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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: California 

Certification(s)/Specialty: Emergency Medicine 
 
 

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 43 year old man sustained an industrial injury on 10-15-2005. Diagnoses include discogenic 

lumbar condition, discogenic neck condition, impingement syndrome of the left shoulder, and 

chronic pain syndrome. Treatment has included oral medications. Physician notes dated 10-5- 

2015 show complaints of neck pain with spasms, low back pain, and shoulder pain with 

radiation down the left arm. The physical examination shows tenderness to the left shoulder, 

rotator cuff, biceps tendon, and trapezius. Abduction is noted to be 160 degrees. Pain is noted 

facet loading as well as in the cervical and lumbar paraspinal muscles. Recommendations 

include Voltaren gel, Lidoderm patches, left shoulder MR arthrogram, neck and low back MRIs, 

pain management-physiatrist, electromyogram of the bilateral upper extremities, back brace, 

cervical traction with air bladder, cervical brace and pillow, hot and cold wrap, four lead TENS 

unit with conductive garment, and follow up in one month. Utilization Review denied requests 

for cervical traction with air bladder, Lidoderm patches, neck and lumbar spine MRIs, left 

shoulder MR arthrogram, electromyogram and nerve conduction studies of the bilateral upper 

extremities, cervical pillow, lumbar back support with insert, and four lead TENS unit with 

conductive garment on 10-14-2015. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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



Cervical traction with air bladder: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Neck and Upper Back 

Complaints 2004. 

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

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

Traction (mechanical)/Neck and Upper Back (Acute & Chronic). 

 
Decision rationale: The request is for cervical traction to aid in pain relief. The Official 

Disability Guidelines state the following regarding this topic: Recommend home cervical patient 

controlled traction (using a seated over-the-door device or a supine device, which may be 

preferred due to greater forces), for patients with radicular symptoms, in conjunction with a 

home exercise program. Not recommend institutionally based powered traction devices. Several 

studies have demonstrated that home cervical traction can provide symptomatic relief in over 

80% of patients with mild to moderately severe (Grade 3) cervical spinal syndromes with 

radiculopathy. (Aetna, 2004) (Olivero, 2002) (Joghataei, 2004) (Shakoor, 2002) Patients 

receiving intermittent traction performed significantly better than those assigned to the no 

traction group in terms of pain, forward flexion, right rotation and left rotation. (Zylbergold, 

1985) Other studies have concluded there is limited documentation of efficacy of cervical 

traction beyond short-term pain reduction. In general, it would not be advisable to use these 

modalities beyond 2-3 weeks if signs of objective progress towards functional restoration are 

not demonstrated. (Kjellman, 1999) (Gross-Cochrane, 2002) (Aker, 1999) (Bigos, 1999) 

(Browder, 2004) This Cochrane review found no evidence from RCTs with a low potential for 

bias that clearly supports or refutes the use of either continuous or intermittent traction for neck 

disorders. In this case, the use of this product is not indicated based on the guidelines. This is 

secondary to power traction devices being not advised in lieu of home cervical patient controlled 

traction. As such, the request is not medically necessary or indicated. 

 
Lidoderm patches 5% #60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical 

Treatment 2009, Section(s): Topical Analgesics. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 

2009, Section(s): Topical Analgesics. 

 
Decision rationale: The request is for the use of a Lidoderm patch to aid in pain relief. The 

MTUS guidelines state that its use is indicated for post herpetic neuralgia after an initial trial of 

an anti-epileptic medication. Further research is needed to recommend use for chronic 

neuropathic disorders besides post-herpetic neuralgia. In this case, the patient does not have a 

diagnosis documented which would justify the use of Lidoderm patches. As such, the request is 

not medically necessary or indicated. 

 
MRI neck without contrast: Upheld 



Claims Administrator guideline: Decision based on MTUS Neck and Upper Back 

Complaints 2004, Section(s): Special Studies. 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Neck and upper 

back complaints/MRI. 

