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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The physician 

reviewer is Board Certified in Internal Medicine, and is licensed to practice in New York. 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 physician 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/services. He/she is familiar with governing 

laws and regulations, including the strength of evidence hierarchy that applies to Independent 

Medical Review determinations. 

 

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 claimant is a 57 year old male who sustained a work related injury on 07/19/2013. The 

mechanism of injury was not provided. He was evaluated in the emergency room for right hip 

pain and was given crutches. Further evaluation revealed a non-displaced fracture of the right 

anterolateral acetabular rim. His diagnoses are complete tear of the right hamstring and non-

displaced right hip fracture. He has been treated with medical therapy, physical therapy and use 

of a walker. The treating provider has requested an aluminum adjustable quad cane, TENS unit 

and supplies, cold therapy unit and supplies, set up and delivery. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

TENS Unit - purchase: 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) 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

114.   

 

Decision rationale: The requested TENS is not medically necessary. Per California MTUS 

Guidelines it is not recommended as an isolated therapeutic intervention and is only 

recommended on a one-month trial if it is part of a comprehensive rehabilitation program. There 



is no documentation indicating that the claimant is part of such a rehabilitation program. There is 

no report of functional benefit from electrical stimulation under the supervision of a licensed 

physical therapist. Medical necessity for the requested item has not been established. The 

requested treatment is not medically necessary. 

 

Electrodes (four per pack) x ten (10) - purchase: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Batteries x ten (10) - purchase: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale: Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

ThermaCooler system - eight (8) weeks rental: 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) 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation on Official Disability Guidelines (ODG) Cryotherapy. 

 

Decision rationale:  Per the reviewed guidelines continuous flow cryotherapy is recommended 

as an option after surgery, but not for nonsurgical treatment. There is no documentation that the 

claimant has undergone any surgical procedure recently. At home applications of cold packs are 

as effective as those performed by a therapist. Medical necessity for the requested item has not 

been established. the requested service is not medically necessary. 

 

ThermaCooler pad/wrap - purchase: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 



Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

Set up and delivery: Upheld 

 

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

for its decision.   

 

MAXIMUS guideline: The Expert Reviewer did not cite any medical evidence for its decision.   

 

Decision rationale:  Since the primary procedure is not medically necessary, none of the 

associated services are medically necessary. 

 

 


