
When a doctor says you need care and the insurer says no, it does not feel like a paperwork problem. It feels like
your life is on hold. I have sat across from warehouse workers who cannot pick up their kids, nurses who cannot
make a full fist after a needlestick injury, and mechanics who wince each time they reach for a wrench. Denied care
is not abstract, it is the extra hour it takes to get out of bed, the ride you skip because the stairs look like a
mountain.

A denial is not the end of the road. In most cases, it is the start of a strategy. A good workers compensation
lawyer does not only cite statutes, we choreograph timing, medical proof, and pressure points so the system does
what it is supposed to do, pay for reasonable and necessary treatment that is related to the work injury.

Why denials happen, even when your doctor is confident
From the outside, it feels simple. You got hurt at work, your treating physician recommends physical therapy,
injections, or surgery, and the insurer should authorize it. Inside the comp system, there are several potholes that
can derail even strong requests.

Utilization review is common. The insurer hires a doctor who never examines you to review your doctor’s request
on paper. That reviewer applies medical treatment guidelines and may reject anything that looks incomplete or not
justified with the right codes and citations. I once saw a shoulder arthroscopy denied not because the MRI was
unconvincing but because the surgeon forgot to attach the failed conservative care chart notes from month two
and three. The reviewer checked a box for inadequate documentation.

Network rules create traps. Many states force you into a medical provider network or panel. If your request comes
from an out of network doctor, approval can be blocked purely on technical grounds, even if the treatment is
appropriate. The fix is often simple, move the recommendation into the network and resubmit, but someone has
to notice the issue fast.

Causation disputes sit under many denials. If the carrier is quietly questioning whether your meniscus tear or
spinal disc herniation is related to a specific event or to wear and tear, they will drag their feet on authorizing
anything beyond initial care. Even a single phrase in the first urgent care note, like “pain started a week earlier,”
can become Exhibit A for a delay.

Then there are guideline mismatches. Most states use evidence based treatment rules for comp. If your request
does not map neatly to those rules, or if you have comorbidities that complicate the picture, the reviewer may
default to no. That is not a final judgment on your situation, it is a hurdle that requires tighter medical reasoning
and sometimes a different type of exam.

The first ten days after a denial: what to do and what to avoid
This short window can set the tone. Decisions made here often shave weeks off the process. Keep it simple and
focused.

Get the denial letter, not just the message. Ask for the written decision, including the reviewer’s name,
specialty, rationale, and any guidelines cited.

Ask your treating doctor to rewrite the request. It should address each reason in the denial, include objective
findings, prior failed treatments, and exact codes.

Confirm network status. If the denial mentions network or panel issues, schedule with a network doctor right
away and transfer the recommendation.



Calendar the appeal deadline. Many utilization review appeals have very short windows, sometimes 10 to 30
days. Missing this window forces a restart.

Pause social media and side gigs. Insurers often conduct surveillance during disputes. Give them less to spin.

Building medical proof that is hard to ignore
The single best predictor of getting care authorized is a tight medical record that matches guidelines and tells the
story cleanly. When I say tight, I mean notes that show a clear injury mechanism, consistent complaints, objective
findings, and a trail of conservative care that either worked or did not.

Objective measures matter. Range of motion measured with a goniometer, grip strength in kilograms, a straight
leg raise recorded by angle, positive impingement signs documented in the same language guideline authors use.
Pain scales help, but exam findings and imaging carry more weight. If an MRI shows a rotator cuff tear, the report
should highlight full thickness versus partial, tendon retraction distance, and muscle atrophy grade. Vague
impressions invite pushback.

Course of care should look logical. Most reviewers expect a ladder. For a low back strain, that means early rest and
NSAIDs, then a handful of physical therapy visits, home exercises, and perhaps muscle relaxants. If pain persists
past 4 to 6 weeks with red flags absent, imaging can be justified. Injections or surgery come after documented
failure of noninvasive steps, unless there are neurological deficits requiring urgent care. A workers compensation
lawyer often works with the treating physician to map the file to this ladder and to fill in gaps.

