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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 Occupational 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 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: 

 

Patient is a 48 year-old female with date of injury 10/30/2007. The medical document associated 

with the request for authorization, a primary treating physician's progress report, dated 

09/02/2014, lists subjective complaints as pain in the cervical spine, right shoulder, and bilateral 

knees. Objective findings: Examination of the cervical spine revealed tenderness to palpation and 

spasm of the bilateral paraspinal muscles. Midline tenderness was present at C4-C7. Range of 

motion was limited in all planes due to pain. Axial compression test was positive bilaterally with 

radiating pain. Examination of the right shoulder revealed tenderness and spasm of the deltoid. 

Range of motion was reduced in all planes. Positive impingement sign. Examination of the 

bilateral knees revealed tenderness to palpation of the medial joint line, lateral joint line and 

patella bilaterally. Range of motion was 120 degrees for flexion and 0 degrees for extension 

bilaterally. McMurray's was positive bilaterally. Hyperesthesia was noted in the C6 and C7 

dermatomes bilaterally. Diagnosis: 1. Pain in joint, right elbow 2. Carpal tunnel syndrome left 3. 

Lumbar region disc disorder 4. Osteoarthritis, bilateral knees 5. Failed right shoulder surgery 6. 

Status post cervical fusion 7. Status post ulnar nerve release. There were no records of previous 

MRIs on the right shoulder found within the documents provided for review. The medical 

records supplied for review document that the patient was first prescribed the following 

medication on 09/02/2014. Medication: 1. FCL Cream (Flurbiprofen 20%, Cyclobenzaprine 4%, 

Lidocaine 5%) 60gm SIG: apply topically two to three times per day. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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



Pain Management Consultation: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Independent Medical Examinations and 

Consultations Chapter (ACOEM Practice Guidelines, 2nd Edition (2004), Chapter 7), page 127 

 

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

Decision based on Non-MTUS Citation American College of Occupational and Environmental 

Medicine (ACOEM), 2nd Edition, (2004) Chapter 7, Independent Medical Examinations and 

Consultations, page 132 

 

Decision rationale: According to the MTUS, a referral request should specify the concerns to be 

addressed in the independent or expert assessment, including the relevant medical and non- 

medical issues, diagnosis, causal relationship, prognosis, temporary or permanent impairment, 

workability, clinical management, and treatment options. The medical record lacks sufficient 

documentation and does not support a referral request. Pain Management Consultation is not 

medically necessary. 

 

Four-wheeled walker: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation The National Coverage Determinations Manual 

 

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

Decision based on Non-MTUS Citation Blue Cross Clinical UM Guideline, Durable Medical 

Equipment, Guideline #: CG-DME-10, Last Review Date: 02/13/2014 

 

Decision rationale: According to the  Guideline for Durable Medical 

Equipment, durable medical equipment is considered medically necessary when all of a number 

of criteria are met including: There is a clinical assessment and associated rationale for the 

requested DME in the home setting, as evaluated by a physician, licensed physical therapist, 

occupational therapist, or nurse; and there is documentation substantiating that the DME is 

clinically appropriate, in terms of type, quantity, frequency, extent, site and duration and is 

considered effective for the individual's illness, injury or disease; and  the documentation 

supports that the requested DME will restore or facilitate participation in the individual's usual 

IADL's and life roles. The medical record does not contain sufficient documentation or address 

the above criteria. A 4-wheeled walker is not medically necessary. 

 

Soft Lumbar Brace: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

Complaints Page(s): 301. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 301. 



Decision rationale: According to the MTUS, lumbar supports have not been shown to have any 

lasting benefit beyond the acute phase of symptom relief. The date of injury 10/30/2007. The 

patient is no longer in the acute phase of the injury. A back brace is not medically necessary. 

 
 

Synvisc Injections times 3 for the Bilateral Knees: Upheld 

 

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

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

Hyaluronic Acid Injections. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Knee & Leg 

(Acute & Chronic), Hyaluronic acid injections 

 

Decision rationale: The Official Disability Guidelines contain numerous criteria which must be 

met prior to recommending hyaluronic acid injections to the knee. The primary consideration, 

and the only diagnosis for which injections are recommended by the ODG, is a diagnosis of 

osteoarthritis of the knee.  In addition, the ODG requires the patient to be suffering from knee 

pain and to satisfy at least 5 of 9 other criteria as well. The medical record does not contain the 

necessary documentation to enable recommendation of hyaluronic acid injections to the knee. 

Synvisc Injections times 3 for the Bilateral Knees is not medically necessary. 

 

FCL (Flurbiprofen 20%, Cyclobenzaprine 4%, Lidocaine 5%): Upheld 

 

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

Topical compound Page(s): 112-113. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

111-113. 

 

Decision rationale: According to the MTUS, there is little to no research to support the use of 

many of these compounded topical analgesics. Any compounded product that contains at least 

one drug (or drug class) that is not recommended is not recommended. Cyclobenzaprine is a 

muscle relaxant. There is no evidence for use of any muscle relaxant as a topical product. FCL 

(Flurbiprofen 20%, Cyclobenzaprine 4%, Lidocaine 5%) is not medically necessary. 

 

MRI of the Right Shoulder: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Shoulder 

Chapter. 

 

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

Page(s): 208. 



Decision rationale: According to the MTUS, the primary criteria for ordering imaging studies 

are emergence of a red flag, physiologic evidence of tissue insult or neurovascular dysfunction, 

failure to progress in a strengthening program intended to avoid surgery, or clarification of the 

anatomy prior to an invasive procedure. The medical record is lacking documentation in any of 

the above criteria. MRI of the Right Shoulder is not medically necessary. 




