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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The physician 

reviewer is Board Certified in Neurology, has a subspecialty in Neuromuscular Medicine, and is 

licensed to practice in California. 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 physician 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: 

 

The patient is a 60 year old woman who sustained a work related injury on October 4 2004. 

Subsequently she developed chronic cervical and shoulder pain as well as neck pain.  She 

underwent an arthroscopic surgery on April 15, 2012 with improvement but slow progression.  

Right shoulder examination showed demonstrated tenderness.  Lumbar spine examination 

demonstrated tenderness with reduced range of motion.  The patient had an antalgic walk.  

According to the progress note dated on April 19, 2013, the patient developed low back pain and 

right shoulder pain.  Her physical examination was unchanged.  Her provider requested 

authorization for physical therapy for lumbar spine and right shoulder. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Norco 10/325mg #60: Upheld 

 

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

Page(s): 76-80.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids 

Page(s): 79.   

 

Decision rationale: According to MTUS Chronic Pain Guidelines, Norco 

(Hydrocodone/Acetaminophen) is a synthetic opioid indicated for the pain management but not 



recommended as a first line oral analgesic. In addition and according to the MTUS Chronic Pain 

Guidelines, ongoing use of opioids should follow specific rules, "Ongoing review and 

documentation of pain relief, functional status, appropriate medication use, and side effects. Pain 

assessment should include: current pain; the least reported pain over the period since last 

assessment; average pain; intensity of pain after taking the opioid; how long it takes for pain 

relief; and how long pain relief lasts. Satisfactory response to treatment may be indicated by the 

patient's decreased pain, increased level of function, or improved quality of life." There is no 

clear evidence of objective and recent functional and pain improvement with previous use of 

opioids. There no clear documentation of the efficacy/safety of previous use of 

Hydrocodone/Acetaminophen.  There is no clear justification for the need to continue the use of 

Hydrocodone/Acetaminophen. Therefore, the request for a prescription of Norco 10/325mg, 

quantity 60 is not medically necessary and appropriate. 

 

Physical therapy for lumbar spine and right shoulder two times a week for four weeks: 
Upheld 

 

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

Page(s): 98-99.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Chronic 

pain programs, Physical Medicine Page(s): 31, 98-100.   

 

Decision rationale: The MTUS Chronic Pain Guidelines regarding physical medicine indicate, 

"Recommended as indicated below. Passive therapy (those treatment modalities that do not 

require energy expenditure on the part of the patient) can provide short term relief during the 

early phases of pain treatment and are directed at controlling symptoms such as pain, 

inflammation and swelling and to improve the rate of healing soft tissue injuries. They can be 

used sparingly with active therapies to help control swelling, pain and inflammation during the 

rehabilitation process. Active therapy is based on the philosophy that therapeutic exercise and/or 

activity are beneficial for restoring flexibility, strength, endurance, function, range of motion, 

and can alleviate discomfort. Active therapy requires an internal effort by the individual to 

complete a specific exercise or task. This form of therapy may require supervision from a 

therapist or medical provider such as verbal, visual and/or tactile instruction(s). Patients are 

instructed and expected to continue active therapies at home as an extension of the treatment 

process in order to maintain improvement levels. Home exercise can include exercise with or 

without mechanical assistance or resistance and functional activities with assistive devices. 

(Colorado, 2002) (Airaksinen, 2006) Patient-specific hand therapy is very important in reducing 

swelling, decreasing pain, and improving range of motion in CRPS. (Li, 2005) The use of active 

treatment modalities (e.g., exercise, education, activity modification) instead of passive 

treatments is associated with substantially better clinical outcomes." In this case, there is no 

documentation of the efficacy of previous shoulder physical therapy sessions. There is a need for 

more information about the rationale for more right shoulder physical therapy. There is no clear 

evidence of functional deficits of the lumbar spine that justify physical therapy.  Therefore the 

request for physical therapy for lumbar spine and right shoulder, two times per week for four 

weeks is not medically necessary and appropriate. 

 



Kronos lumbar support: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints 

Page(s): 298-301.   

 

Decision rationale: According to the ACOEM Guidelines, "the use of back belts as lumbar 

support should be avoided because they have been shown to have little or no benefit, thereby 

providing only a false sense of security...There is no evidence for the effectiveness of lumbar 

supports in preventing back pain in industry. Proper lifting techniques and discussion of general 

conditioning should be emphasized, although teaching proper lifting mechanics and even 

eliminating strenuous lifting fails to prevent back injury claims and back discomfort, according 

to some high-quality studies." Therefore, the request for a Kronos lumbar support is not 

medically necessary and appropriate. 

 

AppTrim #120: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation ODG Guidelines, Pain Chapter 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines, section on Medical Food. 

 

Decision rationale:  AppTrim is a medical food described as an appetite suppressant for obesity 

management. There is no documentation in the medical records provided for review that the 

patient was diagnosed with obesity. Therefore, the prescription of AppTrim #120 is not 

medically necessary and appropriate. 

 

Exoten-C lotion 0.002/10/20% #113.4gm: Upheld 

 

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

Topical Analgesics Page(s): 111-113.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical 

Analgesics Page(s): 111.   

 

Decision rationale:  According to the MTUS Chronic Pain Guidelines, topical analgesics are 

largely experimental in use with few randomized controlled trials to determine efficacy or safety.  

Many agents are combined to other pain medications for pain control.  Furthermore, according to 

the MTUS Guidelines, any compounded product that contains at least one drug or drug class that 

is not recommended is not recommended. There is no clear evidence that the patient failed or 

was intolerant to first line oral pain medications (antidepressant and anticonvulsant). Therefore, 

the request for Exoten-C lotion 0.002/10/20% 113.4 gm is not medically necessary and 

appropriate. 

 


