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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: Iowa, Illinois, Hawaii 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine, Public Health & 

General Preventive 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 10/01/2012. 

She has reported subsequent right shoulder pain and was diagnosed with right rotator cuff tear, 

adhesive capsulitis of the shoulder and status post right shoulder surgery. Treatment to date has 

included medication, physical therapy, home exercise program and surgery. In a progress note 

dated 09/10/2014, the injured worker complained of extreme aggravation of pain in the right 

shoulder radiating into the right hand and going up into the neck area. Objective findings were 

notable for tenderness on the right side of the cervical paravertebrals and very restricted range of 

motion of the right shoulder in internal rotation, external rotation and abduction with inability to 

perform Neer's and Hawkin's tests and weakness of grip and grasp on the right hand as 

compared to the left hand. A request for authorization of Norco, Fenoprofen and MRI of the 

right shoulder was submitted. There was no documentation submitted that pertains to the current 

treatment request. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Norco 5/325mg #30: Upheld 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

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

Page(s): 74-96. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Neck and Upper Back (Acute and Chronic), Low Back - Lumbar & Thoracic (Acute & 

Chronic), Shoulder, Pain, Opioids. 

 
Decision rationale: ODG does not recommend the use of opioids for neck, low back, and 

shoulder pain except for short use for severe cases, not to exceed 2 weeks. The patient has 

exceeded the 2 week recommended treatment length for opioid usage. MTUS does not 

discourage use of opioids past 2 weeks, but does state that "ongoing review and documentation 

of pain relief, functional status, appropriate medication use, and side effects. Pain assessment 

should include: current pain; the least reported pain over the period since last assessment; 

average pain; intensity of pain after taking the opioid; how long it takes for pain relief; and how 

long pain relief lasts. Satisfactory response to treatment may be indicated by the patient's 

decreased pain, increased level of function, or improved quality of life." The treating physician 

does not fully document the least reported pain over the period since last assessment, intensity of 

pain after taking opioid, pain relief, increased level of function, or improved quality of life. 

According to medical documents, the patient continues to complain of constant severe pain. 

Additionally, medical documents indicate that the patient has been on Norco in excess of the 

recommended 2-week limit. As such, the request for Norco 5/325mg #30 is not medically 

necessary. 

 
Fenoprofen 400mg #60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

NSAIDs Page(s): 67-72. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Pain, Fenoprofen (Nalfonï¿½). 

 
Decision rationale: MTUS recommends the use of NSAIDS for the acute exacerbation of back 

pain at the lowest effective dose for the shortest amount of time due to the increased 

cardiovascular risk, renal, hepatic and GI side effects associated with long term use. Fenoprofen 

(Nalfon, generic available): 200, 600 mg. Dosing: osteoarthritis; (off-label use for ankylosing 

spondylitis); 300 - 600mg PO 3 to 4 times per day (Max daily dose is 3200mg). Improvement 

may take as long as 2 to 3 weeks. Mild to moderate pain (off-label use for bone pain): 200mg 

PO every 4 to 6 hours as needed. The patient does have documented shoulder pain. Medical 

records indicate that the patient has been on NSAID long term and would not be considered 

shortest amount of treatment time. Additionally, the medical records do not subjectively or 

objectively annotate improvement. The patient has been diagnosed with gastritis and 

constipation with a history of gastric irritation, long term use of Fenoprofen can result in GI side 

effects. As such, the request for Fenoprofen 400mg #60 is not medically necessary. 



MRI of the right shoulder: Upheld 

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

Complaints Page(s): 208-209. 

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

Page(s): 207-209, 213. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Shoulder, Magnetic resonance imaging (MRI). 

 
Decision rationale: ACOEM states "Primary criteria for ordering imaging studies are: 

Emergence of a red flag (e.g., indications of intra-abdominal or cardiac problems presenting as 

shoulder problems); Physiologic evidence of tissue insult or neurovascular dysfunction (e.g., 

cervical root problems presenting as shoulder pain, weakness from a massive rotator cuff tear, 

or the presence of edema, cyanosis or Raynaud's phenomenon); Failure to progress in a 

strengthening program intended to avoid surgery. Clarification of the anatomy prior to an 

invasive procedure (e.g., a full thickness rotator cuff tear not responding to conservative 

treatment)" ODG states "Indications for imaging Magnetic resonance imaging (MRI): Acute 

shoulder trauma, suspect rotator cuff tear/impingement; over age 40; normal plain radiographs; 

Subacute shoulder pain, suspect instability/labral tear; Repeat MRI is not routinely 

recommended, and should be reserved for a significant change in symptoms and/or findings 

suggestive of significant pathology. (Mays, 2008)" The treating physician has not documented a 

significant change in symptoms or findings suggestive of significant pathology to support a 

repeat MRI. A request for a diagnostic ultrasound was approved to assess the integrity of the 

shoulder given its post operative rotator cuff repair. As such, the request for MRI of the right 

shoulder is not medically necessary. 


