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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: Emergency 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 62 year old female who sustained an industrial injury on 4/18/14. She 
had complaints of pain in her head, bilateral thumbs, face, and bilateral knees. Treatments 
include medication, physical therapy, acupuncture and surgery. Progress report dated 6/15/15 
reports continued complaints of headache from time to time. She has significant pain in her left 
knee with numbness and buckling of the knee. Diagnoses include left knee pain, question 
internal derangement of left knee, myofascial pain, bilateral thumb pain, internal derangement 
both thumbs, status post right thumb surgery, right orbital fracture with neuropathic pain, closed 
head injury and question of cognitive deficits after closed head injury. Plan of care includes: 
MRI of left knee, request orthopedic consult to evaluate knee injections vs. surgery, request 
naproxen, omeprazole, Neurontin and Flexeril, discontinue other medications, continue self 
directed home exercise program, request acupuncture 2 times per week for 4 weeks, request 
urine toxicology screen, request knee brace, request MRIs of both thumbs, request 
neuropsychiatric evaluation, request neurology consult and request hand surgeon consult. Work 
status is modified duties. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

Acupuncture left knee QTY 6: Upheld 



 

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment 2007. 
 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Knee & Leg 
(Acute & Chronic)/Acupuncture. 

 
Decision rationale: The request is for acupuncture to aid in pain relief. The Official Disability 
Guidelines sate the following regarding this topic: ODG Acupuncture Guidelines: Initial trial of 
3- 4 visits over 2 weeks. With evidence of objective functional improvement, total of up to 8-12 
visits over 4-6 weeks (Note: The evidence is inconclusive for repeating this procedure beyond an 
initial short course of therapy.)In this case, the request is not approved. This is secondary to the 
number of treatments requested being beyond what is approved under the guidelines. As such, it 
is not medically necessary. 

 
Urine Drug Screen test consisting of a 10 panel random urine drug screen for qualitative 
analysis with confirmatory laboratory testing only performed on inconsistent results x 1: 
Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Treatment 
in Workers Compensation Guidelines; Pain Chapter, last updated 3/15/15. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain 
(Chronic)/Urine drug testing (UDT). 

 
Decision rationale: The request is for a urine drug screen. The ODG states the following 
regarding this topic: Recommended as a tool to monitor compliance with prescribed substances, 
identify use of undisclosed substances, and uncover diversion of prescribed substances. The test 
should be used in conjunction with other clinical information when decisions are to be made to 
continue, adjust or discontinue treatment. This information includes clinical observation, results 
of addiction screening, pill counts, and prescription drug monitoring reports. The prescribing 
clinician should also pay close attention to information provided by family members, other 
providers and pharmacy personnel. The frequency of urine drug testing may be dictated by state 
and local laws. Indications for UDT: At the onset of treatment: (1) UDT is recommended at the 
onset of treatment of a new patient who is already receiving a controlled substance or when 
chronic opioid management is considered. Urine drug testing is not generally recommended in 
acute treatment settings (i.e. when opioids are required for nociceptive pain). (2) In cases in 
which the patient asks for a specific drug. This is particularly the case if this drug has high abuse 
potential, the patient refuses other drug treatment and/or changes in scheduled drugs, or refuses 
generic drug substitution. (3) If the patient has a positive or "at risk" addiction screen on 
evaluation. This may also include evidence of a history of comorbid psychiatric disorder such as 
depression, anxiety, bipolar disorder, and/or personality disorder. See Opioids, screening tests for 
risk of addiction & misuse. (4) If aberrant behavior or misuse is suspected and/or detected. See 
Opioids, indicators for addiction & misuse. Ongoing monitoring: (1) If a patient has evidence of  



a "high risk" of addiction (including evidence of a comorbid psychiatric disorder (such as 
depression, anxiety, attention-deficit disorder, obsessive-compulsive disorder, bipolar disorder, 
and/or schizophrenia), has a history of aberrant behavior, personal or family history of substance 
dependence (addiction), or a personal history of sexual or physical trauma, ongoing urine drug 
testing is indicated as an adjunct to monitoring along with clinical exams and pill counts. See 
Opioids, tools for risk stratification & monitoring. (2) If dose increases are not decreasing pain 
and increasing function, consideration of UDT should be made to aid in evaluating medication 
compliance and adherence. In this case, a urine drug screen is not supported by the guidelines. 
This is secondary to inadequate documentation of risk level commensurate to the frequency of 
evaluation requested. As such, it is not medically necessary. 

 
Left Knee Brace: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Knee Complaints 2004. Decision 
based on Non-MTUS Citation Official Disability Guidelines (ODG) Treatment in Workers 
Compensation Guidelines; Knee Disorders, updated 5/15/15. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Knee and 
leg/Knee brace. 

