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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: Preventive Medicine, Occupational Medicine 

 

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 29 year old male, who sustained an industrial injury on 03/09/2014.  The 

diagnoses have included lumbar sprain/strain.  Noted treatments to date have included 

chiropractic treatment, physical therapy, and medications.  Diagnostics to date have included 

lumbar spine x-rays which the provider did not see any acute bony abnormalities.  In a progress 

note dated 01/08/2015, the injured worker presented with complaints of intermittent low back 

pain radiating down bilateral lower extremities. The treating physician reported ordering to 

schedule Transcutaneous Electrical Nerve Stimulation Unit, Thera Cane, and ultrasound 

treatment.  Utilization Review determination on 01/29/2015 non-certified the request for Thera 

Cane Purchase citing Medical Treatment Utilization Schedule Chronic Pain Medical Treatment 

Guidelines. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Thera cane purchase:  Upheld 

 

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

Massage therapy Page(s): 60. 



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

Decision based on Non-MTUS Citation Blue Cross Clinical UM Guideline, Durable Medical 

Equipment, Guideline #: CG-DME-10, Last Review Date: 02/13/2014. 

 

Decision rationale: The MTUS and ODG are silent on this issue, so other guidelines were 

referenced. According to the Blue Cross Clinical UM Guideline for Durable Medical Equipment, 

durable medical equipment is considered medically necessary when ALL of the following 

criteria are met: 1. The requested item meets the definition of DME above; and 2. The requested 

item has not otherwise been identified as not medically necessary or investigational and not 

medically necessary by a specific document; and 3. There is adequate documentation in the 

medical records or in the claim submission of ALL of the following: a. The documentation 

substantiates that the physician exercised prudent clinical judgment to order or provide this 

equipment for an individual for the purpose of preventing, evaluating, diagnosing or treating an 

illness, injury, disease or its symptoms, and in accordance with generally accepted standards of 

medical practice. Generally accepted standards of medical practice means standards that are 

based on credible scientific evidence published in peer-reviewed medical literature generally 

recognized by the relevant medical community, physician specialty society recommendations 

and the views of physicians practicing in relevant clinical areas and any other relevant factors; 

and b. There is a clinical assessment and associated rationale for the requested DME in the home 

setting, as evaluated by a physician, licensed physical therapist, occupational therapist, or nurse; 

and c. There is documentation substantiating that the DME is clinically appropriate, in terms of 

type, quantity, frequency, extent, site and duration and is considered effective for the individual's 

illness, injury or disease; and d. The documentation supports that the requested DME will restore 

or facilitate participation in the individual's usual IADL's and life roles; and e. The requested 

DME is not primarily for the convenience of the individual, physician, caregiver, or other health 

care provider; and f. The DME is not more costly than an alternative service, sequence of 

services, device or equipment, at least as likely to produce equivalent therapeutic or diagnostic 

results as to the diagnosis or treatment of that covered individual's illness, injury or disease. The 

information should include the individual's diagnosis and other pertinent functional information 

including, but not limited to, duration of the individual's condition, clinical course (static, 

progressively worsening, or improving), prognosis, nature and extent of functional limitations, 

other therapeutic interventions and results, past experience with related items, etc. The medical 

record does not contain sufficient documentation or address the above criteria. Thera cane 

purchase is not medically necessary. 


