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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 General Preventive Medicine and is licensed to practice in
Indiana. 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 employee is a 55 year old male with date of injury of 1/14/2011. A review of the medical
records indicated that the patient is undergoing treatment for lumbar strain with right lower
extremity radiculopathy. Subjective complaints include lower back pain with radiation to both
extremities. Objective findings include reduced range of motion in the lumbar spine, with
atrophy in the bilateral extremities; positive straight leg raise; and EMG of the bilateral lower
extremities shows right S1 lumbar radiculopathy with ongoing denervation. Treatment has
included Anaprox, epidural steroid injections, physical therapy, and trigger point injections. The
utilization review dated 8/19/2014 non-certified lumbar traction, IF/TENS unit combo, TENS
supplies, electrodes, and batteries.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Lumbar Traction (Purchase): Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back
Complaints.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 298-302.




Decision rationale: The above cited guidelines state that "Traction has not been proved effective
for lasting relief in treating low back pain. Because evidence is insufficient to support using
vertebral axial decompression for treating low back injuries, it is not recommended." Therefore,
the request for lumbar traction is not medically necessary.

IF/TENS unit combo: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 287-315,Chronic Pain Treatment Guidelines Interferential Current Stimulation,
Transcutaneous electrotherapy Page(s): 54, 114-116, 118-120.

Decision rationale: ACOEM guidelines state "Insufficient evidence exists to determine the
effectiveness of sympathetic therapy, a noninvasive treatment involving electrical stimulation,
also known as interferential therapy. At-home local applications of heat or cold are as effective
as those performed by therapists.” MTUS further states, "Not recommended as an isolated
intervention™ and details the criteria for selection: Pain is ineffectively controlled due to
diminished effectiveness of medications; or pain is ineffectively controlled with medications due
to side effects; or history of substance abuse; or significant pain from postoperative conditions
limits the ability to perform exercise programs/ physical therapy treatment; or unresponsive to
conservative measures (e.g., repositioning, heat/ice, etc.). "If those criteria are met, then a one-
month trial may be appropriate to permit the physician and physical medicine provider to study
the effects and benefits.” The treating physician's progress notes do no indicate that the patients
has poorly controlled pain, concerns for substance abuse, pain from postoperative conditions that
limit ability to participate in exercise programs/treatments, or is unresponsive to conservative
measures. As such, this request is not medically necessary.

TENS supplies: electrodes, batteries: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 287-315,Chronic Pain Treatment Guidelines Interferential Current Stimulation,
Transcutaneous electrotherapy Page(s): 54, 114-116, 118-120.

Decision rationale: ACOEM guidelines state “Insufficient evidence exists to determine the
effectiveness of sympathetic therapy, a noninvasive treatment involving electrical stimulation,
also known as interferential therapy. At-home local applications of heat or cold are as effective
as those performed by therapists.” MTUS further states, "Not recommended as an isolated
intervention™ and details the criteria for selection: Pain is ineffectively controlled due to
diminished effectiveness of medications; or pain is ineffectively controlled with medications due
to side effects; or history of substance abuse; or significant pain from postoperative conditions
limits the ability to perform exercise programs/ physical therapy treatment; or unresponsive to



conservative measures (e.g., repositioning, heat/ice, etc.). "If those criteria are met, then a one-
month trial may be appropriate to permit the physician and physical medicine provider to study
the effects and benefits.” Since the request for the TENS unit is not medically necessary, the
request for electrodes and batteries for the TENS unit is not medically necessary.



