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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. The expert 

reviewer is Board Certified in Anesthesiology, has a subspecialty in Pain Management, and is 

licensed to practice in Tennessee. 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/services. He/she is familiar with governing laws and regulations, including the strength of 

evidence hierarchy that applies to Independent Medical Review determinations. 

 

CLINICAL CASE SUMMARY 

The expert reviewer developed the following clinical case summary based on a review of the 

case file, including all medical records: 

 

This is a 61 year old female with a 10/13/2011 date of injury.  The exact mechanism of the 

original injury was not clearly described.  A progress reported dated 5/14/14 noted subjective 

complaints of burning neck pain and achy mid back pain.  Objective findings included 

suboccipital tenderness and decreased cervical ROM.  There was thoracolumbar tenderness.  

Diagnostic Impression:  cervical degenerative disc disease, thoracic strain, lumbar spine 

radiculopathyTreatment to Date: medication managementA UR decision dated 6/12/14 denied 

the request for localized intensified neurostimulation 1 w per week x 6 weeks.  Based on the 

clinical information submitted for review and using evidence-based, peer-reviewed guidelines 

this request was not certified. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Localized Intensified Neurostimulation 1 w per week for 6 weeks, 

Lumbar/Thoracic/Cervical Spine:  Upheld 

 

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

Percutaneous electrical nerve stimulation (PENS) Page(s): 97.  Decision based on Non-MTUS 

Citation Blue Cross Blue Shield Association policy #8.03.01 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) low back chapter 



 

Decision rationale: CA MTUS does not address this issue.  ODG states that LINT is not 

recommended until there are higher quality studies. Initial results are promising, but only from 

two low quality studies sponsored by the manufacturer. The requesting provider does not 

establish circumstances that would warrant LINT therapy despite lack of positive evidence.  

Therefore, the request for localized intensified neurostimulation 1 w per week for 6 weeks, 

lumbar/thoracic/cervical spine was not medically necessary. 

 