Second opinions can be decisive. I once represented a delivery driver with a complex medial meniscus tear. The first
surgeon wanted to scope immediately. The carrier denied based on insufficient failed conservative care. We sent
the client to a network orthopedist known to write guideline driven reports. After six additional weeks of PT with
exact attendance and exercise logs, the second surgeon wrote an opinion citing the state’s knee guideline, page
and paragraph. The same insurer authorized the scope within 12 days.

Understanding the alphabet soup: UR, IME, QME, AME, and
independent medical review
Every state uses its own labels, but the general idea repeats. Utilization review is a paper review of a treatment
request. An independent medical exam is a face to face evaluation paid by the insurer to obtain opinions on
diagnosis, causation, and need for care. In several states, a qualified medical evaluator or similar role provides an
independent opinion when there is a dispute. In California, for example, that would be a QME or an agreed
medical evaluator if both sides consent.

Here is the key point. These processes are not neutral by default. The way questions are framed for the examiner,
the records provided, and even the timing can tilt the outcome. A strong strategy includes a records packet that is
complete and organized, a short letter that frames the dispute accurately, and preparation with the injured worker
about what to expect during the exam. Simple tips, such as answering questions directly and not guessing at dates
or details you do not remember, prevent small inconsistencies that turn into big credibility claims later.

Independent medical review, where available, can look intimidating. It is usually fast and largely on paper. Winning
at this level requires that the appeal packet echoes the language of the state’s guidelines and includes every prior
treatment failure, not just the highlights. I have seen approvals swing on whether a physician explicitly wrote that
a patient completed eight PT sessions over four weeks with only transient relief, which matched the threshold in
the guideline.



Network rules, second opinions, and when to switch doctors
Your choice of doctor can determine your timeline as much as your diagnosis. If you are in a state with a medical
provider network, using a doctor inside that network smooths authorization. At the same time, not all network
doctors are created equal. Some are excellent clinicians but terse report writers. The comp system rewards doctors
who document with precision.

Switching doctors is sometimes the smartest move when you face repeated denials. Great site Signs that it is time
to switch include missed deadlines for submitting requests, refusals to write appeal letters, or a doctor who shrugs
at the denial and says there is nothing more to be done. A workers compensation lawyer often knows which clinics
in your region do careful paperwork and understand the dance between treatment and authorization. It is not
favoritism, it is experience with who turns complete packets around within a week and who lets things sit.

Second opinions are not insults. Surgeons differ on thresholds for operating. Pain specialists differ on whether to
try medial branch blocks before epidural steroid injections. Getting a second in network opinion gives the reviewer
another voice to rely on, and when two doctors converge on the same request, approval rates go up.

Delays that look procedural but are not, and how to counter them
One insurer tactic is to delay by requesting more information bit by bit. They ask for the initial imaging, then later
for the radiologist’s addendum, then later for PT attendance logs. Each small request resets review clocks. The
counter is to front load. When resubmitting, include the entire universe of related records, very clearly labeled. I
am a fan of a one page index at the top with dates and document types. Reviewers are human. Make it easy to
say yes.

Surveillance and social media often show up just before a big authorization decision. A five second clip of you
lifting a bag of dog food can overshadow months of careful notes. That does not mean live in a bubble. It does
mean be realistic and consistent. If your doctor says no overhead lifting, do not be filmed hauling a kayak onto a
roof rack.

Nurse case managers can help move care, but they report to the insurer. Be polite, answer factual questions, and
insist that substantive treatment discussions happen with your doctor present. I have watched an offhand
comment to a nurse manager get reframed as a major improvement that undercut a surgery request. Keep your
communications professional and brief.

Hearings are not a last resort, they are leverage
People picture hearings as dramatic courtroom scenes. Most comp hearings are focused and short, often 20 to 45
minutes, and they revolve around whether a particular treatment is reasonably necessary and related to the injury.
The evidence is usually your medical records, the utilization review decision, and the testimony of one or two
witnesses at most.

