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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: Emergency Medicine 

 

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 38 year old male injured worker suffered an industrial injury on 7/12/2011. Mechanism of 

injury was not documented. The diagnoses were right shoulder rotator cuff tear, R shoulder 

labral tear, R shoulder impingement syndrome, R shoulder AC joint arthritis and L knee anterior 

cruciate ligament tear. The treatments were right shoulder arthroscopy, physical therapy, 

medications and TENS unit. Last treatment was from 12/17/14.The treating provider reported 

shoulder limited range of motion secondary to pain and mildly positive impingement with 

weakness.  The left knee had full range of motion with crepitus and mild tenderness. Medications 

listed are Tramadol, Flexeril, Anaprox and Prilosec. Only justification for TENS unit noted is 

from 12/3/14 which merely states "it may be beneficial". The Utilization Review Determination 

on 1/14/2015 non-certified TENS unit and supplies, purchase, left knee, citing MTUS. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

TENS Unit and Supplies purchase for the left knee:  Upheld 

 

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

Criteria for the use of TENS Page(s): 116.   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Transcutaneous electrotherapy Page(s): 114-117.   

 

Decision rationale: As per MTUS Chronic pain guidelines, TENS (Transcutaneous Electrical 

Nerve Stimulation) may be recommended only if it meets criteria. Evidence for its efficacy is 

poor. Pt does not meet criteria to recommend TENS. TENS is only recommended for 

neuropathic or Complex Regional Pain Syndrome(CRPS) pain. Patient has a diagnosis of knee 

and shoulder pain. There is no documentation of failures of multiple conservative treatment 

modalities. Guidelines recommend use only with Functional Restoration program which is not 

documented. There is no documentation of short or long term goal of TENS unit. There is no 

documentation of an appropriate 1month trial of TENS. MTUS also recommends rental over 

purchase, there is no documentation as to why a TENS unit needed to be purchased instead of 

rented. Patient fails multiple criteria for TENS purchase. TENS is not medically necessary. 

 


