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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: Indiana
Certification(s)/Specialty: Preventive Medicine, Occupational 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 injured worker is a 34 year old male, who sustained an industrial injury on 9/11/14. He
reported low back injury. The injured worker was diagnosed as having lumbar disc protrusion,
lumbar muscle spasm, lumbar pain, lumbar radiculopathy and lumbar sprain/strain. Treatment to
date has included low back brace, oral pain medications and physical therapy. Currently, the
injured worker complains of constant achy, sharp, stabbing, throbbing, burning low back pain,
stiffness, heaviness, numbness, tingling, weakness and cramping. Physical exam noted range of
motion of lumbar spine is decreased and painful and tenderness is noted to palpation of the
lumbar paravertebral muscles with spasm of the lumbar paravertebral muscles. The treatment
plan included request for orthopedic consult, physical therapy and TENS unit.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

Ortho Surgical Consultation: Upheld
Claims Administrator guideline: Decision based on MTUS ACOEM Page(s): s 92, 127, 305.
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain, Office
Visits.



Decision rationale: MTUS is silent regarding visits to a orthopedic specialist. ODG states,
recommended as determined to be medically necessary. Evaluation and management (E&M)
outpatient visits to the offices of medical doctor(s) play a critical role in the proper diagnosis and
return to function of an injured worker, and they should be encouraged. The need for a clinical
office visit with a health care provider is individualized based upon a review of the patient
concerns, signs and symptoms, clinical stability, and reasonable physician judgment. The
determination is also based on what medications the patient is taking, since some medicines
such as opiates, or medicines such as certain antibiotics, require close monitoring. As patient
conditions are extremely varied, a set number of office visits per condition cannot be reasonably
established. The determination of necessity for an office visit requires individualized case
review and assessment, being ever mindful that the best patient outcomes are achieved with
eventual patient independence from the health care system through self-care as soon as
clinically feasible. The employee had an orthopedic consult in October 2014. It is unclear why
another orthopedic consult is needed and the medical documents do not justify seeing another
specialist. The treating provider does not specify what the question is that needs to be
answered in regards to the diagnosis or management of this employee. Therefore, the request is
not medically necessary.

Medication Consultation: Upheld
Claims Administrator guideline: Decision based on MTUS ACOEM Page(s): s 92, 127.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Chronic
pain program Page(s): 30-34. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Pain, Chronic Pain Programs.

Decision rationale: MTUS states, criteria for the general use of multidisciplinary pain
management programs: Outpatient pain rehabilitation programs may be considered medically
necessary when all of the following criteria are met: (1) An adequate and thorough evaluation
has been made, including baseline functional testing so follow-up with the same test can note
functional improvement; (2) Previous methods of treating chronic pain have been unsuccessful
and there is an absence of other options likely to result in significant clinical improvement; (3)
The patient has a significant loss of ability to function independently resulting from the chronic
pain; (4) The patient is not a candidate where surgery or other treatments would clearly be
warranted (if a goal of treatment is to prevent or avoid controversial or optional surgery, a trial
of 10 visits may be implemented to assess whether surgery may be avoided); (5) The patient
exhibits motivation to change, and is willing to forgo secondary gains, including disability
payments to effect this change; & (6) Negative predictors of success above have been addressed.
ODG states concerning chronic pain programs; (e) Development of psychosocial sequelae that
limits function or recovery after the initial incident, including anxiety, fear-avoidance,
depression, sleep disorders, or nonorganic illness behaviors (with a reasonable probability to
respond to treatment intervention); (f) The diagnosis is not primarily a personality disorder or
psychological condition without a physical component; (g) There is evidence of continued use
of prescription pain medications (particularly those that may result in tolerance, dependence or
abuse) without evidence of improvement in pain or function. While the treating physician does
document the use of opioids and anti-depressants, the treating physician has not provided
detailed documentation of chronic pain treatment trials and failures to meet all six MTUS
criteria for a chronic pain management program. As such the request is not medically
necessary.



Home TENS unit: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Transecutaneous Electrical Nerve Stimulation (TENS).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Interferential Current Stimulation Page(s): 114-120. Decision based on Non-MTUS Citation
Official Disability Guidelines (ODG) Pain, TENS chronic pain (transcutaneous electrical nerve
stimulation).

Decision rationale: MTUS states regarding TENSs unit, not recommended as a primary
treatment modality, but a one-month home-based TENS trial may be considered as a
noninvasive conservative option, if used as an adjunct to a program of evidence-based
functional restoration, for the conditions described below. For pain, MTUS and ODG
recommend TENS (with caveats) for neuropathic pain, phantom limp pain and CRPSI|,
spasticity, and multiple sclerosis. The medical records do not indicate any of the previous
conditions. ODG further outlines recommendations for specific body parts: Low back: Not
recommended as an isolated intervention. Knee: recommended as an option for osteoarthritis as
adjunct treatment to a therapeutic exercise program. Neck: Not recommended as a primary
treatment modality for use in whiplash-associated disorders, acute mechanical neck disease or
chronic neck disorders with radicular findings. Ankle and foot: Not recommended. Elbow:
Not recommended. Forearm, Wrist and Hand: Not recommended. Shoulder: Recommended
for post-stroke rehabilitation. Medical records do not indicate conditions of the low back, knee,
neck, ankle, elbow, or shoulders that meet guidelines. Of note, medical records do not indicate
knee osteoarthritis. ODG further details criteria for the use of TENS for Chronic intractable
pain (for the conditions noted above): (1) Documentation of pain of at least three months
duration. (2) There is evidence that other appropriate pain modalities have been tried (including
medication) and failed. (3) 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. (4) Other ongoing pain
treatment should also be documented during the trial period including medication usage. (5) A
treatment plan including the specific short- and long-term goals of treatment with the TENS
unit should be submitted. (6) After a successful 1-month trial, continued TENS treatment may
be recommended if the physician documents that the patient is likely to derive significant
therapeutic benefit from continuous use of the unit over a long period of time. At this point
purchase would be preferred over rental. (7) Use for acute pain (less than three months
duration) other than post-operative pain is not recommended. (8) A 2-lead unit is generally
recommended; if a 4-lead unit is recommended, there must be documentation of why this is
necessary. The medical records do not satisfy the several criteria for selection specifically, lack
of documented 1-month trial, lack of documented short-long term treatment goals with TENS
unit, and unit use for acute (less than three months) pain. As such, the request for a Home Tens
Unit is not medically necessary.



