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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: Family Practice 

 

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 51 year old female, who sustained an industrial injury on July 24, 2006. 

Treatment to date has included TENS unit, medications, physical therapy, thoracic diskectomy 

and MRI of the spine.  Currently, the injured worker complains of continued pain with lifting 

and twisting from side to side. She reports worsening back pain, which is affecting her sleep and 

his general activities. She is working his full work schedule and his regular job duties. On 

physical examination the injured worker exhibits tenderness to palpation of the thoracic spine 

and has limited rotation consistent with her baseline. The diagnoses associated with the request 

include status post thoracic diskectomy and exacerbation of chronic pain. The treatment plan 

includes replacement of TENS unit, acupuncture of the thoracic spine, and medications. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

TENS unit replacement: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints, Chronic Pain Treatment Guidelines. 



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

Page(s): 114-116. 

 

Decision rationale: The MTUS/Chronic Pain Medical Treatment Guidelines comment on the 

use of TENS as a treatment modality. These guidelines have established criteria for the use of 

TENS. The criteria for the use of TENS are as follows: Chronic intractable pain (for the 

conditions noted above): Documentation of pain of at least three months duration. There is 

evidence that other appropriate pain modalities have been tried (including medication) and 

failed. 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; rental 

would be preferred over purchase during this trial. Other ongoing pain treatment should also be 

documented during the trial period including medication usage. A treatment plan including the 

specific short- and long-term goals of treatment with the TENS unit should be submitted. In this 

case, there is insufficient documentation on the outcomes of the previous use of a TENS unit. 

There is insufficient documentation, per the above-cited guidelines that outcomes (pain relief and 

functional improvement) have been assessed. There is insufficient documentation of specific 

short- and long-term goals of treatment with the TENS unit. For these reasons, a TENS unit 

replacement is not medically necessary. 

 

Additional acupuncture x 6 visits, for the thoracic spine: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM, Acupuncture Treatment 

Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment Guidelines. 

 

Decision rationale: The MTUS/Acupuncture Medical Treatment Guidelines serve as the 

reference in the evaluation of this request for six additional acupuncture treatment sessions for 

the thoracic spine. These guidelines apply to acupuncture or acupuncture with electrical 

stimulation when referenced in the clinical topic medical treatment guidelines in the series of 

sections commencing with 9792.23.1 et seq., or in the chronic pain medical treatment guidelines 

contained in section 9792.24.2. These guidelines state that the frequency and duration of 

acupuncture or acupuncture with electrical stimulation may be performed as follows: (1) Time 

to produce functional improvement: 3 to 6 treatments. (2) Frequency: 1 to 3 times per week. (3) 

Optimum duration: 1 to 2 months. In this case, the records indicate that the patient has 

previously received acupuncture treatments to the thoracic spine. However, there is insufficient 

documentation on the outcomes of these sessions, improvement in pain control or functional 

ability, to justify further treatment. Without objective evidence of these outcomes, additional 

acupuncture treatment sessions are not considered as medically necessary. In summary, six 

additional acupuncture visits for the thoracic spine are not medically necessary. 


