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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 injured worker is a 72-year-old male, who sustained an industrial injury on 5/05/1989. He 

reported a fall while carrying a steel column resulting in low back pain. Diagnoses include 

multilevel lumbar disc disease and spinal stenosis. Treatments to date include lumbar epidural 

steroid injections, noted to have provided up to four months pain relief. Currently, he 

complained of ongoing low back pain with radiation across lower back associated with 

occasional weakness of the right lower extremity. Pain was rated 6-8/10 VAS. On 5/23/15, the 

physical examination documented a positive straight leg raise test and facet loading test. The 

range of motion of the lumbar spine was limited. There was decreased sensation in the bilateral 

upper and bilateral lower extremities. There were also diminished reflexes of knees and ankles 

bilaterally. The treating diagnoses included lumbar degenerative disc disease, radiculopathy, and 

facet joint pain. The plan of care included epidural steroid injections at level L4, L5, and S1 

bilaterally and acupuncture treatment, twice a week for six weeks.  

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

Physical therapy for the low back 2 times a week for 6 weeks, quantity: 12 sessions: Upheld 

Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment Guidelines.  



 

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

Interventions and Guidelines Page(s): 98-99.  

 

Decision rationale: Chronic Pain Medical Treatment Guidelines state that there is no high-grade 

scientific evidence to support the effectiveness or ineffectiveness of passive physical modalities 

such as traction, heat/cold applications, massage, diathermy, TENS units, ultrasound, laser 

treatment, or biofeedback.  They can provide short-term relief during the early phases of 

treatment. Active treatment is associated with better outcomes and can be managed as a home 

exercise program with supervision.  ODG states that physical therapy is more effective in short- 

term follow up. 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).  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, there is no documentation of prior treatment with physical therapy. The 

requested number of 12 visits surpasses the number of six recommended for clinical trial to 

determine functional improvement.  The request is not medically necessary.  

 

Psychological therapy 2 times a week for 6 weeks, quantity: 12 sessions: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Psychological Treatment.  

 

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

Interventions and Guidelines.  

 

Decision rationale: Chronic Pain Medical Treatment Guidelines state that psychological 

treatment is recommended for appropriately identified patients during treatment for chronic pain. 

The guidelines also state that psychological intervention includes setting goals, determining 

appropriateness of treatment, conceptualizing a patient's pain beliefs and coping styles, assessing 

psychological and cognitive function, and addressing co-morbid mood disorders. There should 

be an initial trial of 3-4 visits of psychotherapy over 2 weeks to determine if there is functional 

improvement. With evidence of objective functional improvement, recommended number of 

visits is a total of up to 6-10 visits over 5-6 weeks.  In this case, the request is for 12 visits.  This 

surpasses the recommended number for the initial trial.  The request is not medically necessary.  

 

Acupuncture treatment for the low back 2 times a week for 6 weeks, quantity: 12 sessions: 

Upheld 
 

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment 

Guidelines.  

 

MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment Guidelines.  



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 

12 visits surpasses the number of three to six recommended for clinical trial to determine 

functional improvement.  The request is not medically necessary.  

 

Epidural steroid injections at bilateral L4-5 and L5-S1: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Epidural Steroid Injections (ESIs).  

 

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

Interventions and Guidelines Page(s): 46.  

 

Decision rationale: Epidural steroid injections are recommended as an option for treatment of 

radicular pain (defined as pain in dermatomal distribution with corroborative findings of 

radiculopathy). Radiculopathy must be documented by physical examination and corroborated 

by imaging studies and/or electro diagnostic testing. Epidural steroid injection can offer short 

term pain relief and use should be in conjunction with other rehab efforts, including continuing 

a home exercise program. There is little information on improved function. The American 

Academy of Neurology recently concluded that epidural steroid injections may lead to an 

improvement in radicular lumbosacral pain between 2 and 6 weeks following the injection, but 

they do not affect impairment of function or the need for surgery and do not provide long-term 

pain relief beyond 3 months, and there is insufficient evidence to make any recommendation for 

the use of epidural steroid injections to treat radicular cervical pain.  In this case the diagnosis of 

radiculopathy is not supported by the documented physical examination.  Criteria for epidural 

steroid injections have not been met.  The request is not medically necessary.  



 

Spinal cord stimulator trial: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Spinal Cord Stimulators (SCS), Spinal Cord Stimulators, Psychological Evaluations.  

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

(Online Version) Spinal Cord Stimulators (SCS).  

 

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

Page(s): 307.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Pain, Spinal Cord Stimulators.  

 

Decision rationale: Implantable spinal cord stimulators are rarely used and should be reserved 

for patients with low back pain for more than six months duration who have not responded to 

the standard nonoperative or operative interventions.  Spinal cord stimulators are recommended 

only for selected patients in cases when less invasive procedures have failed or are 

contraindicated, after a successful temporary trial and for the following indications: -  Failed 

back syndrome (persistent pain in patients who have undergone at least one previous back 

operation and are not candidates for repeat surgery), when all of the following are present: (1) 

symptoms are primarily lower extremity radicular pain; there has been limited response to non-

interventional care (e.g. neuroleptic agents, analgesics, injections, physical therapy, etc. ); (2) 

psychological clearance indicates realistic expectations and clearance for the procedure; (3) 

there is no current evidence of substance abuse issues; (4) there are no contraindications to a 

trial; (5) Permanent placement requires evidence of 50% pain relief and medication reduction or 

functional improvement after temporary trial. Estimates are in the range of 40-60% success rate 

5 years after surgery.  Neurostimulation is generally considered to be ineffective in treating 

nociceptive pain. The procedure should be employed with more caution in the cervical region 

than in the thoracic or lumbar due to potential complications and limited literature evidence. 

Complex Regional Pain Syndrome (CRPS)/Reflex sympathetic dystrophy (RSD), 70-90% 

success rate, at 14 to 41 months after surgery. (Note: This is a controversial diagnosis.) Post 

amputation pain (phantom limb pain), 68% success rate. Post herpetic neuralgia, 90% success 

rate.  Spinal cord injury dysesthesias (pain in lower extremities associated with spinal cord 

injury). Pain associated with multiple sclerosis. Peripheral vascular disease (insufficient blood 

flow to the lower extremity, causing pain and placing it at risk for amputation), 80% success at 

avoiding the need for amputation when the initial implant trial was successful. The data is also 

very strong for angina. In this case, there is no documentation to support the presence of 

indications as listed above.  Medical necessity has not been established. The request is not 

medically necessary.  


