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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: California 
Certification(s)/Specialty: Physical Medicine & Rehabilitation, Pain Management 

 

CLINICAL CASE SUMMARY 

The expert reviewer developed the following clinical case summary based on a review of the 
case file, including all medical records: 

 
This 58 year old male sustained an industrial injury on 5/6/05. He subsequently reported back 
and elbow pain. Diagnoses include lumbar myofascitis and lumbar intervertebral disc disease. 
Treatments to date include x-ray and MRI testing, work restrictions, chiropractic care and 
prescription pain medications. The injured worker continues to experience low back pain that 
radiates to the lower extremities, neck pain that radiates to the shoulders and bilateral knee pain. 
Upon examination, palpable lumbar spine tenderness and spasms were noted. Decreased lumbar 
range of motion is noted. Straight leg raising test is positive on the right at 70 degrees and on the 
left at 80 degrees with pain. A Retrospective request for chiropractic manipulation - lumbar spine 
(DOS: 4/14/15): Qty: 1.00, Retrospective request for E-stim - lumbar spine (DOS: 4/14/15), Qty: 
1.00 and Retrospective request for myofascial release for pain/function - lumbar spine (DOS: 
4/14/15), Qty: 1.00 was made by the treating physician. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

Retrospective request for chiropractic manipulation - lumbar spine (DOS: 4/14/15): Qty: 
1.00: Upheld 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Manual Therapy & Manipulation Page(s): 58-60. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Chiropractic manipulation Page(s): 58-60. 

 
Decision rationale: Regarding the request for chiropractic care, the Chronic Pain Medical 
Treatment Guidelines state on pages 58-60 the following regarding manual therapy & 
manipulation: "Recommended for chronic pain if caused by musculoskeletal conditions. Manual 
Therapy is widely used in the treatment of musculoskeletal pain. The intended goal or effect of 
Manual Medicine is the achievement of positive symptomatic or objective measurable gains in 
functional improvement that facilitate progression in the patient's therapeutic exercise program 
and return to productive activities. Manipulation is manual therapy that moves a joint beyond the 
physiologic range-of-motion but not beyond the anatomic range-of-motion. 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 re-evaluate treatment success, if 
RTW achieved then 1-2 visits every 4-6 months. Ankle & Foot: Not recommended. Carpal 
tunnel syndrome: Not recommended. Forearm, Wrist, & Hand: Not recommended. Knee: Not 
recommended. Treatment Parameters from state guidelines: a. Time to produce effect: 4 to 6 
treatments. b. Frequency: 1 to 2 times per week the first 2 weeks, as indicated by the severity of 
the condition. Treatment may continue at 1 treatment per week for the next 6 weeks. c. 
Maximum duration: 8 weeks. At week 8, patients should be reevaluated. Care beyond 8 weeks 
may be indicated for certain chronic pain patients in whom manipulation is helpful in improving 
function, decreasing pain and improving quality of life. In these cases, treatment may be 
continued at 1 treatment every other week until the patient has reached plateau and maintenance 
treatments have been determined." In the case of this injured worker, there is no indication of 
functional improvement from prior chiropractic therapy. Given this lack of benefit, this request 
is not medically necessary. 

 
Retrospective request for E-stim - lumbar spine (DOS: 4/14/15), Qty: 1.00: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Page(s): 300. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Neuromuscular electrical stimulation Page(s): 121. 

 
Decision rationale: The Chronic Pain Medical Treatment Guidelines on page 121 state the 
following regarding Neuromuscular Electrical Stimulation (NMES) Devices: "Not 
recommended. NMES is used primarily as part of a rehabilitation program following stroke and 
there is no evidence to support its use in chronic pain. There are no intervention trials 
suggesting benefit from NMES for chronic pain." (Moore, 1997) (Gaines, 2004) Given these 
direct recommendations, this request is not medically necessary. The scientific evidence related 
to electromyography (EMG)-triggered electrical stimulation therapy continues to evolve, and 
this therapy appears to be useful in a supervised physical therapy setting to rehabilitate 
atrophied upper extremity muscles following stroke and as part of a comprehensive PT program. 



Neuromuscular Electrical Stimulation Devices (NMES), NMES, through multiple channels, 
attempts to stimulate motor nerves and alternately causes contraction and relaxation of muscles, 
unlike a TENS device which is intended to alter the perception of pain. NMES devices are used 
to prevent or retard disuse atrophy, relax muscle spasm, increase blood circulation, maintain or 
increase range-of-motion, and re-educate muscles. Functional neuromuscular stimulation (also 
called electrical neuromuscular stimulation and EMG-triggered neuromuscular stimulation) 
attempts to replace stimuli from destroyed nerve pathways with computer-controlled sequential 
electrical stimulation of muscles to enable spinal-cord-injured or stroke patients to function 
independently, or at least maintain healthy muscle tone and strength. Also used to stimulate 
quadriceps muscles following major knee surgeries to maintain and enhance strength during 
rehabilitation. (BlueCross BlueShield, 2005) (Aetna, 2005) In this worker, the use of electrical 
stimulation is being proposed for musculoskeletal type pain. The guidelines recommend this as 
an option in spasticity of neurogenic origin such as following a stroke. Given the guidelines, this 
request is not medically necessary. 

 
Retrospective request for myofascial release for pain/function - lumbar spine (DOS: 
4/14/15), Qty: 1.00: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Massage therapy Page(s): 60. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Massage 
Therapy Page(s): 60. 

 
Decision rationale: Myofascial release is a form of massage therapy. Regarding the request for 
massage therapy, Chronic Pain Medical Treatment Guidelines state the massage therapy is 
recommended as an option. They go on to state the treatment should be an adjunct to other 
recommended treatment (e.g. exercise), and it should be limited to 4 to 6 visits in most cases. 
Within the documentation available for review, there is no indication as to the number of 
massage therapy visits the patient has previously undergone. Furthermore, there is no 
documentation of objective functional improvement from the therapy sessions already 
authorized. Finally, it is unclear exactly what objective treatment goals are hoping to be 
addressed with the currently requested massage therapy. In the absence of clarity regarding 
those issues, the currently requested massage therapy is not medically necessary. 
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