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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: Florida 

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 44 year old who sustained an industrial injury on May 7, 2013. The 

injured worker had reported an injury to the left shoulder and has been diagnosed with left 

shoulder pain and chronic pain syndrome. Treatment has included medications, surgery, and 

physical therapy. Currently the injured worker had left shoulder abduction at 90 degrees, internal 

rotation at 45 degrees, and external rotation at 45 degrees. The treatment plan included follow up 

and renewal of medications. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

IF unit-electrodes, Batteries, Set-up & delivery: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

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

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Interferential Current Stimulation Device Page(s): 118.  

 

Decision rationale: MTUS guidelines state that Interferential current stimulation devices are 

"Not recommended as an isolated intervention. There is no quality evidence of effectiveness 



except in conjunction with recommended treatments, including return to work, exercise and 

medications, and limited evidence of improvement on those recommended treatments alone. The 

randomized trials that have evaluated the effectiveness of this treatment have included studies for 

back pain, jaw pain, soft tissue shoulder pain, cervical neck pain and post-operative knee pain. 

(Van der Heijden, 1999) (Werner, 1999) (Hurley, 2001) (Hou, 2002) (Jarit, 2003) (Hurley, 2004) 

(CTAF, 2005) (Burch, 2008) The findings from these trials were either negative or non-

interpretable for recommendation due to poor study design and/or methodologic issues. In 

addition, although proposed for treatment in general for soft tissue injury or for enhancing 

wound or fracture healing, there is insufficient literature to support Interferential current 

stimulation for treatment of these conditions." This patient is post op from a shoulder surgery. 

This treatment modality has questionable efficacy. Likewise, it is not considered medically 

necessary.

 


