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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: Texas, Florida, 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 57 year old female, who sustained an industrial injury on 3/25/2014. She 
has reported sudden acute pain in the back when lifting oven grills. The diagnoses have included 
low back pain, lumbar disc displacement, and lumbar radiculopathy. Treatment to date has 
included Non-Steroidal Anti-Inflammatory Drugs (NSAIDs), heat, ice, physical therapy.  
Currently, the IW complains of low back pain with radiation to right leg associated with 
numbness and weakness. Neck pain was rated 7/10 VAS associated with headaches and tension 
between shoulder blades.  There is right shoulder pain rated 8/10 VAS. The physical examination 
from 12/11/14 documented tenderness to paralumbar musculature with decreased Range of 
Motion (ROM), pain, straight leg raise test positive on the right side. There was shoulder and 
neck tenderness, positive Spurling's maneuver.  An intramuscular injection of Toradol was 
administered on this date. The plan of care included lumbar surgery and medication therapy. 
 

IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 
 
Ice 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-Treatment for 
Workers' Compensation (ODG-TWC). 
 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to 
Treatment Page(s): 48.   
 
Decision rationale: This durable medical equipment item is a device to administer regulated 
cold.  However, the MTUS/ACOEM guides note that "during the acute to subacute phases for a 
period of 2 weeks or less, physicians can use passive modalities such as application of heat and 
cold for temporary amelioration of symptoms and to facilitate mobilization and graded exercise. 
They are most effective when the patient uses them at home several times a day." More elaborate 
equipment than simple cold packs are simply not needed to administer the cold modality; the 
guides note it is something a claimant can do at home with simple cold packs made at home, 
without the need for such equipment.  As such, this DME would be superfluous and not 
necessary, and not in accordance with MTUS/ACOEM.  The request was appropriately non-
certified. 
 
Bone stimulator- 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-Treatment for 
Workers' Compensation (ODG-TWC) Low Back- Lumber & Thoracic. 
 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low back, under 
bone growth stimulators. 
 
Decision rationale: The current California web-based MTUS collection was reviewed in 
addressing this request. The guidelines are silent in regards to this request.  Therefore, in 
accordance with state regulation, other evidence-based or mainstream peer-reviewed guidelines 
will be examined.  The ODG notes either invasive or noninvasive methods of electrical bone 
growth stimulation may be considered medically necessary as an adjunct to spinal fusion surgery 
for patients with any of the following risk factors for failed fusion: (1) One or more previous 
failed spinal fusion(s); (2) Grade III or worse spondylolisthesis; (3) Fusion to be performed at 
more than one level; (4) Current smoking habit (Note: Other tobacco use such as chewing 
tobacco is not considered a risk factor); (5) Diabetes, Renal disease, Alcoholism; or (6) 
Significant osteoporosis which has been demonstrated on radiographs. (Kucharzyk, 1999) 
(Rogozinski, 1996) (Hodges, 2003) I was not able to locate in the records that any of these 
criteria were present in the case.  This request is not certified. 
 
TLSO (thoracic lumbar sacral orthosis)- purchase: Upheld 
 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 
Complaints.  Decision based on Non-MTUS Citation Official Disability Guidelines-Treatment 
for Workers' Compensation (ODG-TWC) Low Back- Lumber & Thoracic. 



 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  
Decision based on Non-MTUS Citation ODG, Back section, under Back Braces. 
 
Decision rationale: The current California web-based MTUS collection was reviewed in 
addressing this request.  The guidelines are silent in regards to this request.  Therefore, in 
accordance with state regulation, other evidence-based or mainstream peer-reviewed guidelines 
will be examined.  The ODG was also silent on back orthotics.  Under back brace, the guides 
note braces are recommended as an option for compression fractures and specific treatment of 
spondylolisthesis, documented instability, and for treatment of nonspecific LBP (very low-
quality evidence, but may be a conservative option). They are under study for post-operative use; 
see Back brace, post operative (fusion).  In this case, I did not find documentation of 
compression fracture, spondylolisthesis, and documented instability of the spine.  The evidence 
for their use in back pain is low quality, and not sufficient to truly support their use from an 
evidence-based perspective. The request is appropriately non certified. 
 
3 in 1 commode- 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-Treatment for 
Workers' Compensation (ODG-TWC). 
 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  
Decision based on Non-MTUS Citation California Labor Code 4600(a). 
 
Decision rationale:  Labor Code 4600 (a) notes that care is medical, surgical, chiropractic, 
acupuncture, and hospital treatment including nursing, medicines, medical and surgical supplies, 
crutches and apparatuses, including orthotic and prosthetic devices and services, that is 
reasonably required to cure or relieve the injured worker from the effects of his or her injury 
shall be provided by the employer.  This item is more a personal convenience item, unless the 
claimant is bed-confined or room-confined.  I did not find clear evidence of this however in the 
records provided.  The request was appropriately non-certified. 
 
Front wheel walker- 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-Treatment for 
Workers' Compensation (ODG-TWC). 
 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Knee, Walking 
Aids [Back section is silent]. 
 
Decision rationale:  The current California web-based MTUS collection was reviewed in 
addressing this request.  The guidelines are silent in regards to this request.  Therefore, in 
accordance with state regulation, other evidence-based or mainstream peer-reviewed guidelines 



will be examined.  The ODG has a section on walking aids only in the Knee section.  It only 
notes: Frames or wheeled walkers are preferable for patients with bilateral disease. (Zhang, 
2008) In this case, I do not confirm that the surgery occurred; even if it was planned, 
prophylactic acquisition of DME is not supported unless a clear clinical need is demonstrated.  
Further, I do not support adding mobility aids as they can weaken the musculature post surgery, 
and the claimant can become reliant on them rather than working their home program to fully 
rehabilitate.  I would support a non-certification. 
 


