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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer.  He/she has no 

affiliation with the employer, employee, providers or the claims administrator.  The physician 

reviewer is Board Certified in Family Practice, and is licensed to practice in Texas.  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 physician 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/services.  He/she is familiar with governing 

laws and regulations, including the strength of evidence hierarchy that applies to Independent 

Medical Review determinations. 

 

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 patient is a 61-year-old male who reported an injury on 12/27/2006, due to a fall of 

approximately 5 feet.  The patient reportedly sustained an injury to his left elbow and back.  The 

patient's treatment history has included physical therapy, a home exercise program, multiple 

medications, trigger point injections, epidural steroid injections, facet rhizotomy, a TENS 

(Transcutaneous electrical nerve stimulation) unit, and chiropractic care.  The patient's most 

recent clinical documentation indicates that the patient has constant low back pain radiating into 

the left hip and constant neck pain radiating into the left shoulder.  Physical findings included 

positive tenderness, hypertonicity, and muscle spasming at the L1-5 levels, the C2-7 levels, and 

the T1-3 levels with positive Kemp's test and positive bilateral straight leg raising test.  The 

patient's current medications were listed as Prilosec and Lidoderm patches.  The patient's 

diagnoses included cervical sprain/strain, lumbosacral sprain/strain, left carpal tunnel syndrome, 

contusion of the left ribs, and left shoulder sprain/strain.  The patient's treatment plan included 

continuation of medications, an agreed medical evaluation, consideration for left knee 

arthroscopy, and continuation of acupuncture. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

1 home TENS unit replacement pads:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   



 

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

TENS (Transcutaneous electrical nerve stimulation) Unit Page(s): 114.   

 

Decision rationale: The clinical documentation submitted for review does indicate that the 

patient is utilizing a TENS (Transcutaneous electrical nerve stimulation) unit to assist with 

symptom control.  However, the clinical documentation submitted for review does not provide 

any evidence of objective functional benefit resulting from this treatment modality.  

Additionally, the California Medical Treatment Utilization Schedule recommends the use of a 

TENS unit as an adjunct treatment to active therapy.  The clinical documentation submitted for 

review does not provide any evidence that the patient is participating in any active therapy that 

would benefit from the addition of a TENS unit.  As the continued use of the TENS unit is not 

supported, replacement supplies would also not be supported.  As such, the requested 1 home 

TENS unit replacement pads is not medically necessary or appropriate 

 

Omeprazole DR 20mg #60:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

NSAIDs (Nonsteroidal anti-inflammatory drugs), GI (gastrointestinal) symptoms & cardiova.   

 

Decision rationale: The California Medical Treatment Utilization Schedule recommends 

gastrointestinal protectants for patients who are at risk for developing gastrointestinal 

disturbances related to medication usage.  The clinical documentation submitted for review does 

not provide an adequate assessment of the patient's gastrointestinal system to support the use of 

this medication.  Additionally, the patient's most recent documentation dated 11/05/2013 

indicates that the patient is not on any oral analgesics that may cause gastrointestinal upset.  

Therefore, the need for this medication is not indicated.  As such, the requested omeprazole DR 

20 mg #60 is not medically necessary or appropriate. 

 

 

 

 