 
Decision rationale: The request is for a knee brace. The ODG guidelines state the following 
regarding this topic: Criteria for the use of knee braces: Prefabricated knee braces may be 
appropriate in patients with one of the following conditions: 1. Knee instability 2. Ligament 
insufficiency/deficiency. 3. Reconstructed ligament. 4. Articular defect repair. 5. Avascular 
necrosis. 6. Meniscal cartilage repair. 7. Painful failed total knee arthroplasty. 8. Painful high 
tibial osteotomy. 9. Painful unicompartmental osteoarthritis. 10. Tibial plateau fracture. Custom- 
fabricated knee braces may be appropriate for patients with the following conditions which may 
preclude the use of a prefabricated model: 1. Abnormal limb contour, such as: a. Valgus [knock-
kneed] limb. b. Varus [bow-legged] limb. c. Tibial varum. d. Disproportionate thigh and calf 
(e.g., large thigh and small calf). e. Minimal muscle mass on which to suspend a brace. 2. Skin 
changes, such as: a. Excessive redundant soft skin. b. Thin skin with risk of breakdown (e.g., 
chronic steroid use). 3. Severe osteoarthritis (grade III or IV). 4. Maximal off-loading of painful 
or repaired knee compartment (example: heavy patient; significant pain). 5. Severe instability as 
noted on physical examination of knee. In this case, there is inadequate documentation of a 
qualifying condition for a knee brace. The records do not reflect severe instability which would 
place the patient at risk for falls. Pending receipt of the reasoning why this is necessary, the 
request is not medically necessary. 

 
Neuropsychiatric Evaluation with MD: Overturned 

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



MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 
Head/Neuropsychological testing. 

 
Decision rationale: The request is for a neuropsychological evaluation. The MTUS guidelines 
are silent regarding this issue. The Official Disability Guidelines state the following regarding 
this topic: Recommended for severe traumatic brain injury, but not for concussions unless 
symptoms persist beyond 30 days. For concussion/ mild traumatic brain injury, comprehensive 
neuropsychological/cognitive testing is not recommended during the first 30 days post injury, but 
should symptoms persist beyond 30 days, testing would be appropriate. Neuropsychological 
testing should only be conducted with reliable and standardized tools by trained evaluators, 
under controlled conditions, and findings interpreted by trained clinicians. Moderate and severe 
TBI are often associated with objective evidence of brain injury on brain scan or neurological 
examination (e.g., neurological deficits) and objective deficits on neuropsychological testing, 
whereas these evaluations are frequently not definitive in persons with concussion/mTBI. There 
is inadequate/insufficient evidence to determine whether an association exists between mild TBI 
and neurocognitive deficits and long-term adverse social functioning, including unemployment, 
diminished social relationships, and decrease in the ability to live independently. Attention, 
memory, and executive functioning deficits after TBI can be improved using interventions 
emphasizing strategy training (i.e., training patients to compensate for residual deficits, rather 
than attempting to eliminate the underlying neurocognitive impairment) including use of 
assistive technology or memory aids. (Cifu, 2009) Neuropsychological testing is one of the 
cornerstones of concussion and traumatic brain injury evaluation and contributes significantly to 
both understanding of the injury and management of the individual. The computer-based 
programs Immediate Postconcussion Assessment and Cognitive Testing (ImPACT), CogSport, 
Automated Neuropsychologi cal Assessment Metrics (ANAM), Sports Medicine Battery, and 
HeadMinder may have advantages over paper-and-pencil neuropsychological tests such as the 
McGill Abbreviated Concussion Evaluation (ACE) and the Standardized Assessment of 
Concussion (SAC). (Cantu, 2006) The application of neuropsychological (NP) testing in 
concussion has been shown to be of clinical value and contributes significant information in 
concussion evaluation, but NP assessment should not be the sole basis of management decisions. 
Formal NP testing is not required for all athletes, but when it is considered necessary, it should 
be performed by a trained neuropsychologist. Baseline NP testing is not required as an aspect of 
every assessment, but it may be helpful to add useful information to the overall interpretation of 
the tests. Persistent symptoms (>10 days) are generally reported in 10?15% of concussions, at 
which point investigations may include formal neuropsychological testing and conventional 
neuroimaging to exclude structural pathology. (McCrory, 2013) In cases of multiple concussions/ 
persistent impairment, professional athletes should be referred for neurologic and 
neuropsychological assessment, and amateur athletes should have formal neurologic/ cognitive 
assessment and risk factor counseling. (Giza, 2013)In this case, neuropsychological testing is 
indicated. This is secondary to the injury sustained and subsequent functioning deficits. As 
such, the request is medically necessary. 

 
Neurology Consult with MD: Overturned 



Claims Administrator guideline: The Claims Administrator did not base their decision on the 
MTUS. Decision based on Non-MTUS Citation National Guidelines Clearinghouse. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Head/ Office 
visits. 

