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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 Physical Medicine and Rehabilitation, has a subspecialty in Pain 

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: 

 

This is a male patient with a date of injury of September 26, 2013. A utilization review 

determination dated October 10, 2014 recommends non-certification of infrared, massage, 

myofascial release, iontophoresis, electrostimulation, and dexamethasone sodium phosphate 

(4mg/ml): 1) to the thoracic spine 2 to 3 times per week for 4 weeks and 2) to the lumbar spine 2 

to 3 times per week for 4 weeks; EMG 1 extremity, EMG 2 extremities and somatosensory of 

lower extremity and bilateral lower extremities; methiderm (menthol salicylate 15%/menthol 

10%) gel 360gm, apply 3 times daily; and cyclobenzaprine 5 mg #90, take 1/2-1 tablet 8-12 

hours pen for muscle relaxer. A progress note dated September 23, 2014 identifies increased pain 

with walking/activities of daily living, thoracic pain level is a 3/10, lumbar pain level is a 3/10, 

and the remaining subjective complaints is illegible. The physical examination identifies 

increased range of motion with moderate improvement, negative straight leg raise test, and the 

remaining physical examination is illegible. The diagnoses include thoracic kyphosis, lumbar 

MLPD/DD/NFS/r/o radiculopathy, history of diabetes, and pending right knee, right ankle, left 

wrist amendment. The treatment plan recommends EMG/NCS of bilateral lower extremities, 

continue with medications for pain, creams were prescribed, request physical therapy 2x4, 

referral to spinal neurosurgeon, and obtain urine toxicology screening. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 



Infrared, massage, myofascial release, iontophoresis, electro stimulation and 

Dexamethasone Sodium Phosphate (4mg/ml): 1/ to the the thoracic spine 2 to 3 times per 

week for four weeks and 2/ to lumbar spine, 2-3 times per week for 4 weeks: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.  Decision based on Non-MTUS Citation Official Disability Guidelines, Low Back 

Chapter, Infrared Therapy 

 

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

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

Chapter, Iontophoresis; Infrared Therapy (IR); Pain Chapter, Massage Therapy 

 

Decision rationale: Regarding the request for infrared, massage, myofascial release, 

iontophoresis, electrostimulation, and dexamethasone sodium phosphate (4mg/ml): 1) to the 

thoracic spine 2-3 times per week for 4 weeks and 2) to the lumbar spine 2-3 times per week for 

4 weeks. Chronic Pain Medical Treatment Guidelines state the massage therapy is recommended 

as an option. They go on to state the treatment should be an adjunct to other recommended 

treatment (e.g. exercise), and it should be limited to 4 to 6 visits in most cases. Official Disability 

Guidelines (ODG) does not recommend iontophoresis for either the lower back or upper back 

and does not recommend infrared therapy over any other heat therapy.  Within the 

documentation available for review, there is no indication that the currently requested massage 

therapy will be used as an adjunct to other recommended treatment modalities. Additionally, it is 

unclear exactly what objective treatment goals are hoping to be addressed with the currently 

requested therapies. In the absence of clarity regarding those issues, the currently requested 

infrared, massage, myofascial release, iontophoresis, electrostimulation, and dexamethasone 

sodium phosphate (4mg/ml): 1) to the thoracic spine 2-3 times per week for 4 weeks and 2) to 

the lumbar spine 2-3 times per week for 4 weeks is not medically necessary. 

 

EMG 1 extremities, EMG 2 extremities and somatosensory lower ext, bilateral lower 

extremities: Upheld 

 

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

Complaints Page(s): 303.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper Back 

Complaints, Chapter 12 Low Back Complaints Page(s): 303, 178, 182.  Decision based on Non-

MTUS Citation Official Disability Guidelines (ODG) Low Back Chapter, Electrodiagnostic 

Studies; Neck Chapter, Electrodiagnostic Studies, Electromyography, Nerve Conduction Studies 

 

Decision rationale: Regarding the request for electromyography (EMG) one extremity, EMG 

two extremities and somatosensory of lower extremity and bilateral lower extremities, 

Occupational Medicine Practice Guidelines state that unequivocal objective findings that identify 

specific nerve compromise on the neurologic exam are sufficient evidence to warrant imaging in 

patients who do not respond to treatment and who would consider surgery. When a neurologic 

examination is less clear however, further physiologic evidence of nerve dysfunction should be 

obtained before ordering an imaging study. They go on to state that electromyography may be 



useful to identify subtle focal neurologic dysfunction in patients with low back symptoms lasting 

more than 3 to 4 weeks. Official Disability Guidelines (ODG) states that nerve conduction 

studies are not recommended for back conditions. They go on to state that there is minimal 

justification for performing nerve conduction studies when a patient is presumed to have 

symptoms on the basis of radiculopathy. Within the documentation available for review, there 

are no physical examination findings supporting a diagnosis of specific nerve compromise. 

Additionally, if such findings are present but have not been documented, there is no 

documentation that the patient has failed conservative treatment directed towards these 

complaints. In the absence of such documentation, the currently requested electromyography 

(EMG) one extremity, EMG two extremities and somatosensory of lower extremity and bilateral 

lower extremities is not medically necessary. 

 

Menthoderm (Menthyl Salicylate 15%/Menthol 10%) gel, 360gm, apply 3 times daily: 
Upheld 

 

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

Topical Analgesics.   

 

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

111-112.  Decision based on Non-MTUS Citation 

http://www.physiciansproducts.net/joomla/index.php/topical-pain-creams/72-menthoderm 

 

Decision rationale: Regarding the request for Menthoderm (methyl salicylate 15%/menthol 

10%) gel 360gm apply 3 times daily, Guidelines state that topical NSAIDs are recommended for 

short-term use. Oral NSAIDs contain significantly more guideline support, provided there are no 

contraindications to the use of oral NSAIDs. Within the documentation available for review, 

there's no indication that the patient has obtained any specific analgesic effect (in terms of 

percent reduction in pain, or reduced NRS) or specific objective functional improvement from 

the use of Menthoderm. Additionally, there is no documentation that the patient would be unable 

to tolerate oral NSAIDs, which would be preferred, or that the Menthoderm is for short-term use, 

as recommended by guidelines. In the absence of clarity regarding those issues, the currently 

requested Menthoderm (methyl salicylate 15%/menthol 10%) gel 360gm apply 3 times daily is 

not medically necessary. 

 

Cyclobenzaprine 5mg #90, take 1/2-1 tablet 8-12 hours PRN for muscle relaxer: Upheld 

 

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

Topical Analgesics.   

 

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

63-66.   

 

Decision rationale:  Regarding the request for cyclobenzaprine 5mg #90 take 1/2 -1 tablet 8-12 

hours prn for muscle relaxer. Chronic Pain Medical Treatment Guidelines support the use of 

non-sedating muscle relaxants to be used with caution as a 2nd line option for the short-term 

treatment of acute exacerbations of pain. Guidelines go on to state that cyclobenzaprine 



specifically is recommended for a short course of therapy. Within the documentation available 

for review, there is no identification of a specific analgesic benefit or objective functional 

improvement as a result of the cyclobenzaprine. Additionally, it does not appear that this 

medication is being prescribed for the short-term treatment of an acute exacerbation, as 

recommended by guidelines. In the absence of such documentation, the currently requested 

cyclobenzaprine 5mg #90 take 1/2 -1 tablet 8-12 hours prn for muscle relaxer is not medically 

necessary. 

 


