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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: Massachusetts 

Certification(s)/Specialty: Physical Medicine & Rehabilitation, Pain Management 

 

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 53 year old female, who sustained an industrial injury on March 2, 2010.  

She reported hitting the back of her head and neck on a chair after a fall from the chair in sitting 

position.  The injured worker was diagnosed as having lumbar spine strain with 2-3mm disc 

bulges at L3-4 and L4-5 with spinal stenosis at L5-S1 and moderate neural foraminal narrowing 

on the left and mild neural foraminal narrowing of the right and cervical spine strain.  Treatment 

to date has included physical therapy, injection, medications, exercises and TENS unit.  On 

January 9, 2015, the injured worker complained of pain located in the lower back and down the 

left leg.  The pain was described as constant, throbbing and burning.  The pain was noted to get 

better with medication.  The pain was rated as a 5 on a 1-10 pain scale.  The treatment plan 

included medications and a follow-up appointment. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Percutaneous electrical nerve stimulator (neurostimulator) times one unit - four separate 

treatments (each treatment is 5 days of continuous percutaneous electrical nerve 

stimulation):  Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   



 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic), 

Percutaneous electrical nerve stimulation (PENS). 

 

Decision rationale: The claimant is more than 3 years status post work-related injury and 

continues to be treated for chronic radiating low back pain. The requesting provider documents 

failure of prior conservative treatments including physical therapy. A percutaneous stimulation 

trial is being requested including instruction in a home exercise program with a goal of 

improving the claimant's function.Percutaneous electrical nerve stimulation is not recommended 

as a primary treatment modality, but a trial may be considered, if used as an adjunct to a program 

of evidence-based functional restoration, after other non-surgical treatments, including 

therapeutic exercise and TENS, have been tried and failed or are judged to be unsuitable or 

contraindicated. In this case, prior physical therapy treatments which would have included a 

home exercise program have not been effective. The requested treatment is not being done as an 

adjunct to a program of evidence-based functional restoration which would be potentially 

effective in this case. Therefore the requested percutaneous electrical peripheral nerve 

stimulation treatments are not medically necessary.

 