 
Decision rationale: The request is for a specialty consultation. The Official Disability 
Guidelines state the following regarding this topic: 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. The ODG Codes for 
Automated Approval (CAA), designed to automate claims management decision-making, 
indicates the number of E&M office visits (codes 99201-99285) reflecting the typical number of 
E&M encounters for a diagnosis, but this is not intended to limit or cap the number of E&M 
encounters that are medically necessary for a particular patient. Office visits that exceed the 
number of office visits listed in the CAA may serve as a ‘flag” to payors for possible evaluation, 
however, payors should not automatically deny payment for these if preauthorization has not 
been obtained. Note: The high quality medical studies required for treatment guidelines such as 
ODG provides guidance about specific treatments and diagnostic procedures, but not about the 
recommended number of E&M office visits. Studies have and are being conducted as to the 
value of “virtual visits” compared with inpatient visits, however the value of patient/doctor 
interventions has not been questioned. (Dixon, 2008) (Wallace, 2004) Further, ODG does 
provide guidance for therapeutic office visits not included among the E&M codes, for example 
Chiropractic manipulation and Physical/Occupational therapy. This is secondary to the patient's 
persistent symptomatology. As such, the request is medically necessary. 

 
Naproxen 550mg (quantity unspecified): Upheld 

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

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain 
(Chronic)/NSAIDs (non-steroidal anti-inflammatory drugs). 

 
Decision rationale: The request is for the use of a medication in the NSAID class. The ODG 
state the following regarding this topic: Specific recommendations: Osteoarthritis (including 
knee 



and hip): Recommended at the lowest dose for the shortest period in patients with moderate to 
severe pain. Acetaminophen may be considered for initial therapy for patients with mild to 
moderate pain, and in particular, for those with gastrointestinal, cardiovascular or renovascular 
risk factors. NSAIDs appear to be superior to acetaminophen, particularly for patients with 
moderate to severe pain. There is no evidence to recommend one drug in this class over another 
based on efficacy. In particular, there appears to be no difference between traditional NSAIDs 
and COX-2 NSAIDs in terms of pain relief. The main concern of selection is based on adverse 
effects. COX-2 NSAIDs have fewer GI side effects at the risk of increased cardiovascular side 
effects, although the FDA has concluded that long-term clinical trials are best interpreted to 
suggest that cardiovascular risk occurs with all NSAIDs and is a class effect (with naproxyn 
being the safest drug). There is no evidence of long-term effectiveness for pain or function. 
(Chen, 2008) (Laine, 2008)Back Pain - Acute low back pain & acute exacerbations of chronic 
pain: Recommended as a second-line treatment after acetaminophen. In general, there is 
conflicting to negative evidence that NSAIDs are more effective than acetaminophen for acute 
LBP. (van Tulder, 2006) (Hancock, 2007) For patients with acute low back pain with sciatica a 
recent Cochrane review (including three heterogeneous randomized controlled trials) found no 
differences in treatment with NSAIDs vs. placebo. In patients with axial low back pain this same 
review found that NSAIDs were not more effective than acetaminophen for acute low-back pain, 
and that acetaminophen had fewer side effects. (Roelofs-Cochrane, 2008) The addition of 
NSAIDs or spinal manipulative therapy does not appear to increase recovery in patients with 
acute low back pain over that received with acetaminophen treatment and advice from their 
physician. (Hancock, 2007)Back Pain - Chronic low back pain: Recommended as an option for 
short-term symptomatic relief. A Cochrane review of the literature on drug relief for low back 
pain (LBP) suggested that NSAIDs were no more effective than other drugs such as 
acetaminophen, narcotic analgesics, and muscle relaxants. The review also found that NSAIDs 
had more adverse effects than placebo and acetaminophen but fewer effects than muscle 
relaxants and narcotic analgesics. In addition, evidence from the review suggested that no one 
NSAID, including COX-2 inhibitors, was clearly more effective than another. (Roelofs- 
Cochrane, 2008) See also Anti-inflammatory medications. Neuropathic pain: There is 
inconsistent evidence for the use of these medications to treat long-term neuropathic pain, but 
they may be useful to treat breakthrough pain and mixed pain conditions such as osteoarthritis 
(and other nociceptive pain) in patients with neuropathic pain. (Namaka, 2004) (Gore, 2006) See 
NSAIDs, GI symptoms & cardiovascular risk; NSAIDs, hypertension and renal function; & 
Medications for acute pain (analgesics). Besides the above well-documented side effects of 
NSAIDs, there are other less well-known effects of NSAIDs, and the use of NSAIDs has been 
shown to possibly delay and hamper healing in all the soft tissues, including muscles, ligaments, 
tendons, and cartilage. (Maroon, 2006) The risks of NSAIDs in older patients, which include 
increased cardiovascular risk and gastrointestinal toxicity, may outweigh the benefits of these 
medications. (AGS, 2009)As stated above, acetaminophen would be considered first-line 
treatment for chronic pain. In this case, the use of an NSAID is not approved. This is secondary 
to the duration of use and significant side effect profile. Also, the use of NSAIDs is known to 
delay the healing of soft tissue including ligaments, tendons, and cartilage. The quantity also is 
unspecified. As such, the request is not medically necessary.. 

