
 

 
 
 

Case Number: CM15-0168234   
Date Assigned: 09/14/2015 Date of Injury: 05/11/2015 

Decision Date: 11/09/2015 UR Denial Date: 07/24/2015 
Priority: Standard Application 

Received: 
08/26/2015 

 

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 

Certification(s)/Specialty: Anesthesiology 

 

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 47 year old male, who sustained an industrial injury on May 11, 2015. 

He reported neck and back pain. The injured worker was diagnosed as having lumbar strain and 

sprain and cervical sprain and strain. Treatment to date has included medications. Currently, the 

injured worker continues to report neck and back pain. The injured worker reported an industrial 

injury in 2015, resulting in the above noted pain. He was without complete resolution of the 

pain. Evaluation on June 17, 2015, revealed continued pain as noted. He rated the low back pain 

at 7 on a 1-10 scale with 10 being the worst and neck pain at 7 as well. The RFA included 

requests for Acupuncture one time per week for six weeks (1x6) for the Cervical Spine, Thoracic 

Spine, Lumbar Spine, Back Brace (with supplies) for the Lumbar Spine, EMG/NCV of the 

Lower Extremities, MRI of the Cervical Spine, MRI of the Lumbar Spine, MRI of the thoracic 

spine and a TENS unit and was non-certified on the utilization review (UR) on July 23, 2015. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

TENS Unit: 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: According to the MTUS guidelines, the TENS unit is not recommended as a 

primary treatment modality. A one-month home-based trial may be considered as a noninvasive 

conservative option, if used as an adjunct to a program of evidence-based functional restoration 

for conditions such as, neuropathic pain, phantom limb pain, complex regional pain syndrome 

(CRPS), spasticity or multiple sclerosis. In this case, there is no evidence of subjective or 

objective findings that indicate neuropathy or radiculopathy. Medical necessity for the requested 

item has not been established. The requested TENS unit is not medically necessary. 

 

Back Brace (with supplies) for the Lumbar Spine: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, 

Section(s): General Approach, Initial Care. Decision based on Non-MTUS Citation 

Official Disability Guidelines (ODG) Lumbar Supports. 

 

Decision rationale: According to the ACOEM guidelines, lumbar binders, corsets, or support 

belts are not recommended as treatment for low back pain. The guidelines state that the use of 

back-belts as lumbar support should be avoided because they have been shown to have little or 

no benefit, thereby providing only a false sense of security. In addition, the guidelines do not 

recommend lumbar braces for treatment of low back pain. Medical necessity for this item has not 

been established. Therefore, the lumbar brace is not medically necessary. 

 

Acupuncture one time per week for six weeks (1x6) for the Cervical Spine, Thoracic 

Spine, Lumbar Spine: Upheld 
 

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

 

MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment 2007. 

 

Decision rationale: The California MTUS Acupuncture guidelines apply to all acupuncture 

requests, for all body parts and for all acute or chronic, painful conditions. According to the 

Acupuncture Medical Treatment Guidelines, acupuncture is used as an option when pain 

medication is reduced or not tolerated. It may be used as an adjunct to physical rehabilitation 

and/or surgical intervention to hasten recovery. The treatment guidelines support acupuncture 

treatment to begin as an initial treatment of 3-6 sessions over no more than two weeks. If 

functional improvement is documented, as defined by the guidelines further treatment will be 

considered. In this case, there is no documentation that the claimant is actively seeking physical 

rehabilitation or surgical intervention for the reported injuries. Medical necessity of the 

requested acupuncture has not been established. The requested services are not medically 

necessary. 



 
 

MRI of the Cervical Spine: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS Neck and Upper Back Complaints 2004, 

Section(s): Diagnostic Criteria. 

 

Decision rationale: According to CA MTUS/ACOEM guidelines, a cervical MRI is indicated if 

unequivocal findings identify specific nerve compromise on the neurologic examination, in 

patients who do not respond to conservative treatment, and who would consider surgical 

intervention. Cervical MRI is the mainstay in the evaluation of myelopathy. Per the ODG, MRI 

should be reserved for patients who have clear-cut neurologic findings and those suspected of 

ligamentous instability. Repeat MRI is not routinely recommended, and should be reserved for a 

significant change in symptoms and/or findings suggestive of significant pathology. In this case, 

there are no neurologic findings on physical exam to warrant an MRI study. Medical necessity 

for the requested service has not been established. The requested service is not medically 

necessary. 

 

MRI of the Thoracic Spine: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004. 

 

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s): 

Diagnostic Criteria. 

 

Decision rationale: According to CA MTUS/ACOEM guidelines, an MRI of the thoracic spine 

is indicated for uncomplicated back pain with suspicion of cancer, infection, or other red flag, 

radiculopathy after at least 1 month of conservative therapy or sooner if progressive neurologic 

deficit, prior to lumbar surgery, or to evaluate for cauda equina syndrome. A thoracic MRI is not 

indicated unless a neurologic deficit is documented on physical exam, failure to progress in a 

strengthening program, or for clarification of the anatomy prior to an invasive procedure. There 

is no documentation of any neurological deficit(s) related to the thoracic spine to necessitate an 

MRI of the thoracic spine. Medical necessity for the requested MRI study has not been 

established. The requested study is not medically necessary. 

 

MRI of the Lumbar Spine: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004. 

 

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s): 

Diagnostic Criteria. 

 

Decision rationale: According to California MTUS Guidelines, MRI of the lumbar spine is 

recommended to evaluate for evidence of cauda equina, tumor, infection, or fracture when plain 



films are negative and neurologic abnormalities are present on physical exam. In this case, there 

is no indication or rationale for an MRI of the lumbar spine. There are no subjective complaints 

of increased back pain, radiculopathy, bowel or bladder incontinence, and there are no new 

neurologic findings on physical exam. Therefore, medical necessity for the requested MRI has 

not been established. The requested imaging study is not medically necessary. In this case, there 

is no change in medical condition to support an MRI of the lumbar spine. Medical necessity for 

the requested service has not established. The requested service is not medically necessary. 

 

EMG/NCV of the Lower Extremities: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Neck and Upper Back Complaints 

2004. 

 

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s): 

Diagnostic Criteria. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Nerve Conduction Velocity Testing. 

 

Decision rationale: There is no documentation provided necessitating EMG testing of both 

lower extremities. According to the ODG, Electromyography (EMG) and nerve conduction 

studies are an extension of the physical examination. They can be useful in adding in the 

diagnosis of peripheral nerve and muscle problems. This can include neuropathies, entrapment 

neuropathies, radiculopathies, and muscle disorders. According to ACOEM Guidelines, needle 

EMG and H-reflex tests to clarify nerve root dysfunction are recommended for the treatment of 

low back disorders. According to the ODG, EMGs may be useful to obtain unequivocal 

evidence of radiculopathy, after 1-month conservative therapy, but EMG's are not necessary if 

radiculopathy is already clinically obvious. In this case, there were no objective physical exam 

findings provided in the records to support repeat studies at this time. Medical necessity for the 

requested studies has not been established. The requested studies are not medically necessary. 