 
Decision rationale: The request is for an MRI. The ACOEM guidelines state that when there is 

physiological evidence of tissue insult or neurological deficits, consider a discussion with a 

consultant regarding the next steps including MRI imaging. An imaging study may be 

appropriate in patients where symptoms have lasted greater than 4-6 weeks and surgery is being 

considered for a specific anatomic defect or to further evaluate the possibility of serious 

pathology, such as a tumor. Reliance on imaging studies alone to evaluate the source of neck or 

upper back symptoms carries a significant risk of diagnostic confusion (false-positive test 

results) because it's possible to identify a finding that was present before symptoms began and, 

therefore, has no temporal association with the symptoms. The ODG guidelines regarding 

qualifying factors for an MRI of the neck or upper back are as follows: Indications for imaging -

- MRI (magnetic resonance imaging): Chronic neck pain (after 3 months conservative 

treatment), radiographs normal, neurologic signs or symptoms present; Neck pain with 

radiculopathy if severe or progressive neurologic deficit; Chronic neck pain, radiographs show 

spondylosis, neurologic signs or symptoms present; Chronic neck pain, radiographs show old 

trauma, neurologic signs or symptoms present; Chronic neck pain, radiographs show bone or 

disc margin destruction; Suspected cervical spine trauma, neck pain, clinical findings suggest 

ligamentous injury (sprain), radiographs and/or CT "normal"; Known cervical spine trauma: 

equivocal or positive plain films with neurological deficit; Upper back/thoracic spine trauma 

with neurological deficit. In this case, there is inadequate documentation in a change in 

neurologic status seen on exam. The records do not indicate new "red flags" which would 

warrant further imaging evaluation. Pending further information regarding new neurologic 

deficits, the request is not medically necessary or indicated. 
 

 
 

MRI lumbar without contrast: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004, 

Section(s): Special Studies. 

 
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 - 

Lumbar & Thoracic (Acute & Chronic)/ MRIs (magnetic resonance imaging). 

 
Decision rationale: The request is for an MRI of the lumbar spine. The ODG guidelines state 

the following regarding qualifying criteria: Indications for imaging - Magnetic resonance 

imaging: Thoracic spine trauma: with neurological deficit; Lumbar spine trauma: trauma, 

neurological deficit; Lumbar spine trauma: seat belt (chance) fracture (If focal, radicular findings 

or other neurologic deficit); Uncomplicated low back pain, suspicion of cancer, infection, other 

"red flags"; Uncomplicated low back pain, with radiculopathy, after at least 1 month 

conservative therapy, sooner if severe or progressive neurologic deficit; Uncomplicated low 



back pain, prior lumbar surgery; Uncomplicated low back pain, cauda equina syndrome; 

Myelopathy (neurological deficit related to the spinal cord), traumatic; Myelopathy, painful; 

Myelopathy, sudden onset; Myelopathy, stepwise progressive; Myelopathy, slowly progressive; 

Myelopathy, infectious disease patient; Myelopathy, oncology patient; Repeat MRI: When there 

is significant change in symptoms and/or findings suggestive of significant pathology (e.g., 

tumor, infection, fracture, neurocompression, recurrent disc herniation). In this case, the patient 

would not qualify for an MRI based on the above set standards. This is secondary to a lack of a 

change in clinical status or described "red flags". There is a lack of documentation of 

progressive neurologic deficit. Pending further information revealing qualifying indications as 

listed above, the request is not medically necessary or indicated. 

 
MRA left shoulder: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Shoulder Complaints 2004, 

Section(s): Special Studies. 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Shoulder (Acute & 

Chronic)/MR arthrogram. 

 
Decision rationale: The request is for an MRA of the shoulder. The official disability guidelines 

state the following regarding this topic: Recommended as an option to detect labral tears, and for 

suspected re-tear post-op rotator cuff repair. MRI is not as good for labral tears, and it may be 

necessary in individuals with persistent symptoms and findings of a labral tear that a MR 

arthrogram be performed even with negative MRI of the shoulder, since even with a normal 

MRI, a labral tear may be present in a small percentage of patients. Direct MR arthrography can 

improve detection of labral pathology. (Murray, 2009) If there is any question concerning the 

distinction between a full-thickness and partial-thickness tear, MR arthrography is 

recommended. It is particularly helpful if the abnormal signal intensity extends from the 

undersurface of the tendon. (Steinbach, 2005) The main advantage of MR arthrography in 

rotator cuff disease is better depiction of partial tears in the articular surface. (Hodler, 1992) It 

may be prudent to include an anesthetic in the solution in preparation for shoulder MR 

arthrography. (Fox, 2012) Non-contrast MRI is sufficient for rotator cuff tears, and contrast 

enhancement is recommended for SLAP tears. In the past when MRI images and sensitivity 

were poor, the additional injection of contrast into the shoulder improved interpretation. This is 

not necessary with modern high field machines. (Spencer, 2013) (Farshad-Amacker, 2013) 

(Arnold, 2012) Intraarticular contrast material is helpful in diagnosing labral tears in the 

shoulder, particularly tears of the anterior labrum. (Major, 2011) See also Magnetic resonance 

imaging (MRI). In this case, this test is not guideline-supported. This is secondary to inadequate 

documentation as to the reasoning for the study, specifically, detection of a labral tear. As such, 

pending this information, the request is not medically necessary or indicated. 

