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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 55-year-old female with an industrial injury dated 12/17/2001.  The 

injured worker's diagnoses include discogenic cervical condition with facet inflammation, 

shoulder girdle involvement and headaches; brachial plexus neuritis on the left upper extremity 

with flare-ups, rotator cuff strain on the left with ligament tear, left lateral/medial epicondylitis, 

and discogenic lumbar condition with radicular component down the lower extremities.  

Treatment consisted of Magnetic Resonance Imaging (MRI) of cervical spine /lumbar spine/ left 

shoulder, nerve studies, prescribed medications, and periodic follow up visits. In a progress note 

dated 06/02/2015, the injured worker reported pain in the neck, left shoulder, left elbow, low 

back and bilateral knees.  Objective findings revealed tenderness along the cervical and lumbar 

paraspinal muscles and pain along bilateral knees. Full knee extension and decrease knee flexion 

with discomfort along the joint and mild effusion were also noted on exam. The treating 

physician prescribed services for pain management referral to treating physician for possible 

injections to the low back not specified, 12 Visits of physical therapy for the low back, cortisone 

Injection to the left shoulder and left knee, Voltaren Gel 1 Percent 100 MG 3 Tubes and 

Lidoderm Patch 5 Percent #30 now under review.  

 

IMR ISSUES, DECISIONS AND RATIONALES 

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



 

Pain Management Referral to Treating Physician for Possible Injections to the Low Back 

Not Specified: 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).  

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 2 General Approach to 

Initial Assessment and Documentation Page(s): 33. Decision based on Non-MTUS Citation 

Official Disability Guidelines (ODG) Pain, Office Visits.  

 

Decision rationale: ODG states concerning office visits "Recommended as determined to be 

medically necessary. Evaluation and management (E&M) outpatient visits to the offices of 

medical doctor(s) play a critical role in the proper diagnosis and return to function of an injured 

worker, and they should be encouraged. The need for a clinical office visit with a health care 

provider is individualized based upon a review of the patient concerns, signs and symptoms, 

clinical stability, and reasonable physician judgment. The determination is also based on what 

medications the patient is taking, since some medicines such as opiates, or medicines such as 

certain antibiotics, require close monitoring. As patient conditions are extremely varied, a set 

number of office visits per condition cannot be reasonably established. The determination of 

necessity for an office visit requires individualized case review and assessment, being ever 

mindful that the best patient outcomes are achieved with eventual patient independence from the 

health care system through self-care as soon as clinically feasible". ACOEM states regarding 

assessments, "The content of focused examinations is determined by the presenting complaint 

and the area(s) and organ system(s) affected." And further writes that covered areas should 

include "Focused regional examination" and "Neurologic, ophthalmologic, or other specific 

screening". The treating physician does not detail the rationale or provide additional information 

for the requested Pain Management Referral to Treating Physician for Possible Injections to The 

Low Back Not Specified.  No additional information regarding what symptoms and treatment or 

specific injections are to be evaluated was provided in the treatment notes. As such, the request 

for Pain Management Referral to Treating Physician for Possible Injections to The Low Back 

Not Specified is not medically necessary.  

 

12 Visits of PT for the Low Back: Upheld 

 

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

Physical Medicine Page(s): 99.  

 

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

Therapy, Physical Medicine Page(s): 98-99.  Decision based on Non-MTUS Citation Low Back - 

Lumbar & Thoracic (Acute & Chronic), Physical Therapy, ODG Preface Physical Therapy.  

 

Decision rationale: California MTUS guidelines refer to physical medicine guidelines for 

physical therapy and recommends as follows: "Allow for fading of treatment frequency (from 

up to 3 visits per week to 1 or less), plus active self-directed home Physical Medicine." 

Additionally, ACOEM guidelines advise against passive modalities by a therapist unless 

exercises are to be carried out at home by patient. ODG quantifies its recommendations with 10 

visits over 8 weeks for lumbar sprains/strains and 9 visits over 8 weeks for unspecified 

backache/lumbago. Regarding physical therapy, ODG states "Patients should be formally 

assessed after a "six-visit clinical trial" to see if the patient is moving in a positive direction, no 

direction, or a negative direction (prior to continuing with the physical therapy); & (6) When 



treatment duration and/or number of visits exceeds the guideline, exceptional factors should be 

noted." The request for 12 sessions is in excess of guidelines. This patient's injury occurred over 

13 years ago. Submitted medical records indicate physical therapy was completed in 2007 and 

2008. There is no documentation of an acute exacerbation or aggravation of the injury. As such, 

the request for 12 Visits of PT for The Low Back is not medically necessary.  

 

Cortisone Injection to the Left Shoulder and Left Knee: Upheld 

 

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

Complaints Page(s): 211.  

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 13 Knee Complaints 

Page(s): 345-347. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Knee, Corticosteroid injections Shoulder, Injections.  

 

Decision rationale: ACOEM states that for aspirations and injections of the knee that "Panel 

interpretation of information not meeting inclusion criteria for research-based evidence". It is a 

D recommendation. ODG states "Recommended for short-term use only". The ODG criteria are 

listed below. Criteria for Intraarticular glucocorticosteroid injections: Documented symptomatic 

severe osteoarthritis of the knee according to American College of Rheumatology (ACR) 

criteria, which requires knee pain and at least 5 of the following: (1) Bony enlargement; (2) 

Bony tenderness; (3) Crepitus (noisy, grating sound) on active motion; (4) Erythrocyte 

sedimentation rate (ESR) less than 40 mm/hr; (5) Less than 30 minutes of morning stiffness; 

(6) No palpable warmth of synovium;  (7) Over 50 years of age; (8) Rheumatoid factor less than 

1:40 titer (agglutination method);  (9) Synovial fluid signs (clear fluid of normal viscosity and 

WBC less than 2000/mm3). Not controlled adequately by recommended conservative treatments 

(exercise, NSAIDs or acetaminophen). Pain interferes with functional activities (e.g., 

ambulation, prolonged standing) and not attributed to other forms of joint disease. Intended for 

short-term control of symptoms to resume conservative medical management or delay TKA. 

