
 

 
 
 

Case Number: CM15-0119328   
Date Assigned: 06/29/2015 Date of Injury: 03/08/2013 
Decision Date: 07/28/2015 UR Denial Date: 06/16/2015 
Priority: Standard Application 

Received: 
06/19/2015 

 

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: Iowa, Illinois, Hawaii 
Certification(s)/Specialty: Preventive Medicine, Occupational Medicine, Public Health & 
General Preventive 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 46 year-old female who sustained an industrial injury on 03/08/13. She 
reports pain to her left shoulder and wrist after repetitive motions at work. Initial diagnoses 
include left carpal tunnel syndrome. On 12/02/14, she underwent left carpal tunnel release 
surgery. In a progress note dated 06/01/15 the injured worker reports doing poorly with 
complaints of marked locking and catching of her left shoulder. Examination shows she has 
global tenderness about the left shoulder. O'Brian's test is positive and she is in moderate 
distress. MRI done on 04/28/15 revealed a large SLAP tear with a large paralabral cyst extending 
into the spinal glenoid notch. The injured worker has failed non-operative treatment and remains 
disabled. Treatment recommendation include left shoulder arthroscopy, SLAP repair with 
excision of paralabral cyst, and possible biceps tendon tenodesis, postoperative Physical 
Therapy, shoulder sling pain pump, IF unit 30 day rental and cold therapy. The injured worker is 
under temporary total disability. Date of Utilization Review: 06/16/15. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

IF (interferential frequency) Unit, 30 day rental: Upheld 



Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 11 Forearm, 
Wrist, and Hand Complaints Page(s): 265. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 
Interferential Current Stimulation, Transcutaneous electrotherapy Page(s): 54, 114-116, 118-120. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain, TENS 
chronic pain (transcutaneous electrical nerve stimulation). 

 
Decision rationale: MTUS states regarding TENs 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 CRPSII, 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 short-long term treatment goals with TENS unit, and unit use 
for acute (less than three months) pain. As such, the request for IF (interferential frequency) 
Unit, 30 day rental is not medically necessary. 

 
Cold Therapy unit, for Left Wrist, Purchase: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 11 Forearm, 
Wrist, and Hand Complaints Page(s): 265. 



MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Carpal Tunnel 
Syndrome (Acute & Chronic), Continuous cold therapy (CCT). 

 
Decision rationale: MTUS is silent on the use of cold therapy units. ODG states, 
"Recommended as an option only in the postoperative setting, with regular assessment to avoid 
frostbite. Postoperative use generally should be no more than 7 days, including home use. A 
prospective randomized study was performed comparing the efficacy of a temperature-controlled 
cooling blanket (CCT) or a standard ice pack in the postoperative treatment of 72 patients with 
carpal tunnel syndrome. Patients who used CCT showed significantly greater reduction in pain, 
edema (wrist circumference), and narcotic use post-op than did those using ice therapy. In this 
study, the controlled cold therapy was only used for 3 days. (Hochberg, 2001) Complications 
related to cryotherapy, including frostbite, are rare but can be devastating. (Wilke, 2003)". This 
patient is well past the postoperative phase. The treating physician has not provided rationale to 
go against guideline recommendations. As such, the request for cold therapy unit, for left wrist, 
purchase is not medically necessary. 
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