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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: Texas, Florida, California 

Certification(s)/Specialty: Preventive Medicine, Occupational 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: 

 

The injured worker is a 60 year old female, who sustained an industrial injury on 6/13/13. She 

has reported pain in the right shoulder. The diagnoses have included status post rotator cuff 

repair and resection of distal clavicle right shoulder. Treatment to date has included surgery in 

June 2014, diagnostic studies and oral medications. As of the PR2 dated 12/11/14, the injured 

worker reports ongoing shoulder pain and mild weakness with rotator cuff musculature. The 

treating physician requested a right shoulder x-ray, extracorporeal shock wave therapy for 

thoracic spine, Tramadol 50mg #90, Hot and Cold unit, Functional capacity evaluation, 

Gabapentin/Amitriptyline/Buplvacaine in cream base 210mg and Flurbiprofen/Baclofen/Dexa/ 

Menthol/Camphor/Capsaicin in cream base 210mg. On 1/16/15 Utilization Review non-certified 

a request for a right shoulder x-ray, extracorporeal shock wave therapy for thoracic spine, 

Tramadol 50mg #90, Hot and Cold unit, Functional capacity evaluation, Gabapentin/ 

Amitriptyline/Buplvacaine in cream base 210mg and Flurbiprofen/Baclofen/Dexa/Menthol/ 

Camphor/Capsaicin in cream base 210mg.The utilization review physician cited the MTUS 

guidelines for chronic pain medical treatments. On 2/4/15, the injured worker submitted an 

application for IMR for review of a right shoulder x-ray, extracorporeal shock wave therapy for 

thoracic spine, Tramadol 50mg #90, Hot and Cold unit, Functional capacity evaluation, 

Gabapentin/Amitriptyline/Buplvacaine in cream base 210mg and Flurbiprofen/Baclofen/Dexa/ 

Menthol/Camphor/Capsaicin in cream base 210mg. 

 

IMR ISSUES, DECISIONS AND RATIONALES 



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

 

X-ray of right shoulder: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 

Complaints. 

 

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

Page(s): 214. 

 

Decision rationale: The California-MTUS-ACOEM guides, Chapter 9 for the shoulder note that 

for most patients with shoulder problems, special studies are not needed unless a four to six week 

period of conservative care and observation fails to improve symptoms. Most patients improve 

quickly, provided red flag conditions are ruled out. Also, they cite that for patients with 

limitations of activity after four weeks and unexplained physical findings, such as effusion or 

localized pain (especially following exercise), imaging may be indicated to clarify the diagnosis 

and assist reconditioning. Table 9-6, page 214, gives no recommended uses for shoulder x-rays. 

It is optional for acute AC joint separation with stress views or overt signs of fracture, stress 

views. This patient has none of these conditions, and it is not clear what would drive the need for 

plain shoulder x-rays.  The complaints were for pain only, with no clear orthopedic signs that 

might document internal derangement. Further, plain x-rays do not have the sensitivity to pick 

up ligamentous damage. The request is appropriately non-certified. 

 

Extracorporeal shock wave therapy for thoracic spine: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation ODG, Shock wave therapy. 

 

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

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

foot, under shock wave therapy. 

 

Decision rationale: The current California web-based MTUS collection was reviewed in 

addressing this request. The guidelines are silent in regards to this request. Therefore, in 

accordance with state regulation, other evidence-based or mainstream peer-reviewed guidelines 

will be examined. The ODG are silent on the use of this modality for this body region. It is only 

supported for plantar fasciitis. Even for that region, there are caveats. The guides note for the 

foot area: Not recommended using high energy ESWT. Recommended using low energy ESWT 

as an option for chronic plantar fasciitis, where the latest studies show better outcomes without 

the need for anesthesia. Moreover, the issues as described in the file are regarding the shoulder, 

and it is not clear how the shoulder would benefit with thoracic spine treatments. Without 

evidentiary support on the use of this care for the thoracic spine, the request was appropriately 

not certifiable. 

 

Tramadol 50mg #90: Upheld 



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

Opioids Page(s): 93-94. 

 

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

interventions and treatments 8 C.C.R. 9792.20 - 9792.26 MTUS (Effective July 18, 2009) 

Page(s): 12,13 83 and 113 of 127. 