 
EMG/NCV bilateral upper extremities: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Neck and Upper Back Complaints 

2004, Section(s): Special Studies. 



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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Neck and 

upper back/EMGs (electromyography). 

 
Decision rationale: The request is for an EMG. The ODG state the following regarding this 

topic: Recommended (needle, not surface) as an option in selected cases. The American 

Association of Electrodiagnostic Medicine conducted a review on electrodiagnosis in relation to 

cervical radiculopathy and concluded that the test was moderately sensitive (50%-71%) and 

highly specific (65%-85%). (AAEM, 1999) EMG findings may not be predictive of surgical 

outcome in cervical surgery, and patients may still benefit from surgery even in the absence of 

EMG findings of nerve root impingement. This is in stark contrast to the lumbar spine where 

EMG findings have been shown to be highly correlative with symptoms. Indications when 

particularly helpful: EMG may be helpful for patients with double crush phenomenon, in 

particular, when there is evidence of possible metabolic pathology such as neuropathy 

secondary to diabetes or thyroid disease, or evidence of peripheral compression such as carpal 

tunnel syndrome. In this case, the patient does not meet criteria for the study requested. This is 

secondary to poor physical exam findings suggestive of peripheral nerve compression. Pending 

receipt of information further clarifying how this study would change the management rendered, 

the study is not medically necessary or indicated. 

 
Cervical Pillow: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Neck and Upper Back Complaints 

2004. 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Neck and 

upper back (acute & chronic)/pillow. 

 
Decision rationale: The request is for a cervical pillow. The MTUS guidelines are silent 

regarding this topic. The Official Disability Guidelines state the following: Recommend use of a 

neck support pillow while sleeping, in conjunction with daily exercise. This RCT concluded that 

subjects with chronic neck pain should be treated by health professionals trained to teach both 

exercises and the appropriate use of a neck support pillow during sleep; either strategy alone did 

not give the desired clinical benefit. (Helewa, 2007)In this case, the use of a special neck pillow 

is not indicated. This is secondary to inadequate documentation stating the need for a specialized 

neck support. A regular supportive pillow should be adequate for this function. As such, the 

request is not medically necessary or indicated. 

 
Lumbar back support with insert: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004. 

 
MAXIMUS guideline: Decision based on MTUS General Approaches 2004, 

Section(s): Prevention. 



 

Decision rationale: The request is for the use of a lumbar back support to aid in pain relief and 

injury prevention. The ACOEM guidelines makes the following statement: "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." As an alternative it is advised that 

prolonged sitting and standing should be reduced by providing rest and exercise breaks and task 

rotation and variation should be employed. Heavy loads need to be divided and mechanical 

support devices used. Also, the workstation can be set up to optimize reduction in back strain. 

As such, due to poor evidence of its utility and effectiveness, the request is not medically 

necessary or indicated. 

 
4 lead TENS unit with conductive garments: Upheld 

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

2009, Section(s): Transcutaneous electrotherapy. 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Shoulder (Acute & 

Chronic)/TENS. 

 
Decision rationale: The request is for TENS therapy. The official disability guidelines state the 

following regarding this topic: Recommended post-stroke to improve passive humeral lateral 

rotation, but there is limited evidence to determine if the treatment improves pain. (Price, 2000) 

For other shoulder conditions, TENS units are not supported by high quality medical studies, but 

they may be useful in the initial conservative treatment of acute shoulder symptoms, depending 

on the experience of local physical therapy providers available for referral. (Green-Cochrane, 

2003) (Verhagen-Cochrane, 2004) For more information, see the Pain Chapter. In this case, the 

use of this treatment is not guideline-supported. This is secondary to poor clinical evidence of 

effectiveness for chronic shoulder symptoms. As such, the request is not medically necessary or 

indicated. 


