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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: 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 43 year old female who sustained an industrial injury on 11/14/14. 

Initial complaints include neck and back pain radiating to the left shoulder, arm, and leg. Initial 

diagnoses are not available. Treatments to date include medications. Diagnostic studies are not 

addressed. Current complaints include pain in the neck and back, radiating to the left shoulder, 

arm, and leg. Current diagnoses include cervical, thoracic, and lumbar musculoligamentous 

sprain/strain with radiculitis. In a progress note dated 02/06/15 the treating provider reports the 

plan of care as medications including tramadol Fexmid, Fluribiprofen/Lidocaine/Amitriptyline 

cream, Gabacyclotram cream, lumbosacral brace, Interferential unit, hot/cold unit, physical 

therapy evaluation, urine toxicology, electrodiagnostic and nerve conduction studies of the 

bilateral upper and lower extremities, and a Functional Capacity Evaluation. The requested 

treatments include x-rays of the cervical and lumbar spines, electrodiagnostic and nerve 

conduction studies of the bilateral upper and lower extremities lumbosacral brace, Interferential 

unit, Functional Capacity Evaluation, physical therapy, and Fluribiprofen/Lidocaine/ 

Amitriptyline cream. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

X-rays of the cervical spine: Upheld 



 

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

Upper Back Complaints Page(s): 177-178 and 182. 

 

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

Complaints Page(s): 177-178. 

 

Decision rationale: According to the MTUS, special studies such as a cervical x-ray are not 

needed unless a red-flag condition is present. Cervical radiographs are most appropriate for 

patients with acute trauma associated with midline vertebral tenderness, head injury, drug or 

alcohol intoxication, or neurologic compromise. There is no documentation of any of the above 

criteria. X-rays of the cervical spine is not medically necessary. 

 

X-rays of the lumbosacral spine: Upheld 

 

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

Complaints Page(s): 303 and 308. 

 

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

Page(s): 309. 

 

Decision rationale: The MTUS states that radiographs of the lumbar spine are indicated when 

red flags are present indicating fracture, cancer, or infection. The medical record contains no 

documentation of red flags indicating that a lumbar x-ray is indicated. There is no recent history 

suggesting a red flag. X-rays of the lumbosacral spine are not medically necessary. 

 

EMG/NCV of the bilateral upper extremities: Upheld 

 

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

Upper Back Complaints Page(s): 178. 

 

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), Nerve conduction studies (NCS). 

 

Decision rationale: The Official Disability Guidelines do not recommended repeat 

electrodiagnostic studies to demonstrate radiculopathy if radiculopathy has already been clearly 

identified by EMG and obvious clinical signs, but recommended if the EMG is not clearly 

radiculopathy or clearly negative, or to differentiate radiculopathy from other neuropathies or 

non-neuropathic processes if other diagnoses may be likely based on the clinical exam. There 

is minimal justification for performing nerve conduction studies when a patient is already 

presumed to have symptoms on the basis of radiculopathy. EMG/NCV of the bilateral upper 

extremities are not medically necessary. 

 
 

EMG/NCV of the bilateral lower extremities: Upheld 



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

Complaints Page(s): 303. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Low Back, Lumbar and Thoracic (Acute and Chronic). 

 

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), Nerve conduction studies (NCS). 

 

Decision rationale: According to the Official Disability Guidelines, nerve conduction studies 

are not recommended. There is minimal justification for performing nerve conduction studies 

when a patient is presumed to have symptoms on the basis of radiculopathy. neurological 

testing procedures have limited overall diagnostic accuracy in detecting disc herniation with 

suspected radiculopathy. EMG/NCV of the bilateral lower extremities are not medically 

necessary. 

 

Functional capacity evaluation: 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) Fitness 

for Duty. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Fitness For Duty, 

Functional capacity evaluation (FCE). 

 

Decision rationale: The Official Disability Guidelines state that a functional capacity evaluation 

is appropriate if, case management is hampered by complex issues and the timing is appropriate; 

such as if the patient is close to being at maximum medical improvement or additional 

clarification concerning the patient's functional capacity is needed. Functional capacity 

evaluations are not needed if the sole purpose is to determine a worker's effort or compliance, or 

the worker has returned to work. There is no documentation in the medical record to support a 

functional capacity evaluation based on the above criteria. Functional capacity evaluation is not 

medically necessary. 

 

Lumbosacral brace: Upheld 

 

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

Complaints Page(s): 298 and 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. Based on the patient's stated date of 

injury, the acute phase of the injury has passed. A Lumbosacral brace is not medically necessary. 

 

Interferential unit: Upheld 



 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Interferential Current Stimulation (ICS). 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Page(s): 118-120. 

 

Decision rationale: According to the MTUS, an interferential current stimulation (ICS) is not 

recommended as an isolated intervention. There is no quality evidence of effectiveness except 

in conjunction with recommended treatments, including return to work, exercise and 

medications, and limited evidence of improvement on those recommended treatments alone. A 

TENS unit without interferential current stimulation is the recommended treatment by the 

MTUS. Interferential unit is not medically necessary. 

 

Physical therapy (12 sessions): Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Physical Therapy (PT). 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Page(s): 58-60. 

 

Decision rationale: The MTUS Chronic Pain Medical Treatment Guidelines state that active 

therapy is based on the philosophy that therapeutic exercise and/or activity are beneficial for 

restoring flexibility, strength, endurance, function, range of motion, and can alleviate 

discomfort. Continued physical therapy is predicated upon demonstration of a functional 

improvement. There is no documentation of objective functional improvement. Physical 

therapy (12 sessions) is not medically necessary. 

 

Topical compound FLURBI (NAP) cream (flurbiprofen 20%, Lidocaine 5%, 

Amitriptyline 5%) 180mg: 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 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. The efficacy in 

clinical trials for non-steroidal anti-inflammatory agents (NSAIDs) has been inconsistent and 

most studies are small and of short duration. Topical NSAIDs have been shown in meta-

analysis to be superior to placebo during the first 2 weeks of treatment for osteoarthritis, but 

either not afterward, or with a diminishing effect over another 2-week period. FLURBI 

(NAP) cream (flurbiprofen 20%, Lidocaine 5%, Amitriptyline 5%) 180mg requested is not 

recommended by the MTUS; therefore, it is not medically necessary. 


