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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: New Jersey, Alabama, California
Certification(s)/Specialty: Neurology, Neuromuscular 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 51-year-old female sustained an industrial injury to the back, left arm and left hip on
6/22/09. Previous treatment included lumbar fusion, physical therapy and medications.
Magnetic resonance imaging lumbar spine (2/14/15) showed multilevel disc protrusion with
facet joint hypertrophy and exiting nerve root compromise. Magnetic resonance imaging left
shoulder (2/27/15) showed glenohumeral and acromioclavicular osteoarthritis with
supraspinatus and infraspinatus tendinosis. In a PR-2 dated 4/28/15, the injured worker
complained of low back pain, rated 8-9/10 on the visual analog scale, with radiation to bilateral
legs associated with numbness and tingling and left shoulder pain rated 10/10 with radiation to
the left forearm. Physical exam was remarkable for lumbar spine with tenderness to palpation to
the paraspinal musculature with spasms, positive Kemp's and Valsalva's tests, positive bilateral
straight leg raise and decreased and painful range of motion. The left shoulder had tenderness to
palpation to the anterior and lateral areas with positive Neer's and Hawkin's tests and decreased
and painful range of motion. Motor strength was 5+/5 to bilateral upper and lower extremities
with intact sensation and deep tendon reflexes throughout. Current diagnoses included status
post lumbar spine surgery, left shoulder sprain/strain, left shoulder osteoarthritis and left
shoulder adhesive tendinitis. The treatment plan included twelve sessions of aqua therapy,
pending lumbar spine epidural steroid injection, awaiting authorization for left shoulder
replacement surgery, an IF 4000 unit, a lumbar spine brace, follow up with an neurosurgeon and
pain management and return to clinic in 4-6 weeks.




IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

Follow-up with pain management: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation ACOEM Practice Guidelines, Second Edition,
(2004) Chapter 7, page 127.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Chronic
pain programs, early intervention Page(s): 32-33.

Decision rationale: According to MTUS guidelines, the presence of red flags may indicate the
need for specialty consultation. In addition, the requesting physician should provide a
documentation supporting the medical necessity for a surgery evaluation with a specialist. The
documentation should include the reasons, the specific goals and end point for using the
expertise of a specialist. In the chronic pain programs, early intervention section of MTUS
guidelines stated: "Recommendations for identification of patients that may benefit from early
intervention via a multidisciplinary approach: (a) The patient's response to treatment falls
outside of the established norms for their specific diagnosis without a physical explanation to
explain symptom severity. (b) The patient exhibits excessive pain behavior and/or complaints
compared to that expected from the diagnosis. (c) There is a previous medical history of delayed
recovery. The patient is not a candidate where surgery or other treatments would clearly be
warranted. (d) Inadequate employer support. (f) Loss of employment for greater than 4 weeks.
The most discernible indication of at risk status is lost time from work of 4 to 6 weeks. (Mayer
2003).” Since the patient has been certified for a neurosurgical consult. There is no rational for
the follow-up with a pain management. The requesting physician did not provide a
documentation supporting the medical necessity for a follow up evaluation. The documentation
did not include the reasons, the specific goals and end point for using the expertise of a pain
management in this case. Therefore, the request for Follow up with a pain management is not
medically necessary.

RTC in 4-6 weeks (lumbar spine and left shoulder): Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation ACOEM Practice Guidelines, Second Edition
(2004), Chapter 7, page 127.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Chronic
pain programs, early intervention Page(s): 32-33.

Decision rationale: According to MTUS guidelines, the presence of red flags may indicate the
need for specialty consultation. In addition, the requesting physician should provide a
documentation supporting the medical necessity for a surgery evaluation with a specialist. The
documentation should include the reasons, the specific goals and end point for using the
expertise of a specialist. In the chronic pain programs, early intervention section of MTUS
guidelines stated: "Recommendations for identification of patients that may benefit from early



intervention via a multidisciplinary approach:(a) The patient's response to treatment falls
outside of the established norms for their specific diagnosis without a physical explanation to
explain symptom severity. (b) The patient exhibits excessive pain behavior and/or complaints
compared to that expected from the diagnosis. (c) There is a previous medical history of delayed
recovery. (d) The patient is not a candidate where surgery or other treatments would clearly be
warranted. (e) Inadequate employer support. (f) Loss of employment for greater than 4 weeks.
The most discernable indication of at risk status is lost time from work of 4 to 6 weeks. (Mayer
2003)." Since the patient has been certified for, a neurosurgical consult. There is no rational for
the follow-up with a pain management. The requesting physician did not provide a
documentation supporting the medical necessity for a follow up evaluation. The documentation
did not include the reasons, the specific goals and end point for using the expertise of a pain
management in this case. Therefore, the request for RTC in 4-6 weeks (lumbar spine and left
shoulder) is not medically necessary.

IF 4000 unit (Lumbar spine and left shoulder): Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Interferential Current Stimulation Page(s): 118-119. Decision based on Non-MTUS Citation
Official Disability Guidelines (ODG) .

Decision rationale: According to MTUS guidelines, "Interferential Current Stimulation (ICS).
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. The
randomized trials that have evaluated the effectiveness of this treatment have included studies
for back pain, jaw pain, soft tissue shoulder pain, cervical neck pain and post-operative knee
pain. (Van der Heijden, 1999) (Werner, 1999) (Hurley, 2001) (Hou, 2002) (Jarit, 2003) (Hurley,
2004) (CTAF, 2005) (Burch, 2008) The findings from these trials were either negative or non-
interpretable for recommendation due to poor study design and/or methodologic issues. While
not recommended as an isolated intervention, Patient selection criteria if Interferential
stimulation is to be used anyway: Possibly appropriate for the following conditions if it has
documented and proven to be effective as directed or applied by the physician or a provider
licensed to provide physical medicine: Pain is ineffectively controlled due to diminished
effectiveness of medications; or Pain is ineffectively controlled with medications due to side
effects; or History of substance abuse; or Significant pain from postoperative conditions limits
the ability to perform exercise programs/physical therapy treatment; or Unresponsive to
conservative measures (e.g., repositioning, heat/ice, etc.).” There is no clear evidence that the
patient did not respond to conservative therapies, or have post op pain that limit his ability to
perform physical therapy. There is no clear evidence that the neurostimulator will be used as a
part of a rehabilitation program. There is no evidence of lumbar functional deficit that required
neuro stimulator therapy. There is no documentation of the outcome of previous physical
therapy and TENS. Therefore, the request for IF 4000 unit (Lumbar spine and left shoulder) for
home use is not medically necessary.






