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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. The expert 

reviewer is Board Certified in Anesthesiology, has a subspecialty in Pain Management and is 

licensed to practice in Tennessee. 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/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: 

 

This is a 45-year-old male with a 8/2/12 date of injury.  The mechanism of injury was not noted.  

According to a progress note dated 6/30/14, the patient is status post left shoulder surgery on 

3/27/14.  He reported pain in the left upper abdomen around the area where his ribs were painful.  

He also continued to have low back pain with radiation into both lower extremities and pain in 

the buttocks with prolonged sitting.  In a note dated 6/17/14, the patient stated that his TENS unit 

that he received a year ago is no longer working.  He stated that therapy with the TENS unit 

helped reduce his pain by about 30%.  Objective findings: antalgic gait, tenderness to palpation 

of left lower anterior chest wall, tenderness to palpation over the medial and lateral epicondyles 

and proximal forearm, difficulty making a fist with left hand, positive Finklestein with radiation 

of pain in the proximal forearm up to the elbow.  Diagnostic impression: sprains and strains of 

neck, sprain/strain thoracic region, lumbar disc displacement without myelopathy, pain in joint-

shoulder. Treatment to date: medication management, activity modification, TENS unit, 

acupuncture treatment, physical therapy. A UR decision dated 7/3/14 denied the request for the 

replacement of a TENS unit.  A specific rationale for denial was not provided. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Replacement of TENS unit for the left shoulder, cervical, and lumbar spine:  Upheld 

 

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

Electrotherapy/transcutaneous electrical nerve stimulation.   



 

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

114-116.   

 

Decision rationale: CA MTUS Chronic Pain Medical Treatment Guidelines state that a one-

month trial period of the TENS unit should be documented (as an adjunct to ongoing treatment 

modalities within a functional restoration approach) with documentation of how often the unit 

was used, as well as outcomes in terms of pain relief and function and that other ongoing pain 

treatment should also be documented during the trial period including medication.  There is no 

documentation of how a TENS unit was used in physical therapy, medication management, or 

instruction and compliance with an independent program.  In addition, there is no documentation 

of how often the unit was used.  Furthermore, there is no documentation that the patient has had 

any functional gains or improvement in activities of daily living from his current TENS unit.  

Therefore, the request for Replacement of TENS unit for the left shoulder, cervical, and lumbar 

spine is not medically necessary. 

 


