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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: Arizona, California
Certification(s)/Specialty: Family Practice

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 59-year-old male who sustained an industrial injury on 05/03/2010.
Current diagnoses include left shoulder rotator cuff rear, left shoulder labral tear, and left
shoulder acromioclavicular degenerative joint disease. Previous treatments included medication
management, physical therapy, and home exercise program. Diagnostic studies included MRI of
the left upper extremity joint. Report dated 02/17/2015 noted that the injured worker presented
for follow-up of left shoulder complaints. Pain level was not included. Physical examination was
positive for abnormal findings. The treatment plan included discussed at length prior MRI done
in 2010, recommended updated MR, re-newed medications, acupuncture, try certified massage
therapy, and a prescription for Voltaren gel was given. Of note, some of this report was not
legible due to handwriting.

IMR ISSUES, DECISIONS AND RATIONALES

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

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 2 General
Approach to Initial Assessment and Documentation, Chapter 9 Shoulder Complaints Page(s):




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

MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment Guidelines.

Decision rationale: "Acupuncture" is used as an option when pain medication is reduced or not
tolerated, it may be used as an adjunct to physical rehabilitation and/or surgical intervention to
hasten functional recovery. Therapeutic response should be seen within 3-6 sessions. In this case,
the claimant had received an unknown amount of prior acupuncture sessions as long ago as 2011.
Acupuncture is considered an option Additional sessions are not medically necessary.

12 certified massage therapy sessions: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Massage/Myotherapy.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines massage
therapy Page(s): 60.

Decision rationale: Recommended as an option as indicated below. This treatment should be an
adjunct to other recommended treatment (e.g. exercise), and it should be limited to 4-6 visits in
most cases. Scientific studies show contradictory results. Furthermore, many studies lack long-
term follow-up. Massage is beneficial in attenuating diffuse musculoskeletal symptoms, but
beneficial effects were registered only during treatment. Massage is a passive intervention and
treatment dependence should be avoided. This lack of long-term benefits could be due to the
short treatment period or treatments such as these do not address the underlying causes of pain.
In this case, the specific indication for massage therapy was not provided. It was substituted for
therapy. The request for 12 sessions exceeds the guideline recommendations. The 12 sessions of
massage therapy are not medically necessary.

Voltaren Gel 1% with 5 refills: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines topical
analgesics Page(s): 111-112.

Decision rationale: According to the MTUS guidelines, topical analgesics are largely
experimental in use with few randomized controlled trials to determine efficacy or safety.
Primarily recommended for neuropathic pain when trials of antidepressants and anticonvulsants
have failed. Voltaren gel is a topical analgesic. It is indicated for relief of osteoarthritis pain in
joints that lend themselves to topical treatment (ankle, elbow, foot, hand, knee, and wrist). It has
not been evaluated for treatment of the spine, hip or shoulder. It is recommended for short-term
use (4-12 weeks) for arthritis. In this case, the claimant had been on the gel for several years
without diagnoses that support its use (based on shoulder symptoms and findings) and additional



5 months refill is not indicated. There are diminishing effects after 2 weeks. The Voltaren gel is
not medically necessary.



