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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 61 year old male who sustained an industrial injury on 5-15-14. A
review of the medical records indicate he is undergoing treatment for right hip peritrochanteric
pain with a history of femoral shaft fracture, lumbar stenosis at L4-L5, diabetes, cephalgia,
occipital neuralgia, cervicalgia, cervical radiculitis and neuritis, lumbar spine herniated disc,
lumbar spinal stenosis, lumbago, lumbar radiculitis and neuritis, and lumbar facet arthropathy.
Medical records (6-19-15 to 8-25-15) indicate ongoing complaints of neck pain, low back pain,
and right hip pain. The reports indicate that he has radiation of his neck pain into the left
shoulder. His lower back pain radiates to the right leg with associated pain, weakness, numbness
and tingling in the right leg. He also complains of bilateral occipital and temporal headaches.
He rates his pain "6-7 out of 10". The physical exam (6-23-15) reveals tenderness bilaterally of
the occipital region of the head. Tenderness and spasm is noted to palpation over the
sternocleidomastoid and left splenius, as well as the upper trazpezius and midline cervical
spinous processes from C3-C7. Positive cervical facet test is noted bilaterally. The thoracic
spine has tenderness and spasm on palpation of the mid-trapezius, serratus posterior, and
latissimus dorsi, as well as tenderness and spasm on palpation of the spine of scapulae and
rhomboids. The lumbar spine has tenderness over the lumbar paraspinal musculature bilaterally,
as well as to the midline lumbar spinous processes and bilateral sacroiliac joint. Positive lumbar
facet test is noted bilaterally. Diagnostic studies have included x-rays of the cervical and lumbar
spine and MRIs of the cervical and lumbar spine, right hip, and right knee. Treatment has
included physical therapy, shockwave treatment, and topical medications. A request for




acupuncture is noted and pending authorization. The utilization review (9-9-15) includes
retrospective authorization requests for a 5-month rental of an interferential unit that was
dispensed on 4-9-15 and a home kit to control pain at home for the lumbar and cervical spine,
dispensed on 4-9-15. The requests were denied.

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

Retrospective interferential (IF) unit 5 months rental (DOS 04/09/2015): Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Transcutaneous electrotherapy.

Decision rationale: The MTUS guidelines recommend a one-month rental trial of TENS unit to
be appropriate to permit the physician and provider licensed to provide physical therapy to study
the effects and benefits, and it should be documented (as an adjunct to ongoing treatment
modalities within a functional restoration approach) as to how often the unit was used, as well as
outcomes in terms of pain relief and function; however, there are no documented failed trial of
TENS unit or functional improvement such as increased ADLSs, decreased medication dosage,
increased pain relief or improved functional status derived from any transcutaneous
electrotherapy to warrant an interferential unit for home use for this chronic injury. Additionally,
IF unit may be used in conjunction to a functional restoration process with improved
performance status and exercises not demonstrated here. The Retrospective interferential (IF)
unit 5 months rental (DOS 04/09/2015) is not medically necessary or appropriate.

Retrospective Home Kit to control pain at home for the lumbar spine and cervical spine
(DOS 04/09/2015): Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Exercise.

Decision rationale: Review indicates the provider's report does not specify what Retrospective
Home kit to control pain at home for the lumbar spine and cervical spine (DOS 04/09/2015) is
requested. Although the guidelines do recommend daily exercises, submitted reports have not
demonstrated any evidence to support the medical necessity for a home exercise kit with
unspecified detail of what is included versus simple inexpensive resistive therabands to perform
isometrics and eccentric exercises. Exercise equipment is considered not primarily medical in
nature and could withstand repeated use as rental or used by successive patients, which is not
indicated here. The patient should have received instructions for an independent home exercise
program for this May 2014 injury without the need for specialized equipment. The



Retrospective Home kit to control pain at home for the lumbar spine and cervical spine (DOS
04/09/2015) is not medically necessary or appropriate.