 

Decision rationale: Per the MTUS, Tramadol is an opiate analogue medication, not 

recommended as a first-line therapy. The MTUS based on Cochrane studies found very small 

pain improvements, and adverse events caused participants to discontinue the medicine. Most 

important, there are no long term studies to allow it to be recommended for use past six months. 

A long term use of is therefore not supported. The request is not certified. 

 
 

Gabapentin/Amitriptyline/Buplvacaine in cream base 210mg: Upheld 

 

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

Opioids, criteria for use Page(s): 76-78. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 111 of 127. 

 

Decision rationale: The MTUS notes topical analgesic compounds are largely experimental in 

use with few randomized controlled trials to determine efficacy or safety. Experimental 

treatments should not be used for claimant medical care. MTUS notes they are primarily 

recommended for neuropathic pain when trials of antidepressants and anticonvulsants have 

failed, but in this case, it is not clear what primary medicines had been tried and failed. Also, 

there is little to no research to support the use of many of these agents. Any compounded product 

that contains at least one drug (or drug class) that is not recommended is not certifiable. This 

compounded medicine contains several medicines untested in the peer review literature for 

effectiveness of use topically. Moreover, the MTUS notes that the use of these compounded 

agents requires knowledge of the specific analgesic effect of each agent and how it will be useful 

for the specific therapeutic goal required. The provider did not describe each of the agents, and 

how they would be useful in this claimant's case for specific goals. The request is appropriately 

non-certified. 

 

Flurbiprofen/Baclofen/Dexa/Menthol/Camphor/Capsaicin in cream base 210mg: Upheld 

 

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

Opioids, criteria for use Page(s): 76-78. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 111 of 127. 

 

Decision rationale: Again, the MTUS notes topical analgesic compounds are largely 

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

Experimental treatments should not be used for claimant medical care. MTUS notes they are 



primarily recommended for neuropathic pain when trials of antidepressants and anticonvulsants 

have failed, but in this case, it is not clear what primary medicines had been tried and failed. 

Also, there is little to no research to support the use of many of these agents. Any compounded 

product that contains at least one drug (or drug class) that is not recommended is not certifiable. 

This compounded medicine contains several medicines untested in the peer review literature for 

effectiveness of use topically. Moreover, the MTUS notes that the use of these compounded 

agents requires knowledge of the specific analgesic effect of each agent and how it will be 

useful for the specific therapeutic goal required. The provider did not describe each of the 

agents, and how they would be useful in this claimant's case for specific goals. The request is 

appropriately non-certified. 

 

Hot and Cold Unit: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints, Chapter 9 Shoulder Complaints. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to 

Treatment Page(s): 48. 

 

Decision rationale: This is a request for a hot and cold therapy unit. This durable medical 

equipment item is a device to administer regulated heat and cold. However, the MTUS/ACOEM 

guides note that physicians can use passive modalities such as application of heat and cold for 

temporary amelioration of symptoms and to facilitate mobilization and graded exercise. They are 

most effective when the patient uses them at home several times a day. More elaborate 

equipment than simple hot and cold packs are simply not needed to administer heat and cold 

modalities; the guides note it is something a claimant can do at home with simple home hot and 

cold packs made at home, without the need for such equipment. As such, this DME would be 

superfluous and not necessary, and not in accordance with MTUS/ACOEM. The request was 

appropriately non-certified. 

 

Functional capacity evaluation: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation ACOEM Practice Guidelines, Chapter 7: 

Independent Medical Examinations and Consultations, page 132-139. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 Chronic Pain Guidelines Page(s): 48. 

 

Decision rationale: A functional capacity evaluation (FCE) should be considered when 

necessary to translate medical impairment into functional limitations and determine return to 

work capacity. There is no evidence that this is the plan in this case. The MTUS also notes that 

such studies can be done to further assess current work capability. But, there is little scientific 

evidence confirming that FCEs predict an individual's actual capacity to perform in the 

workplace; an FCE reflects what an individual can do on a single day, at a particular time, under 

controlled circumstances, that provide an indication of that individual's abilities. Little is known 



about the reliability and validity of these tests and more research is needed The ODG notes that 

several criteria be met. I did in this case find prior unsuccessful return to work attempts, or the 

cases relation to being near a Maximal Medical Improvement declaration. Initial or baseline 

FCEs are not mentioned, as the guides only speak of them as being appropriate at the end of care. 

The case did not meet this timing criterion. For these reasons, this request was appropriately 

non-certified. 


