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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:

The 53-year-old male injured worker suffered an industrial injury on 08/28/2006. The diagnoses
included thoracolumbar musculoligamentous sprain/strain with facet arthropathy. The
diagnostics included lumbar x-rays. On 4/16/2015 the treating provider reported mid and low
back pain occasionally radiating to the lower extremities. Thoracolumbar spine revealed
tenderness and hypertonicity. There was reduced range of motion. The treatment plan included
Back brace, Interferential unit rental, supplies, and Heating pad.

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

Back brace for support: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back
Complaints Page(s): 301. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG) Treatment in Workers Compensation (TWC), Low Back Procedure Summary Online
Version last updated 04/15/2015.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 301.




Decision rationale: Regarding the request for a back brace, ACOEM guidelines state that
lumbar supports have not been shown to have any lasting benefit beyond the acute phase of
symptom relief. Within the documentation available for review, the patient is well beyond the
acute stage of injury and there is no documentation of a pending/recent spine surgery, spinal
instability, compression fracture, or another clear rationale for a brace in the management of this
patient's chronic injury. In the absence of such documentation, the currently requested back brace
is not medically necessary.

Interferential unit rental and supplies for 1 month: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back
Complaints Page(s): 300, Chronic Pain Treatment Guidelines Interferential Current Stimulation
(ICS) Page(s): 120.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R.
9792.20-9792.26 MTUS (Effective July 18, 2009) Page(s): 118-120 of 127.

Decision rationale: Regarding the request for interferential unit, CA MTUS Chronic Pain
Medical Treatment Guidelines state that interferential current stimulation is not recommended
as an isolated intervention. They go on to state that patient selection criteria if interferential
stimulation is to be used anyways include pain is ineffectively controlled due to diminished
effectiveness of medication, side effects or history of substance abuse, significant pain from
postoperative conditions limits the ability to perform exercises, or unresponsive to conservative
treatment. If those criteria are met, then in one month trial may be appropriate to study the
effects and benefits. With identification of objective functional improvement, additional
interferential unit use may be supported. Within the documentation available for review, there is
no indication that the patient has met the selection criteria for interferential stimulation as
outlined above. In light of the above issues, the currently requested interferential unit is not
medically necessary.

Heating pad: 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) Treatment
in Workers Compensation (TWC), Low Back Procedure Summary Online Version last updated
04/15/2015.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 300. Decision based on Non-MTUS Citation x Official Disability Guidelines (ODG),
Low Back Chapter, Cold/Heat Packs.

Decision rationale: Regarding the request for a heating pad, Occupational Medicine Practice
Guidelines state that various modalities such as heating have insufficient testing to determine
their effectiveness, but they may have some value in the short term if used in conjunction with
the program of functional restoration. ODG states that heat/cold packs are recommended as an



option for acute pain. Within the documentation available for review, and there is no indication
that the patient has acute pain. Additionally, it is unclear what program of functional restoration
the patient is currently participating in which would be used alongside the currently requested
heat pad and no rationale is provided for the use of a heating pad rather than simple hot packs. In
the absence of clarity regarding those issues, the currently requested heating pad is not medically
necessary.



