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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 Physical Medicine & Rehabilitation, has a subspecialty in Pain 

Medicine and is licensed to practice in Oklahoma and Texas. 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 patient is a 51-year-old male who reported an injury on 12/06/1997 after a coworker fell on 

top of his right foot that caused injury to his right ankle. The patient failed initial conservative 

treatment and ultimately underwent several ankle surgeries. The patient developed severe 

complex regional pain syndrome that eventually spread to all four extremities. The patient's 

treatment history included a spinal cord stimulator placement and intrathecal pain pump. The 

patient's most recent clinical examination findings included an abnormal speech pattern and right 

sided weakness allodynia and right foot drop. The patient's diagnoses included complex regional 

pain syndrome of the right lower extremity with right foot drop, spread of complex regional pain 

syndrome to all four extremities, status post upper and lower extremity spinal cord stimulator 

placement, status post intrathecal morphine pump placement, and systemic neuropathic pain 

syndrome with profound allodynia over the IPG and SCS, major depressive disorder, and history 

of overdose. The patient's treatment plan included refill of the intrathecal pain pump and 

continuation of oral medications. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Interferential stimulator unit supplies to include batteries, electrodes, adhesive remover 

wipes, and lead wires.:  Upheld 

 



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

for its decision.   

 

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

Pain Medical Treatment Guidelines..   

 

Decision rationale: The requested interferential stimulator unit supplies to include batteries, 

electrodes, adhesive remover wipes, and lead wires are not medically necessary or appropriate.  

The clinical documentation submitted for review does not support the use of interferential 

stimulation.  The California Medical Treatment and Utilization Schedule recommends 

interferential stimulation for patients who have pain that is ineffectively controlled by 

medications and other types of therapy. The clinical documentation submitted for review does 

not provide any evidence that the patient's pain is ineffectively controlled by the treatments 

already in place to include oral medications.  Additionally, the California Medical Treatment and 

Utilization Schedule recommends the purchase of a unit be based on a 1-month trial that 

documents significant functional benefit.  The clinical documentation submitted for review does 

not provide any evidence of a 1-month trial.  Therefore, the purchase of interferential unit 

supplies would not be indicated.  As such, the requested interferential stimulator unit supplies to 

include batteries, electrodes, adhesive remover wipes, and lead wires are not medically necessary 

or appropriate. 

 


