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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: Physical Medicine & Rehabilitation

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 62 year old female who sustained an industrial injury on 7-3-91. She had
complaints of bilateral hand and wrist pain and bilateral upper extremity pain. In 1995 she
underwent bilateral carpal tunnel release. Progress report dated 6-11-12 reports increased pain in
bilateral forearm, wrists and hands. The pain is associated with occasional numbness and
tingling involving the whole hand. She reported complaints of neck pain with stiffness and
tightness. Diagnoses include: bilateral forearm, wrist and hand sprain and strain, cervical tapezial
musculoligamentous sprain and strain and history of sleep difficulties. Hand written progress
report, difficult to read, dated 10-24-14 contains request for authorization for voltaren XR,
prilosec, fexmid, bilateral carpal tunnel injection under ultrasound guidance, dispensed
replacement brace for bilateral wrist and replacement electrodes wires for inferential stimulator
unit. Work status: restriction of no lifting over 5 pounds, no typing or writing greater than 30
minutes and no repetitive motion of wrists. Follow up on 12-3-14.

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

Fexmid 7.5 mg, sixty count: Upheld




Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Muscle Relaxants for Pain Section.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Muscle
relaxants, pg 128.

Decision rationale: Per MTUS Chronic Pain Guidelines on muscle relaxant, Fexmid is not
recommended for mild to moderate chronic persistent pain problems including chronic pain
(other than for acute exacerbations) due to the high prevalence of adverse effects in the context
of insufficient evidence of benefit as compared to other medications. Submitted reports have no
demonstrated acute change or progressive clinical deficits to warrant long-term use of a muscle
relaxant beyond few weeks for this chronic injury. Submitted reports have not documented
extenuating circumstances outside guidelines criteria to support for this continued treatment with
a muscle relaxant, Fexmid without demonstrated functional improvement from treatment already
rendered. MTUS Guidelines do not recommend long-term use of this muscle relaxant beyond
first few weeks of acute treatment for this chronic 1991 injury. The Fexmid 7.5 mg, sixty count
is not medically necessary or appropriate.

Bilateral Carpal Tunnel injection under ultrasound guidance: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 11 Forearm,
Wrist, and Hand Complaints.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 11 Forearm, Wrist, and
Hand Complaints Page(s): Forearm, Wrist, and Hand Complaints, Treatment, page 265.

Decision rationale: Per Guidelines, corticosteroid injections may produce short-term pain
relief; however, in the long-term, they are less effective in providing pain relief and benefit with
high recurrence rates when compared to physical therapy in a functional restoration approach.
In addition, cortisone injections have some risks of tendon fraying and even rupture which may
not be appropriate in certain patient. Corticosteroid injections may be recommended for
diagnoses of de Quervain's tenosynovitis, Trigger finger, and in moderate cases of CTS after
failed treatment trial of splinting and medications; however, this has not been clearly
demonstrated here. Corticosteroid injections are not recommended for all chronic hand, wrist
and forearm disorders and repeated or frequent injections have not shown evidenced-based
efficacy. Submitted reports have not adequately demonstrated the indication or necessity to
support for this request. The Bilateral Carpal Tunnel injection under ultrasound guidance is not
medically necessary or appropriate.

Replacement electrodes/wires for interferential stimulator OS4 unit: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Transcutaneous Electrotherapy Interferential Current Stimulation (ICS).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Transcutaneous Electrotherapy, pages 115-118, Interferential Current Stimulation (ICS).



Decision rationale: The MTUS guidelines recommend a one-month rental trial of TENS unit to
be appropriate to permit the physician and provider licensed to provide physical therapy to study
the effects and benefits, and it should be documented (as an adjunct to ongoing treatment
modalities within a functional restoration approach) as to how often the unit was used, as well as
outcomes in terms of pain relief and function; however, there are no documented failed trial of
TENS unit or functional improvement such as increased ADLSs, decreased medication dosage,
increased pain relief or improved functional status derived from any transcutaneous
electrotherapy to warrant a purchase of an interferential unit for home use for this chronic injury.
Additionally, IF unit may be used in conjunction to a functional restoration process with
improved work status and exercises not demonstrated here. As the IF unit is not medically
necessary and appropriate, thereby, the Replacement electrodes/wires for interferential
stimulator OS4 unit is not medically necessary or appropriate.



