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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. The expert 

reviewer is Board Certified in Orthopedic Surgery and is licensed to practice in California. 

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/services. He/she is familiar with 

governing laws and regulations, including the strength of evidence hierarchy that applies to 

Independent Medical Review determinations. 

 

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 60-year-old female secretary sustained a cumulative trauma industrial injury due to 

repetitive keyboard and mouse work with both hands. Date of injury is documented as 10/18/13. 

Records indicated that this patient had been diagnosed with carpal tunnel syndrome since 2009 

due to repetitive computer work. A prior course of physical therapy provided some relief. She 

continued regular duty with on-going pain in both wrists. Functional difficulties were noted in 

gripping, grasping, holding and manipulating objects with her hands. Repetitive computer work 

was difficult. Recent conservative treatment included bilateral elbow wraps and wrist braces. The 

12/23/13 bilateral upper extremity EMG/NCV revealed mild bilateral median sensory 

demyelinating neuropathies across the wrist, mild right ulnar motor demyelinating neuropathy 

across the elbow. The 3/4/14 treating physician report cited numbness involving all digits of the 

right hand and the thumb, index and middle fingers of the left hand. Physical exam documented 

positive Phalen's and median nerve compression tests bilaterally, and positive elbow flexion test 

on the right. The diagnosis was bilateral carpal tunnel syndrome, left TFCC tear, right cubital 

tunnel syndrome, and mild bilateral medial epicondylitis. The patient had reportedly failed all 

conservative measures and the symptoms were longstanding. Staged bilateral carpal tunnel 

releases and a right ulnar nerve decompression at the elbow were recommended. The patient 

continued full duty work. The 3/26/14 utilization review denied the requests for bilateral carpal 

tunnel release and right ulnar nerve decompression based on an absence of documentation that 

comprehensive conservative treatment had been tried and failed. The 4/8/14 treating physician 

report stated that although the electrodiagnostic studies showed mild changes, there was a strong 

clinical pattern consistent with the diagnosis, and she had failed conservative measures. It was 

illogical to conclude that patients with mild carpal tunnel syndrome who fail conservative 

measures are not indicated for surgery. 



 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Carpel Tunnel Release right:  Overturned 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 11 Forearm, 

Wrist, and Hand Complaints Page(s): 264.   

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation (ODG) Carpal tunnel syndrome, Carpal tunnel release 

surgery (CTR). 

 

Decision rationale: The California MTUS guidelines do not provide recommendations for 

carpal tunnel release surgery for chronic injuries. The Official Disability Guidelines for mild to 

moderate carpal tunnel release typically require symptoms and exam findings consistent with 

carpal tunnel syndrome, and initial conservative treatment including three of the following: 

activity modification, night wrist splint, non-prescription analgesia, home exercise training, 

and/or successful corticosteroid injection trial. Positive electrodiagnostic evidence of carpal 

tunnel syndrome is required. Guideline criteria have been met. There is electrodiagnostic 

evidence of mild carpal tunnel syndrome with reported significant clinical exam findings. There 

is documentation that the patient has been afforded reasonable conservative measures consistent 

with guidelines. Therefore, this request for right carpal tunnel release is medically necessary. 

 

Carpal Tunnel Release left:  Overturned 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 11 Forearm, 

Wrist, and Hand Complaints Page(s): 264.   

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation (ODG) Carpal tunnel syndrome, Carpal tunnel release 

surgery (CTR). 

 

Decision rationale: The California MTUS guidelines do not provide recommendations for 

carpal tunnel release surgery for chronic injuries. The Official Disability Guidelines for mild to 

moderate carpal tunnel release typically require symptoms and exam findings consistent with 

carpal tunnel syndrome, and initial conservative treatment including three of the following: 

activity modification, night wrist splint, non-prescription analgesia, home exercise training, 

and/or successful corticosteroid injection trial. Positive electrodiagnostic evidence of carpal 

tunnel syndrome is required. Guideline criteria have been met. There is electrodiagnostic 

evidence of mild carpal tunnel syndrome with reported significant clinical exam findings. There 

is documentation that the patient has been afforded reasonable conservative measures consistent 

with guidelines. Therefore, this request for left carpal tunnel release is medically necessary. 

 

Endoscopic versus open right ulnar nerve decompression at the elbow:  Upheld 

 



Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 10 Elbow 

Disorders (Revised 2007) Page(s): 32.   

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 10 Elbow Disorders 

(Revised 2007) Page(s): 35-36.   

 

Decision rationale: The California MTUS guidelines state that surgery for ulnar nerve 

entrapment requires establishing a firm diagnosis on the basis of clear clinical evidence and 

positive electrical studies that correlate with clinical findings. A decision to operate requires 

significant loss of function, as reflected in significant activity limitations due to the nerve 

entrapment and that the patient has failed conservative care, including full compliance in 

therapy, use of elbow pads, removing opportunities to rest the elbow on the ulnar groove, 

workstation changes (if applicable), and avoiding nerve irritation at night by preventing 

prolonged elbow flexion while sleeping. Absent findings of severe neuropathy such as muscle 

wasting, at least 3-6 months of conservative care should precede a decision to operate. Guideline 

criteria have not been met. Electrodiagnostic studies demonstrated mild right cubital tunnel 

syndrome. There is no clinical evidence suggestive of a severe ulnar neuropathy. There is no 

detailed documentation that recent comprehensive guideline-recommended conservative 

treatment for 3 to 6 months had been tried and failed. Therefore, this request for endoscopic 

versus open right ulnar nerve decompression at the elbow is not medically necessary. 

 