 
Ompeprazole 20mg (quantity unspecified): 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, GI symptoms & cardiovascular risk. 

 
Decision rationale: The request is for the use of a medication in the class of a proton pump 
inhibitor. It is indicated for patients with peptic ulcer disease. It can also be used as a 
preventative measure in patients taking non-steroidal anti-inflammatories for chronic pain. 
Unfortunately, they do have certain side effects including gastrointestinal disease. The MTUS 
guidelines states that patients who are classified as intermediate or high risk, should be treated 
prophylactically. Criteria for risk are as follows: "(1) age > 65 years; (2) history of peptic ulcer, 
GI bleeding or perforation; (3) concurrent use of ASA, corticosteroids, and/or an anticoagulant; 
or (4) high dose/multiple NSAID (e.g., NSAID + low-dose ASA)." Due to the fact the patient 
does not meet to above stated criteria, the request for use is not medically necessary. 

 
Neurontin 800mg (quantity unspecified): 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): Antiepilepsy drugs (AEDs). 

 
Decision rationale: The request is for the use of a medication in the category of an anti- 
epileptic drug (AED). These medications are recommended for certain types of neuropathic 
pain. Most of the randomized clinical control trials involved include post-herpetic neuralgia and 
painful polyneuropathy such as in diabetes. There are few trials which have studied central pain 
or radiculopathy. The MTUS guidelines state that a good response to treatment is 50% reduction 
in pain. At least a 30% reduction in pain is required for ongoing use, and if this is not seen, this 
should trigger a change in therapy. Their also should be documentation of functional 
improvement and side effects incurred with use. Disease states which prompt use of these 
medications include post-herpetic neuralgia, spinal cord injury, chronic regional pain syndrome, 
lumbar spinal stenosis, post-operative pain, and central pain. There is inadequate evidence to 
support use in non-specific axial low back pain or myofascial pain. In this case, there is lack of 
documentation of adequate pain reduction for continued use. The records also do not reveal 
functional improvement or screening measures as required. Also, there is no specified quantity. 
As such, the request is not medically necessary. 

 
Flexeril 7.5mg #20: 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): Muscle relaxants (for pain). 



 

Decision rationale: The request is for the use of a muscle relaxant to aid in pain relief. The 
MTUS guidelines state that the use of a medication in this class is indicated as a second-line 
option for short-term treatment of acute exacerbations of low back pain. Muscle relaxants may 
be effective in reducing pain and muscle tension, which can increase mobility. However, in most 
LBP cases, they show no benefit beyond NSAIDs in pain improvement. Efficacy appears to 
diminish over time, and prolonged use may lead to dependence. (Homik, 2004) Due to 
inadequate qualifying evidence and prolonged duration of use, the request is not certified or 
medically necessary. All muscle relaxant medications should be titrated down slowly to prevent 
an acute withdrawal syndrome. 

 
Hand Surgery Consultation with MD: Overturned 

 
Claims Administrator guideline: Decision based on MTUS Forearm, Wrist, and Hand 
Complaints 2004. 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 
Forearm/wrist/hand (Acute&Chronic)/ Office visits. 

 
Decision rationale: The request is for a specialty consultation. The Official Disability 
Guidelines state the following regarding this topic: 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. The ODG Codes for 
Automated Approval (CAA), designed to automate claims management decision-making, 
indicates the number of E&M office visits (codes 99201-99285) reflecting the typical number of 
E&M encounters for a diagnosis, but this is not intended to limit or cap the number of E&M 
encounters that are medically necessary for a particular patient. Office visits that exceed the 
number of office visits listed in the CAA may serve as a “flag” to payors for possible evaluation, 
however, payors should not automatically deny payment for these if preauthorization has not 
been obtained. Note: The high quality medical studies required for treatment guidelines such as 
ODG provides guidance about specific treatments and diagnostic procedures, but not about the 
recommended number of E&M office visits. Studies have and are being conducted as to the 
value of “virtual visits” compared with inpatient visits, however the value of patient/doctor 
interventions has not been questioned. (Dixon, 2008) (Wallace, 2004) Further, ODG does 
provide guidance for therapeutic office visits not included among the E&M codes, for example 
Chiropractic manipulation and Physical/Occupational therapy. In this case, the request is 
indicated. This is secondary to the patient's persistent symptomatology. As such, the request is 
medically necessary. 
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