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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 
 
 

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 37-year-old female, who sustained an industrial injury on 12/10/2008. 

She reported that she was assisting a co-worker while she was on a ladder, when she stepped 

back catching her leg in the ladder causing her to fall landing on her lower back and neck. The 

injured worker was diagnosed as having status post anterior cervical discectomy and fusion from 

cervical four through seven, status post anterior and posterior lumbar four to sacral one fusion, 

post laminectomy syndrome with residual chronic pain, and status post spinal cord stimulator 

placement that is basically nonfunctional. Treatment and diagnostic studies to date has included 

x-rays of the lumbar spine, x-rays of the cervical spine, status post anterior cervical discectomy 

and fusion at cervical four through seven, status post anterior and posterior spinal fusion at 

lumbar four to sacral one, multiple injections, trigger point injections, status post placement of a 

dorsal column spine stimulator, and medication regimen. In a progress note dated 02/24/2015 the 

treating physician reports complaints of pain to the cervical, thoracic, and lumbar spine with the 

lumbar spine to be the worst. The injured worker's pain level is rated a 6 to 9 out of 10. The 

treating physician recommended removal of the injured worker's spinal dorsal column spine 

stimulator noting that it is not effective. The treating physician requested home health skilled 

nurse for post-operative wound checks (visits) with a quantity of 4, home health physical therapy 

post-operative (visits) with a quantity of six, cryotherapy ice machine post-operative indefinite 

use with a quantity of l, with the treating physician noting the recommended removal of the 

injured worker's spinal stimulator, but the documentation provided did not contain the specific 

reasons for the requested post-operative treatments and equipment. 



 

IMR ISSUES, DECISIONS AND RATIONALES 
 

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

 
Home health skilled nurse for post op wound checks (visits) Qty: 4.00: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Page(s): 51. 

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

health services, page 52. 

 
Decision rationale: The patient is s/p spinal stimulator removal without noted post-procedure 

complications or disability to require skilled nursing for this 37 year-old injured worker without 

co-morbidities. MTUS and Medicare guidelines support home health for patients who are 

homebound requiring intermittent skilled nursing care or home therapy and do not include 

homemaker services such as cleaning, laundry, and personal care. The patient does not meet any 

of the criteria to support this treatment request and medical necessity has not been established. 

Submitted reports have not adequately addressed the indication or demonstrated the necessity 

for home health. There is no documentation of whether the patient is homebound or what 

specific deficient performance is evident in activities of daily living without clear neurological 

deficits. The Home health skilled nurse for post op wound checks (visits) Qty: 4.00 is not 

medically necessary and appropriate. 

 
Home health physical therapy post op (visits) Qty: 6.00: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Page(s): 51. 

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

health services, page 52. 

 
Decision rationale: Post-surgical guidelines do not mention physical therapy for spinal 

stimulator removal procedure. MTUS and Medicare guidelines support home health therapy for 

patients who are homebound requiring intermittent skilled nursing care or home therapy and do 

not include homemaker services such as cleaning, laundry, and personal care. The patient does 

not meet any of the criteria to support this treatment request and medical necessity has not been 

established. Submitted reports have not adequately addressed the indication or demonstrated the 

necessity for home health PT. There is no documentation of whether the patient is homebound 

or what specific deficient performance is evident in activities of daily living e crutches as the 

patient is able to participate with follow-up visits. The Home health physical therapy post op 

(visits) Qty: 6.00 is not medically necessary and appropriate. 

 
Cryotherapy ice machine post op indefinite use Qty: l.00: Upheld 



Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints Page(s): 299. 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 Official Disability Guidelines (ODG) 

Cryotherapy/Cold & Heat Packs, pages 343. 

 
Decision rationale: MTUS Guidelines is silent on specific use of cryotherapy unit, but does 

recommend standard cold pack for post exercise. ODG Guidelines specifically addresses the 

short-term benefit of cryotherapy post-surgery; however, limits the use for 7-day post-operative 

period, as efficacy has not been proven after. Submitted reports have not demonstrated necessity 

for indefinite use beyond guidelines criteria. The Cryotherapy ice machine post op indefinite use 

Qty: l.00 is not medically necessary and appropriate. 