The power of a hearing is schedule pressure. When a judge sets a date, insurers make decisions. Sometimes
authorization appears a week before the hearing. If it does not, a clear record and a capable treating physician can
persuade the judge to order the treatment. I have had judges ask simple, pointed questions, like “Doctor, what
changes if we wait another month,” and that single answer, “Risk of permanent nerve damage rises,” becomes the
heart of the order.

Expedited hearings exist in many states for medical disputes. They can be requested when there is a risk of
significant harm from delay. If your request meets that test, use it. The deadline math matters. A workers
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compensation lawyer tracks those windows and files the right motion at the right time.

Preexisting conditions, apportionment, and the fairness trap
Many workers carry old injuries into new jobs. A knee that twinges, a back that flares after weekend chores.
Insurers lean on this history to cut authorizations. The legal standard is often whether work was a substantial
contributing factor, not the only one. That distinction matters. If work aggravated a preexisting condition, care for
that aggravation is still compensable.

Apportionment is about splitting responsibility for permanent disability, not treatment in the acute phase. That is a
frequent point of confusion. I have corrected more than one adjuster who tried to deny a recommended surgery
because 30 percent of the final disability might be due to prior degeneration. In the early months, the focus is
whether the treatment is reasonably necessary for the work related injury or aggravation.

The fairness trap is the feeling that because something is unfair, a judge will fix it automatically. Comp is a rules
driven system. Fairness arrives when you match the facts to the right rule with the right documentation. That
sounds cold, but it is how you win.

Mental health and pain management are not afterthoughts
Psychological injuries face more skepticism, and even for physical injuries, legitimate depression or anxiety can
develop after months of pain and lost work. Some states restrict purely mental stress claims, while others
recognize them with guardrails. Where psychological care is allowed, the same principles apply. You need a
diagnosis by an appropriate provider, a link to the work event or to the physical injury, and a treatment plan that
follows guidelines. I represented a grocery clerk whose panic attacks followed an armed robbery. The first request
for therapy was denied for lack of a formal diagnosis. The second, with a DSM diagnosis and a plan paced to the
guideline, was approved within three weeks.

Pain management is tightly controlled. Formularies limit opioids and certain adjuvants. That does not mean you
are out of options. Documented trials of non opioid medications, interventional procedures with clear indications,
and functional goals move requests through. A pain specialist who writes, “Goal is increase in walking tolerance
from 5 to 15 minutes over 6 weeks,” will get further than one who writes, “Pain control.”

Surgery denials and how to flip them
Surgery is expensive and risky, so carriers push back. You flip a surgery denial with a three part strategy. First,
show that conservative treatment has been tried long enough at appropriate intensity. If the guideline expects 6
to 12 weeks of PT, do not guess, include attendance logs, home program adherence, and objective plateaus.
Second, tie imaging and exam findings to the surgical indication. For a rotator cuff, that might mean MRI evidence
of a full thickness tear with retraction and weakness on strength testing, failing rehab. Third, address comorbidities
head on. If you have diabetes or smoke, show control or cessation steps. Reviewers are less likely to approve
surgery when modifiable risks go unmentioned.

An example sticks with me. A 47 year old line cook had repeated denials for a lumbar microdiscectomy. We
gathered six weeks of detailed PT notes, a functional capacity evaluation measuring lift limits, and a note from his
primary care doctor documenting A1c improvement from 8.4 to 6.9. The surgeon rewrote the request, pointed to
foot drop that had developed, and included a risk discussion. Approval came in 9 days.

Pharmacy formularies, step therapy, and how to get the right meds



Comp formularies often require step therapy. That means trying a cheaper or lower risk medication before
authorizing a more expensive one. If your doctor prescribes a medication off formulary, it may be denied
automatically. The way through is to document contraindications, failed trials, or guideline exceptions. For example,
some guidelines allow skipping tramadol in patients with seizure risks. A short physician note that explains the
exception, attached to the prior authorization, saves weeks.

Mail order pharmacy delays crop up too. Keep a personal log of fills, side effects, and efficacy. That log helps your
doctor write stronger notes and gives the reviewer real world data. When dosage changes are needed, precision in
days and effects can be the difference between approval and a vague denial for lack of medical necessity.

