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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: Orthopedic Surgery

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(n) 60 year old male, who sustained an industrial injury on 12/30/14. He
reported pain in his right knee and left shoulder. The injured worker was diagnosed as having
right knee medial and lateral meniscus tear and left rotator cuff tear. Treatment to date has
included physical therapy, a right knee MRI and Norco and Motrin. As of the PR2 dated 3/30/15,
the injured worker reports pain in the right knee. Objective findings include a positive
McMurray's test in the right knee, moderate effusion and normal range of motion. The treating
physician requested to start Celebrex 200mg #60 x 3 refills, Flexeril 7.5mg #60 x 3 refills,
Percocet 10/325mg #60, post-operative physical therapy 3 x weekly for 4 weeks to the right
knee, purchase of crutches and a 21 day rental or purchase of a cold therapy unit.

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

Celebrex 200 MG #60 30 Day Supply with 3 Refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.




MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): NSAIDs, specific drug list & adverse effects.

Decision rationale: CA MTUS/Chronic Pain Medical Treatment Guidelines, page 70 states that
Celecoxib (Celebrex) is for use with patients with signs and symptoms of osteoarthritis,
rheumatoid arthritis and ankylosing spondyilitis. In this case the exam note from 3/30/15 does
not demonstrate any evidence of osteoarthritis, rheumatoid arthritis or ankylosing spondylitis.
Therefore, the determination is for non-certification.

Flexeril 7.5 MG Qty #60 30 Day Supply with 3 Refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Complex Regional Pain Syndrome (CRPS).

Decision rationale: According to the CA MTUS, Chronic Pain Medical Treatment Guidelines,
Cyclobenzaprine, pages 41-42 "Recommended as an option, using a short course of therapy.
Cyclobenzaprine (Flexeril) is more effective than placebo in the management of back pain; the
effect is modest and comes at the price of greater adverse effects. The effect is greatest in the
first 4 days of treatment, suggesting that shorter courses may be better. (Browning, 2001)
Treatment should be brief. There is also a post-op use. The addition of cyclobenzaprine to other
agents is not recommended." In this particular case the patient has no evidence in the records of
3/30/15 do not demonstrate functional improvement, a quantitative assessment on how this
medication helps, percentage of relief lasts, increase in function, or increase in activity.
Therefore chronic usage is not supported by the guidelines. Therefore is not medically necessary
and non-certified.

Percocet 10-325 MG Qty #60 30 Day Supply: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Opioids for chronic pain.

Decision rationale: According to the CA MTUS/Chronic Pain Medical Treatment Guidelines,
page 80, opioids should be continued if the patient has returned to work and the patient has
improved functioning and pain. Based upon the records reviewed there is insufficient evidence
to support chronic use of narcotics. There is lack of demonstrated functional improvement,
percentage of relief, demonstration of urine toxicology compliance or increase in activity from
the exam note of 3/30/15. Therefore, the determination is for non-certification.

12 Post Op Physical Therapy Visits 3 Times A Week for 4 Weeks to Right Knee: Upheld



Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Postsurgical Treatment 2009, Section(s):
Knee.

Decision rationale: According to the CA MTUS/Post Surgical Treatment Guidelines, Knee
Meniscectomy, page 24, 12 visits of therapy are recommended after arthroscopy with partial
meniscectomy over a 12-week period. The guidelines recommend initially of the 12 visits to be
performed. As the request exceeds the initial allowable visits, the determination is for non-
certification.

Purchase of Crutches: 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: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation ODG knee chapter, walking aids.

Decision rationale: The CA MTUS/ACOEM guidelines are silent regarding crutches.
According to the ODG knee chapter, walking aids, "Recommended, as indicated below. Almost
half of patients with knee pain possess a walking aid. Disability, pain, and age-related
impairments seem to determine the need for a walking aid. Nonuse is associated with less need,
negative outcome, and negative evaluation of the walking aid. The use of a cane and walking
slowly could be simple and effective intervention strategies for patients with OA. In a similar
manner to which can use unloads the limb, weight loss also decreases load in the limb to a
certain extent and should be considered as a long-term strategy, especially for overweight
individuals.” In this case, there is lack of functional deficits noted in the exam note from 3/30/15
to warrant crutches. Therefore, the determination is for non-certification.

21 Day Rental or Purchase of Cold Therapy Unit: 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: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation ODG, Knee and Leg, Continuous flow cryotherapy.

Decision rationale: CA MTUS/ACOEM is silent on the issue of cryotherapy. According to
ODG, Knee and Leg Chapter regarding continuous flow cryotherapy it is a recommended
option after surgery but not for nonsurgical treatment. It is recommended for upwards of 7 days
postoperatively. In this case the request exceeds the recommended amount of days. Therefore,
the determination is for non-certification.
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