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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: Orthopedic Surgery 

 

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 54 year old female, who sustained an industrial injury on 07/05/2011. 

She has reported injury to the right knee and low back. The diagnoses have included right knee 

medial meniscus tear and severe osteoarthritis; and lumbar spine disc protrusion. Treatment to 

date has included medications, diagnostics, injections, and acupuncture. Medications have 

included Naproxen Sodium, Cyclobenzaprine, and Prilosec. A progress note from the treating 

physician, dated 10/28/2014, documented a follow-up visit with the injured worker. Currently, 

the injured worker complains of lumbar spine pain and right knee pain; pain is worsened by 

standing, walking, and forceful activity; and pain is rated at 7/10 on the visual analog scale 

without medications, and 2/10 with medications. Objective findings included tenderness to the 

bilateral lumbar paraspinal muscles with spasm. The treatment plan has included medications, 

consultation, and acupuncture. Request is being made for 9 home health evaluation and home 

physical therapy visits; cold compress unit rental for 2 weeks; and post-operative visit. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

9 home health evaluation and home physical therapy visits: Upheld 



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

Home Health Services. 

 

MAXIMUS guideline: Decision based on MTUS Postsurgical Treatment Guidelines Page(s): 

51. 

 

Decision rationale: According to the CA MTUS/Chronic Pain Medical Treatment Guidelines, 

page 51, Home Health Services are recommended only for medical treatment in patients who are 

homebound on a part-time or intermittent basis.  Medical treatment does not include homemaker 

services like shopping, cleaning, laundry, and personal care given by home health aides like 

bathing, dressing, and using the bathroom when this is the only care needed. Home health 

skilled nursing is recommended for wound care or IV antibiotic administration.  There is no 

evidence in the records from 10/28/14 that the patient is home bound. There are no other 

substantiating reasons why home health services are required. Therefore, determination is for 

non-certification. 

 

Cold compress unit rental for 2 weeks: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Knee 

chapter, Continuous-flow cryotherapy. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines, Knee and Leg, 

Continuous flow cryotherapy. 

 

Decision rationale: CA MTUS/ACOEM is silent on the issue of cryotherapy. According to 

ODG, Knee and Leg Chapter regarding continuous flow cryotherapy it is a recommended option 

after surgery but not for nonsurgical treatment.  It is recommended for upwards of 7 days 

postoperatively.  In this case the request has an unspecified amount of days. Therefore, the 

determination is for non-certification. 

 

Post-operative visit: Upheld 

 

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

for its decision. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines, Pain, Office visits. 

 

Decision rationale: CA MTUS/ACOEM is silent on office visits. According to the ODG Pain 

section, Office visits, recommended as determined to be medically necessary. Evaluation and 

management (E&M) outpatient visits to the offices of medical doctor(s) play a critical role in the 

proper diagnosis and return to function of an injured worker, and they should be encouraged. The 

need for a clinical office visit with a health care provider is individualized based upon a review 

of the patient concerns, signs and symptoms, clinical stability, and reasonable physician 



judgment. The determination is also based on what medications the patient is taking, since some 

medicines such as opiates, or medicines such as certain antibiotics, require close monitoring. As 

patient conditions are extremely varied, a set number of office visits per condition cannot be 

reasonably established. The determination of necessity for an office visit requires individualized 

case review and assessment, being ever mindful that the best patient outcomes are achieved with 

eventual patient independence from the health care system through self care as soon as clinically 

feasible.  In this case, a postoperative visit is inherent to the global 90 day period. Therefore, the 

determination is for non-certification. 


