronic Pain Medical Treatment Guidelines. The guidelines state that the interferential unit is
not recommended as an isolated intervention. There is no quality evidence of effectiveness
except in conjunction with recommended treatments, including return to work, exercise and
medications, and limited evidence of improvement on those recommended treatments alone.
Additionally, the MTUS guidelines state that an interferential unit requires a one-month trial to
permit the physician and physical medicine provider to study the effects and benefits. There
should be evidence of increased functional improvement, less reported pain and evidence of
medication reduction. The MTUS states that while not recommended as an isolated intervention
an interferential unit can be considered if pain is ineffectively controlled due to diminished
effectiveness of medications. The documentation does not indicate that the patient has had this
trial with outcomes of decreased medication, increased function and decreased pain. The
documentation does not support the medical necessity of the Interferential Unit.