Generally performed without fluoroscopic or ultrasound guidance. Absence of synovitis, 

presence of effusion preferred (not required). Aspiration of effusions preferred (not required). 

Only one injection should be scheduled to start, rather than a series of three. A second injection 

is not recommended if the first has resulted in complete resolution of symptoms, or if there has 

been no response.  With several weeks of temporary, partial resolution of symptoms, and then 

worsening pain and function, a repeat steroid injection may be an option. The number of 

injections should be limited to three. MTUS does not specifically detail shoulder steroid 

injection. ODG states regarding steroid shoulder injection, "Recommended as indicated below, 

up to three injections. Steroid injections compared to physical therapy seem to have better initial 

but worse long-term outcomes." ODG additionally details criteria for Steroid injections: 

Diagnosis of adhesive capsulitis, impingement syndrome, or rotator cuff problems, except for 

post- traumatic impingement of the shoulder. Not controlled adequately by recommended 

conservative treatments (physical therapy and exercise, NSAIDs or acetaminophen), after at least 

3 months. Pain interferes with functional activities (eg, pain with elevation is significantly 

limiting work). Intended for short-term control of symptoms to resume conservative medical 

management.  Generally performed without fluoroscopic or ultrasound guidance.  Only one 

injection should be scheduled to start, rather than a series of three. A second injection is not 

recommended if the first has resulted in complete resolution of symptoms, or if there has been no 

response. With several weeks of temporary, partial resolution of symptoms, and then worsening 

pain and function, a repeat steroid injection may be an option. The number of injections should 

be limited to three. The treating physician has not provided documentation to meet the above 

criteria to justify the requested injections at this time.  As such, the request for Cortisone 



Injection to The Left Shoulder and Left Knee is not medically necessary.  

 

Voltaren Gel 1 Percent 100 MG 3 Tubes: Upheld 

 

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

Topical Analgesics Page(s): 111-113.  

 

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

Analgesics Page(s): 111-113.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) Pain, Compound creams.  

 

Decision rationale: MTUS and ODG recommends usage of topical analgesics as an option, but 

also further details "primarily recommended for neuropathic pain when trials of antidepressants 

and anticonvulsants have failed." The medical documents do no indicate failure of 

antidepressants or anticonvulsants. MTUS states, "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 recommended. "MTUS specifically states for Voltaren Gel 1% 

(diclofenac) that is it "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." Medical records do not indicate that the patient is being 

treated for osteoarthritis pain in the joints. Additionally, the records do not specify what areas are 

being treated. As such, the request for Voltaren Gel 1 Percent 100 MG 3 Tubes is not medically 

necessary.  

 

Lidoderm Patch 5 Percent #30: Upheld 

 

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

Topical Analgesics Page(s): 111-113.  

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Lidoderm patches Page(s): 56-57.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) Pain, Topical analgesics and Other Medical Treatment Guidelines 

UpToDate.com, Lidocaine (topical).  

 

Decision rationale: Chronic Pain Medical Treatment Guidelines state "Lidoderm is the brand 

name for a lidocaine patch produced by Endo Pharmaceuticals. Topical lidocaine may be 

recommended for localized peripheral pain after there has been evidence of a trial of first-line 

therapy (tri-cyclic or SNRI anti-depressants or an AED such as gabapentin or Lyrica). This is 

not a first-line treatment and is only FDA approved for post-herpetic neuralgia. Further research 

is needed to recommend this treatment for chronic neuropathic pain disorders other than post- 

herpetic neuralgia. Formulations that do not involve a dermal-patch system are generally 

indicated as local anesthetics and anti-pruritics. For more information and references, see 

Topical analgesics." ODG further details, "Criteria for use of Lidoderm patches: (a) 

Recommended for a trial if there is evidence of localized pain that is consistent with a 

neuropathic etiology. (b) There should be evidence of a trial of first-line neuropathy 

medications (tri-cyclic or SNRI anti- depressants or an AED such as gabapentin or Lyrica). (c) 

This medication is not generally recommended for treatment of osteoarthritis or treatment of 

myofascial pain/trigger points. (d) An attempt to determine a neuropathic component of pain 

should be made if the plan is to apply this medication to areas of pain that are generally 

secondary to non-neuropathic mechanisms (such as the knee or isolated axial low back pain). 

One recognized method of testing is the use of the Neuropathic Pain Scale. (e) The area for 



treatment should be designated as well as number of planned patches and duration for use 

(number of hours per day). (f) A Trial of patch treatment is recommended for a short-term 

period (no more than four weeks). (g) It is generally recommended that no other medication 

changes be made during the trial period. (h) Outcomes should be reported at the end of the trial 

including improvements in pain and function, and decrease in the use of other medications. If 

improvements cannot be determined, the medication should be discontinued. (i) Continued 

outcomes should be intermittently measured and if improvement does not continue, lidocaine 

patches should be discontinued." Medical documents provided do not indicate that the use 

would be for post-herpetic neuralgia. Additionally, treatment notes did not detail other first-line 

therapy used and what the clinical outcomes resulted.  As such, the request for Lidoderm Patch 

5 Percent #30 is not medically necessary.  