Light duty offers, return to work, and their impact on treatment
authorization
Employers sometimes offer light duty, especially in larger operations. Accepting appropriate light duty can improve
your case. It shows good faith and gives your treating doctor feedback on what you can and cannot tolerate. Be
honest about flare ups and document them. If the offered job violates your work restrictions, do not guess. Ask
your doctor to refine the restrictions in writing. I have seen authorizations accelerate when a light duty trial failed
despite good effort, proving that additional treatment was not just desirable, it was necessary.

Return to work and maximum medical improvement are not the same. Reaching maximum medical improvement
means your condition is stable, not that you are pain free. Insurers sometimes push the MMI label early to limit
care. A strong treating physician will resist premature MMI and lay out what remains to be done and why. Judges
listen when the plan is specific and time Cumming work injury attorney bound.

Settlements and the risk of compromising your care
A lump sum sounds attractive when bills are piling up. Be cautious. Some settlements close medical rights, others
keep them open. Closing medical can make sense if you have already had necessary surgeries and only routine
meds remain, or if you want control over timing and providers. It can be a mistake if major care is still in dispute. I
advise clients to value outstanding treatment realistically. A denied surgery is not worth zero, it is worth the cost
of the procedure times the probability of prevailing, adjusted for delay. That frame leads to better decisions.

Structured settlements that fund a medical account can bridge the gap. The devil is in the details. Who administers
the account, what happens if the surgery costs more than estimated, and how are disputes handled. These are
contract points your lawyer should negotiate, not footnotes.

What a workers compensation lawyer actually does to get care
approved
People imagine court appearances and fiery speeches. Most of the work is quiet and relentless. We audit medical
files for gaps and inconsistencies. We coordinate with physicians to make sure requests cite the right guidelines
and include attachments the reviewer expects. We push for network alignment where needed, arrange second
opinions strategically, and control timelines so appeal windows do not slip.

We also protect your credibility. That means preparing you for IMEs, managing contact with nurse case managers,
and advising on daily activities that insurers may misinterpret. When a hearing is necessary, we build a record that
a judge can rely on, with focused exhibits and concise testimony. I track deadlines for independent medical review
or similar processes, file expedited hearing requests when appropriate, and pursue penalties where a denial crosses
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the line into unreasonable delay under state law. Not every state allows bad faith claims in comp, but many
impose fines or attorney fees for late or baseless denials. Used well, those tools change behavior.

Fees in comp cases are typically contingent and capped by statute. In many states, the judge must approve the fee
and it is paid out of settlement or awarded benefits, not out of your pocket as you go. Ask your lawyer to explain
how fees work in your state before you sign anything. Clarity reduces stress.

A short checklist of documents that move the needle
All office visit notes since the injury, especially those documenting objective findings.

Imaging reports and actual images if available, not just summaries.

Physical therapy attendance logs and progress notes, including home program details.

A resumed request from your doctor that addresses each point in the denial and cites guidelines.

Work restrictions and any light duty offers, with dates and outcomes.

A note on timelines and patience with purpose
Most denials can be reversed within 30 to 90 days when approached methodically. Some take longer, especially
surgeries with comorbidities or complex causation. Patience is not passive. It means using each week to gather
proof, align providers, and keep your case moving. Track symptoms daily in a simple journal. Commit to prescribed
exercises. Show up to every appointment. Small acts build a picture of a worker who wants to heal and return,
which helps in courtrooms and in review offices alike.

There is a moment I watch for in a case, when the medical story clicks into place and the paper trail finally reflects
the reality you have been living. It often follows a second opinion or a carefully prepared IME where the doctor
took time to measure, not just glance. Shortly after that moment, approvals start to land. It is not magic. It is the
system responding to clarity and pressure applied at the right points.

If you are sitting with a denial in your hand, breathe. Get the letter. Talk to your doctor about a revised request.
Make sure you are in network if your state requires it. Consider bringing in a workers compensation lawyer who
knows the local patterns, the clinics that document well, and the judges’ preferences. You are not asking for a
favor. You are insisting that the rules be followed and that you receive the care needed to heal and get back to
your life.


